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Abstract

Depersonalization and derealization (DD) cause significant
distress and are associated with poor role and social function-
al outcomes. Despite the relatively high prevalence of DD
symptoms and the chronic course in those suffering froma DD
disorder, there still exists a need for effective interventions.
Preliminary evidence indicates that cognitive behavioral ther-
apy (CBT) delivered in an individual setting demonstrates
some positive intervention effects for patients with DD regard-
ing their symptom levels. By considering DD-specific treat-
ment needs, a group therapy program was developed as an
add-on therapy based on CBT techniques called PLAN D com-
prising the following elements: psychoeducation, lifestyle in-
terventions, acceptance and mindfulness training, and new
patterns of DD-related cognitions. In a pilot study, we present
an 8-week group intervention for adolescents and young
adults with DD disorder. To our knowledge, no standardized
group intervention program for DD exists so far. Thus, this nov-
el intervention represents a promising opportunity to posi-
tively influence long-term outcomes and course of DD.
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Introduction

“I feel like I am watching my life from behind glass, as
ifTam living in a dream” - this is a typical statement from
someone experiencing derealization and/or depersonali-
zation (DD). DD is a perceptional reaction and psycho-
logical phenomenon, especially occurring when individ-
uals are highly distressed, traumatized, very tired, anx-
ious, or intoxicated [1]. In the Diagnostic and Statistical
Manual of Mental Disorders, Fifth Edition (DSM-5) [2],
clinically relevant DD is diagnosed as depersonalization/
derealization disorder in the chapter of dissociative dis-
orders. Therein, it is defined as a persistent or recurrent
experience of unreality and detachment from oneself or
their surroundings, while reality testing remains intact
and the symptoms cause clinically significant distress or
impairment in functioning [2].

Prevalence rates of 1.2-2.4% were found for clinically
significant DD symptoms in the community and of 30—
82% in clinical samples, in a systematic review [3]. Fur-
thermore, DD (disorder) often exists as a comorbidity,
especially in depression and anxiety [4]. Most DD experi-
ences are transient and disappear as situational factors
ease. However, in a relevant minority of cases, DD per-
sists for days, weeks, or months, reoccurs, or remains per-
manent [3]. Age of onset is adolescence, and an earlier
onset is associated with higher severity and poorer prog-
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Fig. 1. Cognitive behavioral model of DD adapted from Hunter [14] explaining development and maintenance
of DD disorder. DD, derealization/depersonalization.

nosis [4, 5]. Individuals with DD frequently are distressed,
worry about their mental state, and are frightened of be-
coming crazy, a common fear not only in patients who
experience DD but also in patients experiencing ultra-
high-risk (UHR) symptoms. Furthermore, chronic DD
often is associated with functional impairments [1, 6, 7].
Apart from an isolated DD disorder or comorbid phe-
nomena, DD commonly appears in subjects at clinical
high risk (CHR) for psychosis. Thus derealization, but
not depersonalization, is one of the 14 basic symptoms
that were shown to be specific to the development of first-
episode psychosis [8]; basic symptoms defined as self-ex-
perienced disturbance of “normal” mental processes [9,
10] are employed in 2 CHR criteria [11-13]: cognitive
disturbances (COGDIS) and cognitive-perceptive (COP-
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ER) basic symptoms. They are part of the 2 complemen-
tary early detection approaches to the characterization of
the CHR state of psychoses: the UHR and the basic symp-
toms criteria [13]. The (attenuated) positive symptoms as
part of the UHR criteria are distinct from the basic symp-
toms since they are experienced by the individual - de-
pending on the insight into its abnormal nature - as real,
normal thinking, and feeling [9, 10]. Derealization as part
of the COPER criterion is rated as below attenuated pos-
itive symptom level (for more details to this distinction,
see [10]). Taken together, the high prevalence of DD
symptoms, its role as a psychosis risk symptom (accord-
ing to basic symptoms), and the chronic course in those
suffering from a DD disorder highlight the need for effec-
tive targeted interventions.

