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Shutdown Dissociation Scale (Shut-D) – Norsk versjon

Jeg kommer til å stille deg spørsmål om kroppslige opplevelser som du kanskje kan ha hatt i dagliglivet siden de(n) trauma-
tiske hendelsen(e). Vi er interessert i å vite hvordan disse plagene har utviklet seg og hvor ofte du lider av disse opplevelsene. 

Bare for intervjueren: Mennesker som har vært ekstremt stresset, som overlevende i livstruende situasjoner, vil vise kroppslige reaksjoner når noe minner dem om den stressende  

opplevelsen. Til og med ved subtile påminnelser som en ikke er seg bevisst, kan kroppen vise en rekke sterke reaksjoner. Noen overlevende etter traumatiske hendelser opplever  

kroppslige reaksjoner til og med uten å legge merke til det, hver gang de blir anspent eller nervøse på grunn av noe, eller når de blir oppskaket eller minnet om hendelsene. Her er en  

liste over typiske reaksjoner. Spør hvilke av dem informanten kan ha opplevd i dagliglivet. Spør «i dagliglivet» (siste 6 måneder); hvis <6 måneder siden traumaet, spør «siden de(n)  

traumatiske hendelsen(e)». Undersøk alle positive responser og spør deretter etter hyppigheten (f.eks. «hvor ofte har dette skjedd?»).

by Maggie Schauer, Inga Schalinski og Thomas Elbert, Dept. of Psychology, University Konstanz, Germany.  
Norwegian version by Thomas Jozefiak, RKBU, Norwegian University of Science and Technology, NTNU, 2018.

Ikke i det hele 
tatt

En gang i 
måned eller 
mindre/lite

Flere ganger i 
måned/noen 
ganger

Flere ganger i 
uken/ofte

1. Har du besvimt?/Har du mistet bevisstheten? [0] [1] [2] [3]

2.  Har du vært svimmel og har det svartnet for deg?
Har du følt deg svimmel slik at du ikke kunne se lenger, som om du var blind?

[0] [1] [2] [3]

3.  Har du følt at du ikke kunne høre noe på en stund, som om du var døv? Når folk snakket 
til deg, hørtes det ut som om de var langt borte?

[0] [1] [2] [3]

4. Har du opplevd at du ikke kunne se tingene rundt deg skikkelig (f.eks. tåkesyn)? [0] [1] [2] [3]

5. Har du følt at kroppen din eller en del av kroppen din har blitt nummen? [0] [1] [2] [3]

6. Har du følt at du ikke kunne røre deg på en stund, som om du var paralysert? [0] [1] [2] [3]

7. Har du følt at kroppen din eller en del av den var ufølsom ovenfor smerte (analgesi)? [0] [1] [2] [3]

8. Har du vært i en tilstand der kroppen plutselig føltes tung og sliten? [0] [1] [2] [3]

9. Har du opplevd at kroppen din stivnet for en stund? [0] [1] [2] [3]

10. Har du følt deg kvalm? Har du følt at du må kaste opp? Har du plutselig kaldsvettet? [0] [1] [2] [3]

11.  Har du hatt en «ut-av-kroppen» opplevelse? Har du følt det som om du var utenfor din 
egen kropp?

[0] [1] [2] [3]

12.  Har du hatt øyeblikk der du ikke fikk til å snakke?/Hvor det var anstrengende for deg 
å snakke?/Har du hatt en opplevelse der du bare greide å hviske for en stund? 

[0] [1] [2] [3]

