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Type II — Dissociative, Shutdown PTSD
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Abstract

This concept paper examines type ii — dissociative, shutdown ptsd. It develops an argument drawn
from SIX PTSDs, identifies the relevant biological or clinical mechanisms, and considers where that
argument may fail. This is a narrative perspective, not a systematic review or an original clinical study.

The central problem

Some trauma survivors experience emotional numbing, depersonalization, derealization and a sense of
disengagement rather than obvious hyperarousal. This is not a fringe observation: a dissociative
subtype is recognized in existing PTSD research. The Institute's proposed Type II asks whether
shutdown-like presentations have sufficiently distinctive regulatory signatures to guide interpretation

and treatment sequencing.

Mechanisms and causal architecture

Lanius and colleagues describe differences in emotional modulation between predominantly
reexperiencing/hyperaroused and dissociative PTSD presentations. The proposed mechanism involves
changes in top-down modulation of limbic processing and defensive disengagement under
overwhelming threat. Subjective numbness, however, cannot be inferred directly from peripheral
“parasympathetic dominance,” and freeze, dissociation, syncope and severe depression are not
synonymous states. A person may alternate between dissociation and arousal, making a categorical
label imperfect.

A discriminating example

A person reports feeling absent from their body during conflict, without the racing heart typically
associated with panic. Dissociation deserves assessment, yet alternative causes of altered awareness
remain important. A shutdown interpretation that ignores seizure-like episodes, medication effects or
medical illness would be poor psychiatry. The phenotype must guide questions, not foreclose them.

Competing explanations and limitations

Differential diagnosis includes seizure disorders, substance effects, psychosis, medication sedation,
depression, sleep-related disturbances and medical causes of altered awareness. Dissociation also
occurs outside PTSD. A low pulse or an absence of visible emotion must not be mistaken for proof of
safety or a stable nervous system.
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What evidence would change the interpretation?

The claim gains specificity if standardized dissociation measures and relevant neural or
psychophysiological findings distinguish a reproducible subgroup and predict differential clinical
needs. If profiles change continuously and independently of the proposed boundaries, a dimensional
model would be stronger.

Implications for medical interpretation

This paper should convey that silent distress can be severe. Treatment planning benefits from
recognizing dissociation and maintaining clinical safety, but the phenotype is not an invitation to
replace assessment or established trauma therapies with unvalidated autonomic protocols.

Selected scientific reading

Lanius et al. (2010), Emotion modulation in PTSD: evidence for a dissociative subtype, American Journal of Psychiatry.
https://doi.org/10.1176/appi.ajp.2009.09081168

McEwen (1998), Protective and damaging effects of stress mediators, New England Journal of Medicine.
https://doi.org/10.1056/NEJM199801153380307

Campbell et al. (2020), Identifying PTSD symptom typologies: a latent class analysis, Psychiatry Research.
https://doi.org/10.1016/j.psychres.2020.112779

Original source: SIX PTSDs. All source books supplied by the author.

Conceptual research commentary. Not a peer-reviewed clinical study, original trial, systematic review, validated diagnostic
instrument or treatment protocol. Consult qualified care for medical decisions.
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