Fliickiger/Schmidt/Michel/Kindler/Kaess



Therefore, Hunter et al. [1, 6] conceptualized a cogni-
tive behavioral model for the development and mainte-
nance of DD (Fig. 1) based on etiological models for anx-
iety disorders (e.g., panic, health anxiety). The model sug-
gests that chronic DD may result from catastrophic
interpretation of common, normally transient symptoms
of DD as being indicative of a serious mental disorder.
This leads to an exacerbation and perpetuation of DD
symptoms through the development of cognitive biases
and behaviors forming a maintenance cycle [1, 14]. Al-
though the cognitions are disorder specific, the similarity
between anxiety disorder and DD lies in this misinterpre-
tation [6, 15]. Accordingly, Hunter et al. [6] modified
cognitive behavioral therapy (CBT) for anxiety disorders
to DD, respectively, for their specific thought contents
which resemble a “mental health anxiety.” They created a
CBT protocol in 3 phases with the following interven-
tions: (1) psychoeducation and normalizing and diary
keeping, (2) reducing avoidance and safety behavior as
well as self-focused attention and symptom monitoring,
and (3) focusing on maintaining progress and relapse.
They investigated this CBT protocol in an open trial in-
vestigating a sample of 21 patients with DD disorder
(mean age 38 years) and with a mean duration of 14 years
of DD. In an open 2-year study, the intervention was car-
ried out with a mean number of 13 sessions. After inter-
vention, 29% of the participants no longer met DD crite-
ria. While they found a significant reduction in clinician-
rated DD symptoms, to our knowledge no replication
study currently exists.

Considering the paucity of literature on psychological
interventions in DD, there are several specific interven-
tions considered to be successful in patients with DD: DD
assessment and exploration of relevant factors which en-
hance and reduce DD symptoms, psychoeducation, train-
ing of grounding strategies or mindfulness, lifestyle inter-
ventions (e.g., sleep, substance use, activity), reducing
avoidance, safety behavior, symptom monitoring and
self-focused attention, cognitive restructuring techniques
to challenge negative automatic DD-related cognitions,
techniques to facilitate the controlled re-experience of
emotions as well as targeting the high arousal and anxiety
level [5,7,14,16-19]. Animportant clinical feature in DD
patients is the often-reported emotional detachment. It
hasbeen shown that chronic DD disorder patients showed
different skin conductance response to emotional stimu-
li compared to healthy or clinical controls meaning a re-
duced autonomic response to unpleasant stimuli, sug-
gesting a selective inhibitory mechanism on emotional
processing [20]. A replication study with DD patients
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suggested that the cognitive evaluation of emotional
stimuli is disconnected from their bodily or autonomic
response, respectively [21], which reflects an increased
introversion and control of emotional impulses. In the
same study, mindfulness exercises were found to be help-
ful in modulating this autonomic response since they im-
mediately decreased DD intensity [21]. In sum, primarily
CBT elements with a special focus on DD-specific cogni-
tions, enriched by emotion regulation techniques such as
mindfulness and relaxation training, are applied and con-
ferred to be helpful in DD. Additionally, acceptance and
commitment therapy (ACT) [22] is also discussed as a
useful element in DD, especially because ACT targets ex-
periential avoidance, which is assumed in dissociative
conditions such as DD [23]. Despite this detailed DD
conceptualization and DD-specific knowledge, to date,
no standardized treatment protocol for DD has been es-
tablished, and the need for (novel) therapeutic approach-
es is still ongoing. To address this, we report on the devel-
opment and implementation of a DD-specific group pro-
gram targeting young patients with DD disorder by giving
them a first CBT-based intervention.

Materials and Methods

Rationale and Conceptualization of PLAN D

In the “Bern Early Detection and Intervention Center for Men-
tal Crises” (FETZ Bern), where we apply an indicated prevention
approach of psychoses, DD is a frequently reported phenomenon
among our help-seeking outpatients (30% with intermittent DD
symptoms, 8% with DD disorder). Based on our indicated preven-
tion approach, we aimed to develop a structured psychotherapy
manual for individuals with DD and to deliver this psychotherapy
as a group program, in order to bring DD patients together and
foster group processes, which is known to facilitate normalization
of experiences and receive early psychological intervention. In the
FETZ Bern, the approach of normalizing experiences and fears re-
lated to these symptoms is generally used by the FETZ therapists
not only in the treatment of DD but also in CBT offered to patients
with UHR symptoms, where an evidence-based psychotherapy by
van der Gaag et al. [24] is used. Almost every UHR patient fears
the loss of control of his/her psyche, and the therapeutic approach
in the FETZ Bern aims to emphasize that the patient is not crazy
and to create hope for recovery. The program’s name “PLAN D”
not only encompasses the various elements and intervention tech-
niques (Table 1) but also takes into account that many DD patients
often try a lot of, and struggle with, other plans to eliminate DD
experiences before seeking help. To that end, PLAN D should pres-
ent an alternative, more reasonable plan. The group program fol-
lows a CBT approach that considers the DD-specific interventions
that exist in the current literature by including elements of ACT.
PLAN D is provided as an add-on therapy for 4 to 6 adolescent
and/or young adult outpatients with clinically relevant DD (disor-
der). The program comprises 8 weekly sessions of 90 min carried
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Table 1. Elements and techniques of PLAN D

P Psychoeducation (2 sessions)