13. Har du følt at kroppen din er svak eller varm uten en tilsynelatende årsak? [0] [1] [2] [3]



Introduction
The Shutdown-Dissociation Scale was designed as a structured interview to allow researchers, and clinicians who have 
expertise in trauma-related illness, to assess the risk for dissociation in a patient. This information is useful for designing trau-
ma-focused treatment, for related research questions and for measures to assist patients in their daily life. Additionally, the 
questionnaire was designed to evaluate the course of Shutdown Dissociation following up treatment. The DSM-5 (Diagnostic 
and Statistical Manual of Mental Disorders, Fifth Edition) defines a dissociative subtype of Posttraumatic Stress Disorder 
(PTSD) recognizing that those patients exhibit additional symptoms of primarily depersonalization and derealization. Similar to 
the concept the shutdown dissociation, the concerning subtype is linked to repeated exposure of traumatic stressors, espe-
cially those that include a high proximity to danger, usually alongside the core PTSD symptoms. Shutdown Dissociation due to 
the parasympathetic dominance during the (peritraumatic) final stages of the defence cascade (fright, flag and faint), is char-
acterized by progressive symptoms of
–  functional sensory de-afferentation, (including u.a. kinaesthetic, somesthetic)
–  reduced nociception
–  emotional numbing
–  motor paralysis (tonic and flaccid immobility)
–  loss of language functions/suppressed vocalization
–  pseudoneurological symptoms
–  (pre-) syncope
For detailed description of the Shutdown Dissociation concept see Schauer and Elbert (2010).

Quality Criteria

Reliability
Internal Consistency: Factor analysis provided evidence for unidimensionality. The first factor (eigenvalue 5.65) accounts for 
43.4 % of the variance, whereas the second factor (eigenvalue 1.07) accounts for 8.2 % of variance. The questionnaire 
showed excellent internal consistency; Cronbach's alpha = .89.
Test-Retest-Reliability: The test-retest reliability index was high (r = .93, p < .001, 95 % CI[0.88, 0.96])

Validity
Convergent Validity: The convergent validity of the DES (Dissociative Experience Scale, Bernstein & Putnam, 1986) and the Shut-D 
was assessed. The correlation of the sum scores of the Dissociative Experience Scale and the Shut-D was significant, r = .86, p < .001.
Criterion-Referenced Concurrent Validity: The Shut-D score reliably separates patients with exposure of trauma and psycho-
pathology from healthy controls (with and without trauma exposure), but also differentiates between diagnostic groups that 
are associated with different amounts of trauma exposure.
Correlates of the Shut-D (Event-Related and Number of Traumatic Event Types and Symptom levels): The exposure to differ-
ent traumatic event types, especially those with a high proximity to danger, enhances the variety and frequency of shutdown 
dissociation. Further, the Shut-D shows associations with an increased PTSD symptom severity and depression levels.

Administration/Scoring Rules
1. Use the prompt questions as written on the questionnaire; use additional questions as needed to accurately determine the 
frequency of the symptom.
2. Use open-ended questions to carefully inquire about the frequency. When was the last time you suffered from this symp-
tom? When you think back over the last month, was it a rare occurrence? Have you experienced this symptom only some-
times or often? What did it mean for you?
3. It is appropriate to use information that arises later in the interview to modify an earlier rating
4. Double count symptoms: If a person reports that he/or she faints every day, the interviewer should rate all symptoms that 
are related to fainting (e.g. acoustic, visual and motor as well as pain perceptual shutdown)
5. Questions that are useful to distinguish between a shutdown/defensive symptom and an acute or chronic medical condi-
tion or peripheral neuropathy.
–  How long have you been suffering from this symptom?
–  Shutdown dissociation simulates central nervous system neuropathy. Peripheral neuropathy describes the damage to the 

peripheral nervous system. Peripheral damage affects one or more dermatomes and thus produces symptoms for specific 
areas of the body. In contrast, shutdown dissociation affects a part of the body (e.g. the whole hand, the whole leg) or the 
whole body.

6. Please consider side effects of medication, and exclude if it was due to effects of alcohol or drugs.
7.  Please consider unpleasant effects that may appear at the beginning of menopause. 

are related to fainting (e.g. acoustic, visual and motor as well as pain perceptual shutdown)



Time Frame
When completing this interview, interviewers should establish the time frame for which these Shutdown Dissociation symptoms 
have been reported. The interviewer should select the time frame as being over the past six months (to get an overview of the 
patient’s suffering in their everyday life). If the trauma was less than six month ago, please ask “since the traumatic event”.

Severity of Shutdown Dissociation
The total score is determined by totaling the 13 items. Scores range from 0 to 39 and represent a measure of the severity of 
shutdown dissociation.

