Depersonalization-derealization
disorder

Authored by
Mohammed looti

November 14, 2025

RECOMMENDED CITATION

Mohammed looti (2025). Depersonalization-derealization disorder. PSYCHOLOGICAL
SCALES. Retrieved from https://scales.arabpsychology.com/?p=216049

PSYCHOLOGICAL SCALES scales.arabpsychology.com



https://scales.arabpsychology.com/?p=216049
https://scales.arabpsychology.com/?p=216049
https://scales.arabpsychology.com/?p=216049
https://scales.arabpsychology.com
https://scales.arabpsychology.com

Depersonalization-derealization disorder

Depersonalization-Derealization Disorder (DPDR)

Primary Disciplinary Field(s): Psychiatry, Clinical Psychology, Neurobiology

1. Core Definition

The Depersonalization-Derealization Disorder (DPDR) is a dissociative condition characterized by
persistent or recurrent feelings of detachment from oneself (depersonalization) or from the external
world (derealization), or both. This fundamental disruption of the subjective sense of self and
surroundings leads to significant distress and functional impairment. Crucially, a defining feature of
DPDR is the preservation of reality testing; individuals are fully aware that their feelings of
unreality are subjective distortions and not actual psychotic delusions, though this awareness often
exacerbates their anxiety and frustration.

Depersonalization refers to persistent or recurrent experiences of feeling detached from, or as if
one were an outside observer of, one's own mental processes or body. Sufferers often describe
feeling like an automaton, robotic, or living in a dream or movie. This component is marked by
disembodiment, where one's limbs, emotions, or thoughts feel unfamiliar or disconnected.
Emotional experiences may feel blunted or entirely absent, leading to a painful sense of
disconnection from loved ones or previously enjoyable activities. This subjective split between the
observing self and the participating self is a central, pervasive feature of the disorder.

Derealization, conversely, pertains to persistent or recurrent experiences of unreality or
detachment with respect to one's surroundings. The external world is perceived as strange,
dreamlike, foggy, lifeless, or visually distorted. Objects might appear diminished in size (micropsia)
or flattened, lacking color saturation, or appearing unusually artificial. Sufferers may feel separated
from the world by an invisible barrier, often described using metaphors like a "glass wall" or "veil."
Altered time perception, where time seems to speed up or slow down, is also a common feature of
derealization.

2. Etiology and Risk Factors

The etiology of DPDR is complex and multifactorial, best understood within a diathesis-stress
model that integrates psychological, environmental, and neurobiological vulnerabilities. No single
cause explains the disorder, but certain precipitating events interacting with predisposing factors
appear essential for onset and persistence.

A strong association exists between DPDR and exposure to severe environmental stressors,
particularly childhood trauma. Studies consistently report higher rates of early life adversity--
especially emotional abuse and neglect--among individuals diagnosed with DPDR compared to
control groups or those with other psychiatric disorders. It is hypothesized that chronic exposure to
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overwhelming stress during critical developmental periods leads to dissociation as a maladaptive
"detachment defense" mechanism--a way to mentally distance oneself from unbearable
experiences. This defensive mechanism may become chronic and persist long after the traumatic
circumstances have ended.

Acute severe stress can also precipitate the onset of DPDR. This includes events like life-
threatening situations, significant psychosocial crises, or intense panic attacks. Furthermore, the
experience of illicit drug use, particularly hallucinogens or cannabis, is frequently reported as a
trigger for the initial onset of persistent symptoms in vulnerable individuals. In these scenarios, the
acute stressor appears to overwhelm the individual's coping capacity, triggering a dissociative
response that then becomes debilitatingly chronic.

3. Neurobiological Correlates

Neurobiological research has begun mapping the neural correlates of DPDR, often implicating
circuits involved in emotion regulation and self-awareness. Functional neuroimaging studies (fMRI,
PET) typically suggest a pattern of altered activity involving reciprocal changes in limbic and
cortical structures.

Limbic Hypoactivation: A common finding is diminished activity (hypoactivation) in brain regions
associated with emotional processing, notably the amygdala and insula, particularly when patients
respond to emotionally evocative stimuli. This limbic suppression is believed to underlie the core
symptom of emotional numbing.