Aim: information about DD including definition and prevalence; establish an explanatory model (the cogni-
tive behavioral model of DD, see Fig. 1), initiate a DD diary

Techniques: psychoeducation

L Lifestyle interventions (1 session)

Aim: eliminate maladaptive (safety) behavior and misconceptions about lifestyle behaviors by interactively
providing information about lifestyle with a special focus on stress, sleep, substance (ab-)use, social, and

physical activity

Techniques: psychoeducation, model learning

A Acceptance and mindfulness training (1 session)
Aim: acceptance of DD as well as aversive internal content (e.g., thoughts and feelings) whilst pursuing per-
sonal values; learn to be mindful, lessen symptom monitoring, and coping with experiential avoidance
Techniques: guided mindfulness training’, relaxation, role plays

N  New patterns of DD-related cognitions (3 sessions)
D  Aim:identifying and modifying dysfunctional cognitions about DD and demonstrating their impact on

emotions and behavior

Techniques: cognitive restructuring techniques and evidence gathering

DD, derealization and/or depersonalization. 'Thenceforward, a short mindfulness training is part of every

following sessions.

out by 2 therapists. The sessions are accompanied by a “Booklet”
with worksheets, such as the DD diary and materials. The sequence
of the sessions is structured as follows: beginning with intensive
psychoeducation (P) as well as establishing a DD model that can
be transferred to every individual case. The diary keeping helps to
reveal relevant factors such as situations, emotions, cognitions,
and behaviors, which are then discussed in the following lifestyle
session (L). The focus of this session lies in correction of false be-
liefs about DD-related factors, psychoeducation about avoidance
behavior, and stress management. In the “A” session, the focus lies
in practicing acceptance as a helpful coping strategy for DD-relat-
ed emotions and training in mindfulness. From this session on, in
every following session, mindfulness or meditation will be exer-
cised at the beginning or end of the sessions. The next 3 sessions
(N and D) target the reconstruction of DD-specific cognitions. The
eighth session is a closing session containing retrospection, sum-
mary, feedback, and resource activation in the group. All subjects
(or their parents or guardians) had given their written informed
consent. The study protocol was approved by the institute’s com-
mittee on human research.

Study Design

PLAN D was evaluated in a naturalistic setting in the FETZ
Bern with data of 2 uncontrolled groups of 4 outpatients. Patients
were recruited after the diagnostics if they fulfilled the following
inclusion criteria: 213 years and clinically relevant DD disorder
according to ICD-10 [25] or DSM-5 [2]. For the recruitment, DD
symptoms were assessed in clinical interviews [11, 12]. As an out-
come measure, we evaluated the severity and frequency of DD
symptoms according to the “Cambridge Depersonalization Scale”
(CDS) [26]. The CDS was used as a pre- and postmeasure at base-
line before the therapy and 6 months after baseline. The CDSs were
handed out in the first session and sent by post 6 months after as
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a postmeasure. No further clinical evaluation or diagnostic was
done at the end of PLAN D as well as 6 months later.

Study Population

The studied sample comprised 8 outpatients (4 males) between
17 and 23 years (M + SD: 20.27 + 2.01 years). According to ICD-10
[25], all patients fulfilled criteria of a derealization/depersonaliza-
tion disorder (F48.1), 4 patients additionally had a current depres-
sive episode (F32.1), one had a schizotypal disorder (F21), and one
a bipolar disorder (F31.1), and 6 of them further met criteria for a
CHR state for psychosis according to the EPA [13]. Three patients
with a depressive episode had current antidepressant medication,
and 1 patient with a CHR state and schizotypal disorder had an
antipsychotic medication. All medication has been established be-
fore the start of PLAN D and was stable during the program. Du-
ration of DD was 35.0 months on average (SD: 21.94, Md: 31.0,
range: 7-66; 1 patient reported lifetime duration of DD). Seven
patients reported enduring DD, and 1 patient reported episodic
DD of atleast once in a month during a week. Two patients had no
treatment history, 5 had psychological outpatient treatment, and
one had a psychiatric inpatient treatment before PLAN D.