Cut-off Scores
Since 2013 the DSM-5 includes a dissociative subtype of PTSD. On the basis of associative symptoms (item 29) ‘Derealiza-
tion’ and (item 30) ‘Depersonalization’ of the CAPS (Clinician-Administered PTSD Scale; Blake et al., 1995), we categorized 
the dissociative subtype of PTSD for either one symptom meeting a cut-off >4 for the sum score of the respective intensity 
and frequency rating (Daniels, Frewen, Theberge & Lanius, 2016; Steuwe, Lanius & Frewen, 2012).
The ROC-analysis (receiver operating characteristic) demonstrated an excellent discrimination of dissociative versus non-dis-
sociative individuals with the Shut-D score (AUC = 0.86. 95 % CI[0.77, 0.96]). Furthermore, within the group of individuals 
with PTSD, the AUC indicated an acceptable diagnostic discrimination for the Shut-D score (AUC = 0.80. 95 % CI[0.66, 0.93]).
In addition, parameters of diagnostic accuracy (sensitivity and specificity) were retrieved to determine the optimal cut-off 
value of the Shut-D score. Within individuals with PTSD, high sensitivity and high specificity for the classification of the disso-
ciative subtype is achieved at a Shut-D score of ≥ 18.5 (compare Table 1). If healthy respondents are included, an optimal 
sensitivity and specificity occurs at a Shut-D score of ≥ 15.5. Therefore, a score equal to or greater than 16 appears ade-
quate for the classification of the dissociative subtype in individuals with a PTSD diagnosis. For another sample of psychiatric 
patients and controls (N = 127), the Shut-D scores allowed for differentiation between pathological and non-pathological 
dissociation (> 30 on the DES). Therefore, the authors conclude that a score of 8 or greater indicates clinically relevant disso-
ciative symptoms.

Table 1. Sensitivity and specificity for the Shut-D score for (A) PTSD, (B) individuals with trauma-related symptoms and con-
trols, and (C) individuals with severe mental illness and controls

Conclusion

The Shut-D is a brief structured interview for assessing the vulnerability to dissociate as a consequence of exposure to traumatic 
stressors based on the defense cascade model. The scale showed excellent internal reliability as well as retest reliability, high 
convergent validity, and satisfactory predictive and discriminatory validity. The psychometric properties justify the assessment of 
shutdown dissociative responding following traumatic experiences (with different proximity to danger), and the awareness of 
shutdown dissociation offers innovation and improvement in treatment strategies. A sum score of ≥ 16 may be applied to clas-
sify the dissociative subtype in the presence of PTSD, and a sum score of 8 indicates pathological dissociative symptoms.

Sum Score of the Shut-D

A. Cases with PTSD
N = 52

6.5 7.5 10 11.5 12.5 13.5 15.5 17.5 18.5 19.5 21.5

Sensitivity 0.94 0.88 0.88 0.88 0.88 0.81 0.81 0.81 0.81 0.81 0.69

Specificity 0.28 0.36 0.44 0.53 0.58 0.67 0.72 0.75 0.81 0.83 0.83

B. Cases with trauma-related symptoms and controls N = 69

Sensitivity 0.94 0.88 0.88 0.88 0.88 0.81 0.81 0.81 0.81 0.81 0.69

Specificity 0.51 0.57 0.62 0.68 0.72 0.77 0.81 0.83 0.87 0.89 0.89

C. Cases with severe mental illness and controls N = 127

Sensitivity 0.86 0.86 0.86 0.88 0.86 0.86 0.86 0.79 0.64 0.64 0.57

Specificity 0.79 0.84 0.87 0.89 0.90 0.93 0.95 0.97 0.97 0.97 0.99

Notes. A = cases with PTSD (N = 52), B = cases and controls, N = 69: 52 with PTSD and comorbid depressive symptoms (= A) + 17 controls), C = cases with severe mental illness  

(n = 63) and controls (n = 64).



Languages
The Shutdown Dissociation – Scale (Shut-D) is available in English, German, Latin American Spanish, French, and Swahili.
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