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Transient Depersonalization: 1-year prevalence 24% in random US rural 

population (Aderibigbe et al 2001).

Secondary DP: Third most common psychiatric symptom after depression 
and anxiety (Cattell & Cattell, 1974). Higher in inpatients vs. 
Outpatients. Panic Disorder 24%-83% (Segui et al 2000); 

Schizophrenia 36% (Watts, 1985); OCD 6% (Lochner et al 2004)

Primary DPD- Community surveys 1-month prevalence (1.2%-1.7%) 

(Bebbington et al 1981, 1997). Urban Canadian sample current 

prevalence 2.4%

Also present with Substance abuse (mainly cannabis)

Severe and/or prolonged stress (interpersonal, 

financial, occupational) Traumatic event (e.g. relative’s death)

DP can be suffered episodically (from minutes to years) (1/3) or 

continuously (unremitting) (2/3)



Acute Stress

• Depersonalization is part of an Acute stress 
Disorder diagnosis-

• “An altered sense of reality of one’s surroundings or 
oneself (seeing oneself from another’s perspective, 
being in a daze, time slowing)

• Inability to remember an important aspect of 
the traumatic event due to dissociate amnesia and not 
to other factors such as head injury



Mental Disorders as Causal Systems: A Network Approach to Posttraumatic Stress Disorder (2015)
Richard J. McNally, Donald J. Robinaugh, Gwyneth W. Y. Wu, Li Wang, Marie K. Deserno, and Denny 
Borsboom



Defense Mechanism

• Mitigates the negative effect of stressful 

situations/emotions (Banyard et al., 2001).

• Dissociative experiences are considered a form of defense 

mechanism, “a mental escape” (Cardena, 1994) aetiologically 

linked with maltreatment during childhood (Michal et al., 

2007) and in particular emotional maltreatment (Simeon, 

2004).

• Emotional maltreatment is subtle, making it more difficult to 

detect- Is there a clinical assumption that the significance of 

emotional maltreatment is not as severe as physical forms of 

abuse (Egeland, 2009)?



• Defense Cascade - ‘shut-down’ & detached symptoms of 
dissociation prevent emotional processing and consequent 
learning to occur (Simeon et al, 2003)

• Related to trauma- but studies often on small clinical populations

• More particularly related to insecure attachment style and 
emotional abuse and neglect (fright without solution; Liotti, 2004, 
2013; McCluskey, 2011).



Traumagenics

Bowlby (1969)- dissociation one of the only options the 
abandoned or denigrated child has to cope when 
parents are not there to soothe. No-thing needs to 
happen, the child may feel unloved and invisible.     



Briefly what do we know

• Sleep deprivation (van der Kloet et al 2012)

• Mediated by general distress (Hunter et al., 2003; van Heighten & 
van der Kloet, 2015)

• Substance withdrawal/self medication (Medford et al., 2003, Simeon 
et al., 2009)

• Limbic hypo activation & prefrontal hyper-activation (Schimmenti et 
al ,., 2015; Lemche et al., 2007)- Lawyer client

• HPA axis dysregulation, high levels of cortisol  (Giesbrecht et al., 
2007; Levine, 2010)



• Michal et al., (2009)- those in the clinical range of 
Depersonalisation- hypertension, Type II DM, COPD, 
chronic pain & childhood adversities (when depression 
& anxiety are controlled for).

• Complex PTSD presentations have higher levels of 
dissociation than simple PTSD. 

• Those with a diagnosis of Complex PTSD have higher 
levels of depersonalization and more parasympathetic 
involvement than a diagnosis of PTSD.



Fight-flight or Defense Cascade

Schauer and Elbert (2010)

Six fear reflex responses that escalate providing a number of options depending on the purpose of the defense 

“and proximity to danger during life-threat” (p. 110)

‘Freeze-Flight-Fight-Fright-Flag-Faint’



The Flight and Fight bodily responses, are typically regulated by the sympathetic 

branch of the ANS, whereas the Fright, Flag and Faint responses, are controlled by

parasympathetic arousal, responsible for the dissociative continuum of responding; 

i.e. ‘‘shut-down’’ or detach responses (Schauer & Elbert, 2010). This is the biological 

cortisol response to trauma (Levine, 1997), where the “shut-down” and detached 

symptoms of dissociation, prevent emotional processing and consequent learning to 

occur (Simeon, Guralnik, Knutelska, Yehuda, & Schmeidler, 2003, p. 93). 





