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Dissociation may be a different response to threat, not merely less arousal
A person can encounter overwhelming threat through detachment,
numbing, or altered sense of presence rather than overt agitation. The
Institute's “shutdown” profile asks whether dissociative responses
sometimes reflect a state of altered integration between perception,
attention, body representation, and emotional processing. That is a more
defensible thesis than treating the individual as simply under-aroused.
Some dissociative presentations include simultaneous autonomic
activation, and subjective numbness is not proof of physiologically reduced
stress.

The dissociative subtype of PTSD involving depersonalization or derealization is recognized clinically,
providing this profile a stronger foundation than the novel proposed types. The research task is to
determine which aspects of dissociation have reliable neural or autonomic correlates and which reflect
context, learning, medication, or coexisting disorders. A physiological model should specify which
signals fail to be integrated and what clinical pattern would follow.

Separating subjective detachment from biological shutdown An experiment
might combine standardized dissociation assessments with controlled
emotional tasks, attention measures, and autonomic recordings, then
compare within-person periods of high and low dissociation. The
within-person design matters: different individuals can have similar
symptom scores while showing very different bodily responses. If a
“shutdown” label predicts low autonomic activity but repeated recordings
show heightened arousal, the model should be revised rather than
interpreting the contradiction as hidden shutdown.

A clinically useful conclusion would be that treatment response may depend on the degree to which a
person can remain oriented and engaged during therapeutic work. This invites research into pacing
and supportive techniques, without declaring a separate standard of care. Trauma-focused therapy
remains an important option, and clinicians should assess substance use, seizure-related conditions,
and other medical explanations when episodes have atypical features. The controversy lies in
challenging a one-dimensional arousal scale while resisting the temptation to turn a vivid description
into a proven physiological mechanism.
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Dissociation can conceal distress rather than eliminate it An individual
reporting emotional numbness might still show increased heart rate,
muscular tension, or stress-related hormonal changes. This discrepancy is
not proof of a specific neural shutdown system, but it demonstrates why
self-reported detachment and bodily activation should be assessed
separately. The Institute's strongest hypothesis is about altered integration
between bodily and conscious information, not about a universal
physiological “freeze” profile.

The most useful study would examine within-person transitions into and out of dissociative episodes,
using validated symptom measures and carefully chosen cognitive or physiological tasks. Researchers
could test whether memory encoding and perception of bodily signals change consistently during high
dissociation. Comparing periods within the same person reduces some of the heterogeneity that
obscures group averages. If there is no reproducible pattern, the shutdown metaphor should be
narrowed or abandoned, not stretched to cover every manifestation of detachment.

The hidden assumption in the word shutdown Dissociative experience need
not imply a reduction in every physiological signal. A person can report
detachment while remaining highly activated or while showing
context-dependent changes that differ across measures. This observation
challenges the simplistic opposition between hyperarousal and shutdown.
Researchers should measure subjective experience and objective
physiology at the same time and avoid classifying individuals from one
channel alone. If “shutdown” lacks a consistent observable signature, the
label should be retired in favor of the more precise term dissociative
presentation. The paper is strongest when it exposes false assumptions
about consciousness and body state rather than creating another
unvalidated disorder.

A dynamic model of dissociation must include both awareness and
physiology Dissociation is partly a phenomenon of experience—what it feels
like to be present, embodied or connected to memory. An objective
recording cannot substitute for that report. At the same time, subjective
detachment does not establish autonomic inhibition. A careful experiment
should record both and examine how their relationship changes during
different tasks or situations. Such work may identify patterns of disrupted
integration that a conventional arousal-only model misses.

The existence of a recognized dissociative PTSD subtype gives investigators an established starting
point, but individual neural signatures remain heterogeneous. A model that calls every quiet patient
“shutdown” will misclassify depression, drug sedation and neurological illness. The Institute's strongest
claim should be that visible calm and internal distress can diverge in clinically consequential ways,
with mechanisms investigated rather than assumed.
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Detachment and danger are not opposites An individual who seems calm or
emotionally absent may be profoundly distressed or medically unwell.
Interpreting such behavior as “low arousal” without physiological
measurement can miss important information. The model's possible
contribution is to separate subjective awareness, bodily activation, memory
and behavior, then study when these channels diverge. A within-person
design may reveal changes hidden by group averages. The research should
use established dissociation measures and not redefine unusual episodes of
altered awareness without considering neurological and substance-related
causes. The controversial point is that outward emotional appearance is not
a reliable map of physiological state; that does not mean every dissociative
event has the same mechanism.

Detailed considerations from the original investigation

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 Il asks whether
shutdown-like presentations have sufficiently distinctive regulatory signatures to guide interpretation
and treatment sequencing.

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 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.

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.

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.
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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.

Dissociative symptoms include depersonalization or derealization; this presentation has recognition in
established PTSD research but mechanisms remain heterogeneous.

A patient who seems outwardly calm while feeling unreal is not necessarily biologically under-aroused.

Compare dissociative episodes with measured arousal and clinical safety, rather than equating
subjective detachment with a single neural circuit state.
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Editorial source note: The inherited selected readings are retained from the source manuscript and have not all been
independently verified. Newly checked evidence is identified separately. The mechanistic extensions are hypotheses
except where explicitly described as established physiology.
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