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Preface



This book has been produced by the Depersonalisation Research Unit at the Institute of Psychiatry and Maudsley Hospital, London. The Unit conducts various research projects as well as providing a clinical service to people who suffer with depersonalization/derealization disorder and feelings of unreality (DPAFU).


The book will help you to understand and manage your DPAFU using highly effective Cognitive Behavioral Therapy (CBT) strategies. Numerous research studies have shown that CBT works extremely well with a variety of different types of people and problems. In some people with DPAFU these strategies may help the problems all but disappear. With others the severity of the problems may reduce to the extent that the person can get on with their life again. In other cases the frequency of the DPAFU may lessen. You are likely to feel more in control of your problems and better able to cope. There may be a range of benefits derived from the techniques we suggest here. We can’t promise this book will provide you with a complete cure since there may be factors beyond the scope of this book that need to be addressed, but you will learn strategies that are likely to have a positive impact on helping you feel better.


Using principles derived from CBT does not mean that the physical and biochemical aspects of DPAFU are not important – because they almost certainly are. In fact we believe that it is these very aspects that make depersonalization different from anxiety and depression. We will discuss these physical and biochemical aspects, along with medical (i.e. drug) and other treatments for depersonalization disorder. And though we believe the strategies we outline are likely to be of real benefit, this book isn’t intended to be a replacement for treatment or therapy. If you feel you need to talk to a professional about your problems, then your GP may be able to help. If he or she can’t help, a referral to a psychologist or psychiatrist may be appropriate.


The CBT approach helps people to look at the connections between how they think, how they feel and how they behave. The theory suggests that if the ideas, beliefs and values you hold are unrealistic or have become distorted, then ‘negative’ thinking patterns are likely to occur. Negative thinking patterns can lead to negative feelings such as loss of confidence, feeling low and anxiety. When you feel low or anxious you often change your behavior. For instance, you may feel less like socializing, and so you go out less. If you go out less you may end up feeling lonely, which in turn leads to a lower mood. This can develop into a downward spiral that feels as if it is difficult to break on your own. This cycle will then lead to a continuation of the original problem. Only once the problem has been identified, and you are able to see why it is continuing, can you then think about how you would like things to be different. The changes you want to make can become your goals and you can become more focused in achieving these goals. This self-help guide will help you through that process.


The key ideas from CBT are:




•   It is not what happens but how you interpret the experience that matters.


•   How you think, or your beliefs about a situation or experience, will influence how you feel and behave.


•   How you behave affects what you think and how you feel.


•   Our thoughts, feelings, emotions and behaviors are all connected and each influences the other.





The key components of CBT treatment are:




•   To identify and define your core problem(s) and how they influence your everyday life.


•   Once a problem is defined, you need to identify the things that you do (or don’t do) that lead to the problem continuing. These could include:


[image: image]   Unhelpful behaviors – for example, taking drugs or avoiding particular situations.


[image: image]   Negative thinking patterns – such as only focusing on the worst scenario.


[image: image]   Negative emotional states – like hopelessness or numbness.


[image: image]   Focusing on physical sensations – such as visual disturbances.


•   You need to set out clear and specific changes that you would like to make. These then become the goals to work towards during CBT.


•   The idea is then to actively work on achieving these goals using the variety of techniques set out in this book.


•   Throughout this process you will be encouraged to evaluate your progress. This will involve recognizing what is working well and not so well. You can then draw up new goals to help you use what you’ve learned and apply this knowledge to other situations


•   In essence, you will become your own therapist.








Introduction: Why a cognitive behavioral approach?


The approach this book takes in attempting to help you overcome your problems with depersonalization and feelings of unreality is a ‘cognitive behavioral’ one. A brief account of the history of this form of intervention is useful. In the 1950s and 1960s a set of therapeutic techniques was developed, collectively termed ‘behavior therapy’. These techniques shared two basic features. First, they aimed to remove symptoms, such as anxiety, by dealing with those symptoms themselves, rather than their deep-seated, underlying historical causes (traditionally the focus of psychoanalysis, the approach developed by Sigmund Freud and his associates). Second, they were derived from what laboratory psychologists were discovering about the mechanisms of learning. Behavior therapy initially proved to be of most value in the treatment of anxiety disorders, especially specific phobias, such as extreme fear of animals or heights, and agoraphobia. Both were notoriously difficult to treat using conventional psychotherapies.