Split-off or dissociated emotion(Power, 2010)

• The sense of ‘loss of self’ during the emotion. 
The childhood experience of needing to 
eliminate a particular emotion, the child never 
learns to experience such an emotion as part 
of the developing self-concept.

• If and when the emotion is experienced in a 
‘not-self’ manner, the clients may report such 
feelings as derealisation and depersonalisation
during the emotion, they may experience the 
emotion as almost being taken over by 
someone else, not feeling as themself.



Somatic Symptoms

• Review of 71 studies - Individuals exposed to trauma 2.7 times 
more likely to have somatic syndrome such as fibromyalgia, chronic 

pain and chronic fatigue (Afari et al., 2014)

• Impact of trauma can become frozen in the body, which then 
presents as physical symptoms (Levine, 2010)

• Patients with somatic complaints likely to have an insecure 
attachment style (See systematic review by Schultze & Petermann, 
2011)



Anxious Attachment Style

• Anxious Attachment styles results in a performing poorly in 
times of need because of a tendency to be overwhelmed 
with stress (Ein Dor, 2015).

• Appraisals of threats are exaggerated

• Difficulties in suppressing negative thoughts & feelings 
(e.g., Mikulincer, Dolev, & Shaver, 2004) 

• Ruminate about distressing thoughts 



What is reinforcing about attachment 
anxiety?

• Vigilant in monitoring the environment for threats

• Emotionally expressive and desirous of support when a

• threat is detected 

• React quickly and vocally too early to ambiguous cues of 
danger (i.e., sentinel behavior; Ein-Dor et al., 2010) and 
can be quicker, more sensitive and more accurate in 
detecting various threats.



• CURRENT STUDY

• PARTICIPANTS

• Purposive university press release 

• Within two weeks, 1259 people started 
the study. 761 completed the 45 minute 
survey.

• Mean age 21.46 (SD 2.45)

• Gender 69.6% women- 30.4% men



• Does an Affect Phobia Model (McCullough et al, 2003) 
account for Physical and Psychological wellbeing in a 
large purposive sample of young adults?

• "Have you ever felt numb or detached or that the 

world felt unreal"

• Trauma and attachment style

• Depersonalizationd defence

• Comfort in expressing emotions

• Common somatic complaints in last month

• Mood and Anxiety



• ATTACHMENT- The Experiences in Close Relationships- Relationship 

Structures Questionnaire (Fraley et al., 2001)

• TRAUMA- Childhood Trauma Questionnaire (Bernstein & Fink, 1998)

• Depersonalization- The Cambridge Depersonalization Scale (Sierra & Berrios, 

2000)

• Attitudes towards Emotional Expression Scale (Joseph et al., 1994- 20 items, 

Sign of Weakness, Kept under control, others will reject)

• The Depression, Anxiety and Stress Scale (DASS-21; Lovibond & Lovibond, 

1995)

• The Patient Health Questionnaire 15 (Kroenke, Spitzer & Williams, 2002).

Measures Used



• Emotional Abuse and Neglect were significantly correlated (.34-.43) 
with all measures (except avoidant attachment style; -.15).

• Emotional Abuse and Neglect showed twice the power of relationship 
.37 and .35 with depersonalisation than for those reporting physical 
and sexual abuse  (r= .19, .13) 

• Depersonalisation was found to mediate the relationship between 
emotional neglect and young adults levels of anxiety, depression and 
stress

Importance of Emotional Maltreatment



Abuse Type Clinical DP Normal Range

Emotional            11.39 (5.14)    8.18 (3.74)

Sex Abuse 6.14 (3.67) 5.52 (2.32)

Physical Abuse 7.25 (3.89) 6.02 (2.39)