Results

As shown in Figure 2, at the beginning of PLAN D, all
CDS scores were above the cutoff (>65) for clinically rel-
evant DD (M + SD: 99.14 + 50.12, Md: 82.0, range: 66—
209). At postmeasure, 3 persons (1 male/2 females)
showed clinically relevant DD according to the CDS (M
+ SD: 74.71 + 34.99, Md: 59.0, range: 49-149). Although
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Cut-off > 65

P8 (2;18.7)

P7 (%;20.1)

P6 (; 19.9)

P5 (+; 21.9)

P4 (%;17.6)

gender; age in years

P3 (7; 18.4)*

P2 (2;23.2)

P1 (5 22.3)

CDS scores

M Start PLAN D
6 months after PLAN D

209

oJ
w1
o

100 150 200

Fig. 2. Pre- and postmeasure scores of the CDS at baseline before the PLAN D group intervention and 6 months
after baseline for the sample of 8 participants (P1-P8). P2, 3, and 8 did not continue any therapy after PLAN D;
P1 and 4-7 continued further psychological treatment after PLAN D. *Follow-up measurement is missing. CDS,

Cambridge Depersonalization Scale.

the effect size of the decrease in DD symptoms was large
(Wilcoxon signed rank test: Z = -2.366, p = 0.018, Rosen-
thal’s r = 0.894), according to Figure 2, the mean reduc-
tion in the CDS is about 20%, which reflects a minimal
improvement in psychopathology. An informal qualita-
tive assessment showed high acceptance and heterogenic,
but overall, very good ratings of the different sessions
(best rating for sessions “N and D”; lowest rating for ses-
sion “L,” see Table 1).

Discussion

According to an existing CBT-based treatment pro-
tocol for DD disorder [6], we conceptualized and imple-
mented a group intervention called PLAN D to face the
limited availability of disorder-specific interventions for
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DD. In our first data, we found a reduction in the overall
CDS score 6 months after the start of PLAN D with only
3 persons still being over the clinical cutoft. Although we
found a statistically strong effect of the intervention
(Rosenthal’s 7 > 0.8), due to small sample size, lack of a
control group, and no immediate posttreatment mea-
surement (approximately 6 months after baseline), this
finding should be interpreted with some caution as the
reduction in psychopathology of 20% reflects a minimal
improvement. According to our informal quality assess-
ment, the acceptance of the group was very good. Our
experiences showed that in the recruiting process some
patients have been very open and were immediately
dedicated to take part in PLAN D while others were
more skeptical and initially reluctant. Consequently, we
were confronted with the challenge to carefully explore
their reservations and to motivate them to confront,
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rather than avoid, specific (social) situations. Therefore,
in some cases taking part in PLAN D, group sessions
posed a first step in their therapeutic process helping to
overcome their (social) withdrawal. As from the first
group session on and in the interaction between par-
ticipants, respectively, we observed a normalizing effect
concerning DD experiences. Besides the good compli-
ance, patients showed high interest and involvement es-
pecially in the psychoeducation sessions. During these
sessions, we carefully elaborate with participants to
learn DD is a possible psychological reaction to stress
(according to the model in Fig. 1) as well as also to ad-
dress the distress about DD as a potential psychosis risk
symptom. In the feedback session, all participating pa-
tients reported to meet other DD-affected persons as
very helpful as well as get and give each other support
while receiving professional DD-specific intervention.
Even though the qualitative ratings of each individual
session were relatively high, sessions 5-7 (N and D ses-
sions, see Table 1) were rated highest by participants and
in our view highlight the importance of cognitive tech-
niques to cope with DD by overcoming dysfunctional
cognitions. In the “lifestyle intervention” session, we
discuss existing concerns about lifestyle or behavior and
their impact on DD such as sleep, nutrition, or sub-
stance use more general and clear up with possible mal-
adaptive beliefs. In this session, participants already
demonstrated good knowledge of the topic by sharing
their personal experiences with others, which could be
the reason for the lowest rating. Besides this, partici-
pants found the experience to be positive throughout the
course of therapy. However, we are presenting very pre-
liminary data from a naturalistic setting, and some lim-
itations should be noted, such as the lack of a control
group and the small sample size. Furthermore, clinical
evaluation immediately after completion of the group
program PLAN D is not included in the current pilot
study, and future studies should endeavor to include
such measures. Evaluation of the program as a random-
ized controlled trial with appropriate control groups
would further help to disentangle therapy effects from
other possible confounding variables (e.g., other thera-
pies or natural symptomatic reduction) and should be
considered in future studies. Nonetheless, PLAN D
presents a promising option as an adjunct to existing
treatments given in individual settings, as it consists of
well-established CBT (based) techniques that can be of-
fered in a time-limited group setting. Furthermore, if
our initial findings would be replicated or even im-
proved, it would be considered a cost-effective option
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for psychological treatment for DD. Future research
should replicate these promising results by addressing
the named limitations and continually improve inter-
ventions for this highly distressing condition. Early di-
agnosis and psychoeducation help alleviate DD-associ-
ated distress and may promote recovery or prevent a
long-term DD history and, consequently, a possible psy-
chotic development. To that end, PLAN D represents a
novel, brief intervention and a promising opportunity to
positively influence the prognosis of patients suffering
from DD.
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