Prefrontal Hyperactivation: Conversely, studies often report increased activity (hyperactivation)
in prefrontal cortical regions, such as the dorsolateral prefrontal cortex (DLPFC). This region is
involved in executive control and cognitive inhibition. This hyperactivation is conceptualized as an
inhibitory mechanism actively suppressing the limbic emotional response, resulting in the feeling of
detachment--a state sometimes described as "thinking without feeling."

Neurochemical Hypotheses: Several neurotransmitter systems are implicated. The glutamate
system has received attention because NMDA antagonists like ketamine can induce transient
depersonalization. The endogenous opioid system is also hypothesized to contribute to emotional
numbing, though pharmacological evidence remains inconsistent.

4. Diagnostic Criteria (DSM-5)

The diagnosis of DPDR is standardized by the Diagnostic and Statistical Manual of Mental

Disorders, Fifth Edition (DSM-5), ensuring reliability in clinical practice:

Criterion A: Requires the presence of persistent or recurrent experiences of depersonalization,
derealization, or both.
Criterion B: Specifies that during these experiences, reality testing must remain intact. The
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individual knows their experiences are subjective feelings and not objective reality, which is crucial
for distinguishing DPDR from psychotic disorders.

Criterion C: The symptoms must cause clinically significant distress or functional impairment in
social, occupational, or other important areas of life.

Criterion D: The disturbance is not attributable to the physiological effects of a substance (e.g.,
drug abuse or medication) or another medical condition (e.g., neurological disorders).

Criterion E: The disturbance is not better explained by another mental disorder, such as
schizophrenia, panic disorder, or Posttraumatic Stress Disorder (PTSD).

5. Comorbidity and Functional Impact

DPDR exhibits very high rates of comorbidity with other psychiatric disorders, which is the norm
rather than the exception. These comorbid conditions often complicate diagnosis and treatment,
frequently interacting with and exacerbating the core dissociative symptoms. The most common
associations include:

Anxiety Disorders: Panic disorder, Generalized Anxiety Disorder (GAD), and social anxiety
disorder are frequently diagnosed alongside DPDR. Intense anxiety can trigger transient DPDR,
but the persistent nature of DPDR itself often generates significant secondary anxiety, particularly
the fear of permanent disconnection or insanity.

Depressive Disorders: Major depressive disorder is highly comorbid. The emotional humbing,
cognitive fogging, and hopelessness inherent to DPDR can contribute directly to depressive
symptoms, while depression can deepen feelings of detachment.

PTSD: Given the strong link to trauma, comorbidity with PTSD is common, especially the
dissociative subtype, where depersonalization/derealization is a prominent feature of the trauma
response.

Beyond the clinical overlap, DPDR is profoundly debilitating. The persistent detachment, combined
with associated features like cognitive complaints (mental "fogginess”) and diminished emotional
resonance, severely impairs occupational and academic performance. Socially, the feeling of
emotional numbing makes authentic connection difficult, often leading to isolation and withdrawal,
resulting in a significantly diminished quality of life.

6. Treatment Modalities

Treatment for DPDR is challenging and individualized, focusing primarily on psychotherapy and
symptom management, as evidence for pharmacological efficacy against core symptoms is limited.

Psychotherapeutic Interventions

Cognitive Behavioral Therapy (CBT) is the mainstay of treatment, adapted specifically to target
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the cognitive maintenance cycle. CBT components include psychoeducation to normalize the
experience, cognitive restructuring to challenge catastrophic misinterpretations (e.g., "l am going
crazy"), and grounding techniques to help the patient reconnect with reality through sensory and
physical engagement. Trauma-focused work, such as EMDR or psychodynamic therapy, is crucial

for patients whose symptoms are linked to unresolved trauma, particularly early life emotional
maltreatment.

Pharmacological Interventions

Pharmacotherapy serves mainly as an adjunct to manage severe comorbidity, such as panic or
depression.

SSRIs: Used primarily to treat comorbid anxiety and depressive symptoms, but typically offer
limited direct benefit for core depersonalization or derealization symptoms.

Lamotrigine: An anticonvulsant that has been investigated due to its effect on the glutamate
system, which is implicated in DPDR neurobiology. While some early trials showed promise,
subsequent controlled research failed to definitively establish its efficacy against core symptoms.
Other Agents: Opioid antagonists like Naltrexone have been tested to target emotional numbing,
but evidence remains mixed and insufficient for routine recommendation. Long-term use of
benzodiazepines is generally discouraged, as they do not address core symptoms and carry risks
of dependence.
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