After an initial flush of enthusiasm, discontent with behavior therapy grew. There were a number of reasons for this. An important concern was the fact that behavior therapy did not deal with the internal thoughts which were so obviously central to the distress that many patients were experiencing. In particular, behavior therapy proved inadequate when it came to the treatment of depression. In the late 1960s and early 1970s a treatment for depression was developed called ‘cognitive therapy’. The pioneer in this enterprise was an American psychiatrist, Professor Aaron T. Beck. He developed a theory of depression which emphasized the importance of people’s depressed styles of thinking, and, on the basis of this theory, he specified a new form of therapy. It would not be an exaggeration to say that Beck’s work has changed the nature of psychotherapy, not just for depression but for a range of psychological problems.


The techniques introduced by Beck have been merged with the techniques developed earlier by the behavior therapists to produce a therapeutic approach which has come to be known as ‘cognitive behavioral therapy’ (CBT). This therapy has been subjected to the strictest scientific testing and has been found to be highly successful for a significant proportion of cases of depression. It has now become clear that specific patterns of disturbed thinking are associated with a wide range of psychological problems, not just depression, and that CBT is a highly effective treatment for a range of anxiety disorders, such as panic disorder, generalized anxiety disorder, social phobia, obsessive compulsive disorder, and hypochondriasis (health anxiety), as well as for other conditions such as drug addictions, and eating disorders like bulimia nervosa. Indeed, cognitive behavioral techniques have been found to have an application beyond the narrow categories of psychological disorders. They have been applied effectively, for example, to helping sufferers of low self-esteem, people with weight problems, couples with marital difficulties, as well as those who wish to give up smoking or deal with drinking problems.


The starting point for CBT is the realization that the way we think, feel and behave are all intimately linked, and changing the way we think about ourselves, our experiences, and the world around us changes the way we feel and what we are able to do. So, for example, by helping a depressed person identify and challenge their automatic depressive thoughts, a route out of the cycle of depressive thoughts and feelings can be found. Similarly, habitual behavioral responses are driven by a complex set of thoughts and feelings, and CBT, by providing a means for the behavior to be brought under cognitive control, enables these responses to be undermined and a different kind of life to be possible.


Although effective CBT treatments have been developed for a wide range of disorders and problems, these treatments are not widely available. When people try on their own to help themselves, they often, inadvertently, do things which make matters worse. In recent years the community of cognitive behavioral therapists has responded to this situation. What they have done is to take the principles and techniques of specific cognitive behavioral therapies for particular problems and present them in manuals which people can read and apply themselves. These manuals specify a systematic program of treatment which the person works through to overcome their difficulties. In this way, cognitive behavioral therapeutic techniques of proven value are being made available to the widest possible readership.


The use of self-help manuals is never going to replace the need for therapists. Many people with emotional and behavioral problems will need the help of a qualified therapist. It is also the case that, despite the widespread success of cognitive behavioral therapy, some people will not respond to it and will need one of the other treatments available. Nevertheless, although research on the use of these self-help manuals is at an early stage, the work done to date indicates that for a great many people the use of a self-help manual is sufficient for them to overcome their problems without professional help. Sadly, many people suffer on their own for years. Sometimes they feel reluctant to seek help without first making a serious effort to manage on their own. Sometimes they feel too awkward or even ashamed to ask for help. Sometimes appropriate help is not forthcoming despite their efforts to find it. For many of these people the cognitive behavioral self-help manual will provide a lifeline to a better future.


Professor Peter J. Cooper
The University of Reading





PART ONE




Understanding DPAFU






1


What is DPAFU?


Descriptions of depersonalization and feelings of unreality started to appear in medical books and articles in the early nineteenth century, several decades before the condition was given a name.


Schilder, a German psychiatrist of the early twentieth century, gave one of the most detailed descriptions of depersonalization to date:


To the depersonalized individual the world appears strange, peculiar, foreign, dream-like. Objects appear at times strangely diminished in size, at times flat. Sounds appear to come from a distance. The tactile characteristics of objects likewise seem strangely altered . . . The emotions likewise undergo marked alteration. Patients complain that they are capable of experiencing neither pain nor pleasure; love and hate have perished with them. They experience a fundamental change in their personality, and the climax is reached with their complaints that they have become strangers to themselves. It is as though they were dead, lifeless, mere automatons . . .


The term derealization was coined by an Irish psychiatrist, Edward Mapother, who was working at the Maudsley hospital between the wars. He used the term to refer to the way people’s experience of their surroundings is odd or unusual (psychologists call this altered feelings). For example, occasionally people complain of visual distortion involving the size of objects, their three-dimensionality, or the sharpness of colours. Some people complain of an unearthly stillness in the world:


The world looks perfectly still like a postcard. It is standing still; there is no point in it. A bus moves along without purpose. It does not feel real. Everything in vision is dead; branches of trees are swaying without purpose.