Abuse type and Depersonalisation



Symptoms reported in last month

• Back Pain 73%

• GI upset 57%

• Joint Pain 56%

• Headaches 56%

• Stomach Pain 54%

• Constipation 48%

• Chest Pain 20%

• Menstrual Pain 40%



– Measure Clinical Range Normal Range

– PHQ15 3.5 (.75) 2.9 (.81)

– Neg Att-Em Exp 59 (14.8) 47.63 (13.1)

– Depression 20.18 (10) 10 (8.6)

– Anxiety 18.43 (10) 9.5 (7.9)

– Stress 21.9 (9.6) 12.79 (8.4)

– All significant at alpha p <.0001

Comparing Young Adults Above the clinical cut-off for Depersonalization



Study II- Repeating the same model but 

adding Self-Compassion

• Higher self-compassion associated with greater well-being

• Large effect size for link between self-compassion and 
psychopathology (MacBeth & Gumley, 2012)

• Childhood maltreatment associated with lower levels of self-
compassion (Tanaka et al., 2011; Miron et al., 2016)

• Self-compassion can serve as a protective factor against 
childhood trauma (Vettesse et al., 2011)

• Encourages experiencing of negative emotions rather than 
avoidance



Method and Participants

• Cross-sectional design

• Undergraduate Students invited to participate in an 
online survey on childhood experiences and physical 
and mental well-being . They received research credits 
for participation.

• 258 students started the online survey, 208 completed 
responses

• Mean age – 21.46 years (71% aged 18 to 20)

• Gender – 71% Female, 29% Male



Measures

• Attachment Style- The Experiences in Close Relationships-
Relationship Structures Questionnaire (Fraley et al., 2001)

• Trauma- Childhood Trauma Questionnaire (Bernstein & Fink, 1998) 

• Depersonalisation- The Cambridge Depersonalisation Scale (Short 
Version) (Sierra & Berrios, 2000)

• Somatic complaints (Patient Health Questionnaire-15; Kroenke, 
Spitzer & Williams, 2002).

• Self-Compassion – Self-Compassion Scale – Short Form (Raes et 
al., 2011)

• Depression – PHQ-9 (Kroenke & Spitzer, 2002) 



Results: Correlational analysis

• Self-compassion had statistically significant negative

correlations with the following variables:

• Depression r = -.47** 

• Somatic complaints r = -.39** 

• Depersonalisation r = -.42**

• Anxious attachment: r = -.25** 

• Emotional abuse r = -.17*

*p < .05,  ** p <.01



Multiple Regression Model 1 
Predictors of Somatic Complaints

• Demographic variables entered in Block 1

• Self-compassion, emotional abuse, anxious attachment and 
depersonalisation entered in Block 2

• Resulted in a model that accounted for 33% of the variance in 
PHQ15 scores

• Significant beta weights for depersonalisation (0.30),           
gender (-0.28), self-compassion (-0.15) and anxious attachment

(0.15)



Multiple Regression Model 3  
Predictors of Depression

• Demographic variables entered in Block 1

• Self-compassion, emotional abuse, anxious attachment and 
depersonalisation entered in Block 2

• Resulted in a model that accounted for 51% of the variance in 
depression scores

• Significant beta weights for depersonalisation (0.43), self-

compassion (-0.22), anxious attachment (0.20), sleep (-0.16), 
and gender (-0.11)



Clinical vs non-clinical DP – comparison 

across measures the clinical cut-off level

Measure Clinical DP

(n = 53, 26.2%)

Non-clinical DP

(n = 155, 73.8%)

Sig. (2 –

tailed)

Somatic complaints 10.34 (4.74) 6.42 (3.75) p < .001

Depression 11.10 (4.73) 5.84 (4.32) p < .001

Self-compassion 14.76 (3.11) 17.96 (4.57) p < .001

Emotional abuse 10.53 (4.25) 7.61 (3.35) p < .001

Physical neglect 7.19 (2.35) 6.21 (1.86) p < .01

Emotional neglect 10.38 (3.63) 8.5 (3.92) p < .01

Physical abuse 6.3 (2.5) 5.57 (1.37) p < .05

Attachment anxiety 2.72 (1.76) 2.04 (1.32) p < .05



Predictors of clinical levels of 
depersonalisation



• Anxious Attachment, Attitude to Emotional Expression 
and Depersonalisation resulted in a model that 
accounted for 24% of the variance in somatic 
symptoms