People with DPAFU often report that their actions feel robotic, as if they were on automatic pilot and ‘spectators’ of their own activities – like watching a movie or TV program of their own lives. Their voice may sound unfamiliar, and their thoughts, speech and actions no longer feel spontaneous. Sufferers also talk of an intense state of absorption in which they focus intently on these feelings. This state of absorption may in itself intensify the symptoms, leading to a vicious circle. Despite the fact that people with DPAFU feel they are robotic and on automatic pilot, this is often not noticeable or obvious to other people.


Another major factor in DPAFU is that sufferers describe an inability to feel emotion, even towards those close to them. On an intellectual level, you may be able to say that in circumstance ‘A’ you should feel happy and in circumstance ‘B’ you should feel sad, but in reality you may feel nothing whatsoever. As you can imagine, this is a very distressing experience and one that we will return to later on.


Many sufferers describe feeling as if bodily changes have taken place. Their head may feel strange, for example large or numb (people often say it’s as if their head has been filled with cotton wool), or the body feels dead and lifeless. In some people this experience is so intense that they touch, punch or prick themselves repeatedly to try to feel ‘normal’ again.


Alongside these symptoms, there can be an additional feeling of being cut off from the world and even from one’s own self. This can lead to doubts and confusion about one’s own identity. For instance, sufferers often describe how their reflection in the mirror can seem unfamiliar to them. They fear lapsing into a void and losing their identity. Not surprisingly, people generally find it extremely difficult to describe these experiences, and usually use metaphors such as being ‘in a dream’ or ‘inside a bubble’.


Lots of people affected with DPAFU also report significant levels of anxiety. This can take the form of panic attacks, a fear of going out alone, intense anxiety in social situations, or a tendency to worry too much. People with depression also report depersonalization from time to time, although it’s generally confined to emotional blunting or deadness of feeling (as described above).


Some sufferers, however, are not visibly anxious or depressed but may be quite introverted or preoccupied. They spend a lot of time dwelling on their thoughts and may appear wrapped up in their own world. It’s quite common for sufferers to spend excessive amounts of time worrying about abstract, existential, metaphysical, or hypochondriacal issues, such as the meanings of words, how other people experience the world, the meaning of life and concepts of space and time.


You may have noticed that the phrase ‘as if’ crops up a lot in these descriptions. This is very important because it shows that people don’t say that, for example, they believe their head is actually full of cotton wool, or that they really are watching life go by on a film. It’s just a way of trying to capture this weird experience and describe it to someone else. From the psychiatrist’s or psychologist’s point of view this is crucial. Saying ‘as if’ means that the experience is different from a delusion (a false belief) or a hallucination (when we perceive something that isn’t really there) and so requires a different approach and different treatment.


How do I know if I have DPAFU?


Have a look at the checklist below that describes some of the main sensations associated with DPAFU. Put a tick next to each of the statements according to how often you experience these sensations in your everyday life.
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If your responses to the statements above are mainly ‘yes, sometimes’ or ‘yes, definitely’, we think this book can make a big contribution to your efforts to overcome DPAFU. Your answers will show which DPAFU sensations are specific to you. This information will come in useful later on when you start to use the CBT strategies we describe in subsequent chapters.


When does DPAFU occur?


Lasting or severe experiences of DPAFU are often reported in people who have a wide range of mental health problems. These can include agoraphobia (where people feel too frightened to leave their home), Obsessive Compulsive Disorder (where people are plagued by intrusive thoughts, for example the belief that they are dirty or contaminated, and have a compulsion to act on them, in this instance by constantly washing their hands), health anxiety (also known as hypochondriasis), social anxiety (where people are very frightened of being with other people in everyday social situations) and excessive worrying. The sensations of DPAFU are particularly common in people who have panic attacks, with up to 34 per cent of people reporting DPAFU during their attacks. DPAFU is also often associated with people who have depression or continually low mood. DPAFU sensations can also occur during, and immediately following, a very traumatic experience such as a road traffic accident or a natural disaster.


As DPAFU sensations can often occur alongside other psychological or emotional conditions, clinicians used to believe it led to psychosis (the most serious kind of mental illness). It is in fact very rare for DPAFU to lead to psychosis, which instead involves very different sensations i.e. hallucinations and delusions. There is no evidence that persistent depersonalization, in which sufferers describe their experience using the crucial words as if, has any relationship to schizophrenia or any other psychotic illness.