• Depersonalisation and Anxious attachment had 
significant beta weights of .403 and .139

REGRESSION



Mediation analysis: Self-compassion as 

mediator of attachment anxiety and 

depersonalisation

Self-

compassion

DepersonalisationAttachment 

anxiety

b = -.76, p <.001
b = -.81, p <.001

Direct effect: b = 1.60, p <.01
Indirect effect: b = .61, 95% CI: .[30, .93]





Implications of this Study

• Low self-compassion was associated with higher levels of 
depression, somatic complaints, and depersonalisation 

• A reported history of Emotional abuse/neglect in 
childhood was related to lower levels of self-compassion and 
having a tendency to rely on depersonalisation as a defence.

• Future Research Q- Will building/developing self-compassion 
will help reduce reliance on depersonalisation as a defence 
mechanism and move towards adaptive feelings?



Study III: A tale of one thousand, 
one hundred and sixty-five 
therapists and their self-care 

Schnittger & Egan (2017)



What are our research questions

• Does an insecure attachment style affect 
therapists quality of engagement?

• What types of attachment styles result in 
dissociation?

• What role does a therapist avoiding or denying 
affect in body have?

• What do therapists and supervisors need to be 
cognisant of?



• When the primary caregiver was unreliable and when a 
child from an early age was required to care for their 
caregiver. For most, this meant developing a ‘Self’ that 
does not seek care from others, and which can move 
into a defensive form of caregiving. This then develops 
a system for self-defence. The result can be an 
undeveloped interest-sharing life, fear filled forms of 
sexual expression even- when in a long-standing 
relationship, an overly critical and harsh attitude to the 
self or others and an unresolved lifestyle in terms of 
house and home

Unreliable Caregiver (McCluskey, 2015)



Five styles of Care-seeking behaviours in 
supervisee therapists (McCluskey, 2005)

1. Therapist provides a clear account of feelings and issues and 
concerns

2. Therapist is reluctant to discuss feelings, issues and concerns

3. Therapist brings in issues they are worried about but then 
tangles the supervisor when they try to help them

4. Therapist brings in issues they are concerned about but then 
dismisses their supervisor when they try to help (Help-reject-
complain)

5. The therapist is overwhelmed, incoherent and disorganised in their 
presentation of feelings conflicts and concerns to their supervisor



Defensive Caregiving (McCluskey, 2005)
• Ineffective caregiving is defensive by nature. It is a response to 

unmet care-seeking needs. Its goal is to regulate the pain of not 
having been seen and met by the person who matters most in one’s 
life and from whom one expects and wants love. It is designed to 
regulate the impact of this rejection on a person’s sense of self, 
their sense of being worthwhile, of being welcome in the world, their 
self- esteem and their capacity to build good, solid defenses based 
on a sense of being loved, competent and with potential. These 
experiences sometimes lead a person into the caring professions, 
where they have an insatiable desire to continue in a ‘helping’ role, 
solving problems, ‘ fixing’ people.



Personal Correspondence with Dr. Una McCluskey 
(Dublin, Ireland -09/21/19)

• In her book with O'Toole published this month Dr 
McCluskey stated that:

• "There maybe a keystone system within the overall 
organisation of the instinctive attachment system that a 
person is using to maintain their well-being, but in fact is 
putting too much stress on the individual and throwing 
them out of balance. Therapists who can identify with 
the other what this keystone system is; why is it 
functioning like this and how to begin to loosen it with 
support maybe able to make a radical difference in a 
person's life"





Which therapist wrote this poem?

Mother below is weeping…weeping…weeping

Thus I knew her

Once, stretched out on her lap as now on dead tree

I learned to make her smile

To stem her tears, to undo her guilt

To cure her inward death

To enliven her was my living



Fear of rejection if true self and feelings are 
expressed

• There is a need for constant positive feedback from 
those they seek to help. This need, combined with a 
small repertoire of helping practices, an inability to 
accurately assess what the other needs, and a 
vulnerability to getting angry, "withdrawing or 

becoming disorganised in the face of perceived 

rejection by those they seek to help" (McCluskey, 

2005, p. 220), leads to a form of caregiving which is 
clearly unstable and could potentially be dangerous



I am The BEST carer…. (McCluskey, 2015)

• When the instinctive system for caregiving is aroused in 
a person, it is difficult for that person (caregiver) to 
accept that another person’s form of caregiving will be 
adequate. This seems to be because, when caregiving 
as an activity has defensive roots, then the caregiver 
acts instinctively to protect the other (careseeker) from 
an unprocessed part of themselves (that is an unmet 
need) and can attack or mistrust the care they see 
others providing



What did the research tell us?

• Anxious and avoidant attachment styles lead to burnout 
and secondary traumatic stress and compassion fatigue 
via different processes- 21.1% of the variance of 
burnout scores were related to attachment anxiety (β = 
0.12, p < 0.001) and attachment avoidance 
(β = 0.16, p < 0.001)

• An anxious attachment style is related to the use of 
dissociation, where the therapist goes into a place of 
feeling absorbed in their work. They may need to be 
more conscious of what is mine and thine, and what is 
now and that was then (Vaillant, 1994).



Personal Factors Model of secondary 
traumatic stress and burnout



Attachment style

• Avoidant therapists are not affected as much by 
dissociation and are more concerned about emotional 
control as well as having a fear that if they express 
emotions that they will be rejected or punished.

• Attachment avoidance indirectly influences burnout only 
through somatisation and attitudes around emotional 
expression specifically the belief that people will reject 
you if you display emotions. This model explains 37% of 
the variance in STS; F(12,1143) = 55.17, p < 0.001.



  Attachment anxiety Attachment avoidance

  Product of Coefficients Bootstrap 95% BC¹ CI Product of Coefficients Bootstrap 95% BC¹ CI

Indirect effects
Point 

Estimate
SE Lower Upper Point Estimate SE Lower Upper

TOTAL 5.52 0.73 4.15 7.05 3.32 0.77 1.85 4.93

AEE ‘Control’ 0.02 0.14 -0.25 0.32 0.06 0.39 -0.72 0.80

AEE ‘Social rejection’ 1.86 0.62 0.69 3.14 1.19 0.40 0.45 2.01

AEE ‘Weakness’ 0.25 0.19 -0.08 0.69 0.49 0.35 -0.20 1.17

AEE ‘Non-expression’ 0.21 0.17 -0.07 0.60 0.92 0.69 -0.48 2.27

Dissociation absorption 0.77 0.34 0.17 1.48 0.13 0.11 -0.02 0.41

Dissociation amnesia 0.16 0.19 -0.20 0.55 -0.01 0.04 -0.18 0.03

Dissociation 
depersonalisation / 
derealisation -0.42 0.27 -0.99 0.08 -0.12 0.09 -0.37 0.01

Somatisation 2.68 0.45 1.85 3.63 0.66 0.26 0.17 1.21

Overall model
R2 = 0.37, F(12,1143) = 55.17, p < 0.001

Attachment anxiety indirectly influences burnout through somatisation, attitudes around emotional expression

(belief that people with reject you if display emotions), as well as through dissociation, specifically the tendency

to become very absorbed in an activity. Attachment avoidance indirectly influences burnout only through

somatisation and attitudes around emotional expression. This model explains 37% of the variance F(12,1143) =

55.17, p < 0.001. 4



What we need to do?
McCluskey (2015) recommends:

• Remain explorative towards the needs of a care-seeker and refrain 
from becoming defensive in reaction to the presentation of the 
care-seeker: What is their KEYSTONE SYSTEM

• Identify the inhibited or avoided affect of the care-seeker and help 
them regulate it by process of attunement, and desensitization

• Identify the skills necessary to manage the threatening situation 
and help the care-seeker acquire them

• Put the care-seeker in touch with their peers

• Help them to center and remain present in an expansive and non-
collapsed posture

• Intervention on receipt of consent: Ask them if they are curious 
about learning about their affect regulation defences and styles?



Thank you!
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