Depersonalization can also be a symptom of neurological conditions such as temporal lobe epilepsy and migraine headaches. As a general rule, this kind of depersonalization is fleeting and associated with other, very different symptoms such as seizures and complete loss of consciousness.


There are a few more situations that can lead to DPAFU. People who have recently been bereaved often experience many of the symptoms of DPAFU. However, these symptoms tend to disappear within four to six weeks, although they can occasionally last longer. Some people also experience depersonalization when they take hallucinogenic drugs such as cannabis, ketamine or Ecstasy and they start to have unusual experiences or feel very ’speeded up’. Most commonly of all though, people report short-lived states of depersonalization when tired, jet-lagged, under severe stress, during deep relaxation or after an intense emotional experience. Given those reasons, it’s hardly surprising that DPAFU is often reported by women after childbirth.


Diagnosing DPAFU


Depersonalization is described in the American handbook of psychiatric conditions, the Diagnostic and Statistical Manual of the American Psychiatric Association, Version IV (1994), known as DSM-IV for short, as:


. . . an alteration in the perception or experience of the self so that one feels detached from, and as if one is an outside observer of, one’s mental processes or body (e.g. feeling like one is in a dream).


Derealization is defined as ‘an alteration in the perception or experience of the external world so that it seems strange or unreal’ (e.g. people may seem unfamiliar or mechanical). According to DSM-IV, a diagnosis of depersonalization disorder is made when the following four criteria are met:




•   Persistent or recurrent experiences of feeling detached from, and as if one is an outside observer of, one’s mental processes or body; e.g. feeling like one is in a dream.


•   During the depersonalization experience, reality testing remains intact (i.e. you are aware that it ‘feels as if you are unreal’ but know that this is just a feeling and it is not really the case).


•   The depersonalization causes clinically significant distress or impairment in social, occupational or other important areas of functioning, for example if someone is so distressed that they cannot carry out day-to-day living.


•   The depersonalization experience is not part of another disorder.





The 10th revision of the World Health Organization’s International Classification of Diseases (ICD-10), an alternative handbook that is used widely by clinicians in Europe for diagnosis, describes depersonalization/derealization syndrome as:


A feeling of being distant, not really here. For example, individuals may complain that their emotions, feelings, or experiences of the inner self are detached, strange, not their own, or unpleasantly lost, or that their emotions or movements seem as if they belong to someone else, or that they feel as if they were acting in a play.


As with DSM-IV, according to ICD-10 the affected person needs to realize that their DPAFU only reflects their feelings about the world – and not the way the world really is. Depersonalization disorder is only diagnosed if the person has this as their main problem and not merely as a part of another problem, such as depression.


If the descriptions above appear to fit with how you have been feeling and/or you do not already have the diagnosis of DPAFU, it may be useful for your future treatment to see your GP and discuss these feelings. You may wish to take this section of the book along with you. Many of the people we see report that their GP knew very little about their condition and we know that it is not unusual to be misdiagnosed with other conditions. Your GP may want to refer you to a psychiatrist to gain a better understanding of your problems if they are having a significant effect on you.


There are also a number of rating scales used mostly in research to quantify symptoms and track changes with treatment. One scale designed specifically for DPAFU is the Cambridge Depersonalization Scale (see Appendix I). This comes in two versions: a ‘state’ version that rates how you’re feeling right now; and a ‘trait’ version that rates how you have been feeling over the past six months. Another widely used scale which covers DPAFU along with other similar and associated symptoms is the Dissociative Experiences Scale (see p. 230).


In addition, having DPAFU does not prevent you from feeling other psychological symptoms. Occasionally people who report DPAFU also suffer from depression and anxiety, and through reading this book you may become aware of other such problems. If so, we would urge you to go along to your GP and seek further help. On the other hand, you may come to the conclusion that what you have experienced is not as worrying or as serious as you had feared initially, and feel that there is no need for additional help.


How common is DPAFU?


You might be very surprised to discover just how common the sensations of DPAFU are. Indeed, when members of the public are surveyed the vast majority report that they have experienced DPAFU for brief periods of time. One study found that just over 70 per cent of people reported experiencing DPAFU at some point in their life. It is more common in younger rather than older adults. Another recent random telephone survey in the US found that nearly a quarter of people questioned had had periods of DPAFU during the last year alone. Luckily, more severe DPAFU is less common. Nevertheless, a survey of people in South London, again randomly selected but then interviewed face-to-face, found that up to 2 per cent had DPAFU that was severe enough to be causing distress and significantly affecting their life. These figures are equivalent to those for other common problems such as Obsessive Compulsive Disorder (OCD).
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