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ATYPICAL DISSOCIATIVE DISORDER

Atypical Dissociative Disorder (OSDD/DDNQOS)

The Core Definition of Atypical Dissociation

Atypical Dissociative Disorder, historically known as Dissociative Disorder Not Otherwise Specified

(DDNOS) in the DSM-IV, is a diagnostic category used to classify individuals who experience
significant symptoms of dissociation--such as profound memory gaps, identity alteration,
depersonalization, or derealization--but who do not meet the full, strict diagnostic criteria for any of

the formally recognized dissociative disorders, such as Dissociative Identity Disorder (DID) or
Dissociative Amnesia. This category acknowledges that dissociation exists on a broad and
complex spectrum, and many clinical presentations fall into the gray area defined by subthreshold
yet highly impairing symptoms. The defining characteristic of Atypical Dissociative Disorder, often
referred to today as Other Specified Dissociative Disorder (OSDD) under the DSM-5, is the
presence of intense dissociative phenomena that cause clinically significant distress or functional
impairment, demanding professional recognition and treatment, despite the specific symptom
clustering not aligning neatly with established categories.

The fundamental mechanism underlying OSDD is often understood through the lens of structural
dissociation of the personality, a theoretical framework suggesting that trauma prevents a single,
integrated personality structure from forming completely. In contrast to DID, where the personality
is split into distinct, seemingly autonomous parts (referred to as Apparently Normal Parts or ANPs,
and Emotional Parts or EPs), individuals with OSDD typically present with a less defined split.
They might experience identity alteration, but the different self-states are often less differentiated,
lacking their own names, complete life histories, or highly distinct mannerisms, making the
presentation more subtle and sometimes harder to detect, yet equally debilitating. The persistence
of these fragmented self-states, which alternate in control or influence, is the central psychological
process that drives the chronic symptoms seen in this atypical presentation of trauma-related
dissociation.

Clinically, the symptoms are severe enough to disrupt daily life, encompassing areas such as work,
relationships, and self-care. Patients might report chronic feelings of being unreal, watching their
lives from outside their bodies (depersonalization), or feeling that the world around them is
distorted or dreamlike (derealization). Crucially, the amnesia component, while present, may not be
as extensive or complete as the recurrent, profound gaps seen in DID; instead, it may manifest as
chronic amnesia for specific traumatic periods or significant gaps in autobiographical memory that
are too extensive to be explained by ordinary forgetting. This clinical ambiguity necessitates the
"Other Specified" designation, ensuring that severe dissociation is treated seriously even when it
defies textbook definitions.
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ATYPICAL DISSOCIATIVE DISORDER

Historical Evolution and Nosological Challenges

The recognition of atypical and subthreshold dissociative presentations has been a long-standing
challenge in psychiatric nosology. Early conceptualizations of dissociation by pioneers such as
Pierre Janet in the late 19th and early 20th centuries implicitly recognized a spectrum of
dissociative phenomena arising from psychological trauma, extending far beyond the severe
presentations now known as DID. However, when formalized diagnostic manuals were introduced,
there was a tendency toward rigid categorization. The Dissociative Disorder Not Otherwise
Specified (DDNOS) category was formalized in the DSM-IV primarily as a catch-all designation for
those who met general criteria for a dissociative disorder but failed to meet all the specified criteria

for a specific diagnosis.

The DDNOS category proved to be one of the most frequently used dissociative diagnoses,
highlighting the significant number of trauma survivors whose symptoms did not fit neatly into the
more restrictive definitions of Dissociative Amnesia or DID. This category included varied
presentations, such as chronic identity alteration without full amnesia barriers between states
(often referred to as DDNOS Type 1) or chronic depersonalization accompanied by significant
identity disturbance (DDNOS Type 2). The broadness of DDNOS, while useful for clinical
purposes, was criticized for its lack of specificity, making research and comparison across studies
difficult due to the heterogeneity of the population it encompassed. The need for greater precision
led to its reformulation in the subsequent diagnostic edition.

With the publication of the DSM-5, the DDNOS category was replaced by two new designations:
Other Specified Dissociative Disorder (OSDD) and Unspecified Dissociative Disorder (UDD).
OSDD was created to maintain clinical utility by providing specific examples of why the full criteria
were not met, thereby allowing for more nuanced diagnostic coding. The most common
presentation now categorized under OSDD involves identity disturbance associated with
alterations in affect, behavior, consciousness, memory, perception, or sensory-motor function, but
without the persistent, recurrent, and complete amnesia gaps characteristic of Dissociative ldentity
Disorder (DID). This refinement signifies a critical step in acknowledging the continuous spectrum

of trauma-related dissociation, moving away from a binary view toward a more dimensional
understanding.

Subtypes and Common Presentations of OSDD

While OSDD is defined by its exclusion criteria--meaning the symptoms do not meet the full criteria

for other disorders--clinical consensus, supported by organizations like the International Society for
the Study of Trauma and Dissociation (ISSTD), has identified several recurrent clinical patterns

that frequently fall under this diagnosis. The most frequently encountered subtype, often informally
labeled OSDD-1 or DDNOS Type 1, involves chronic identity alteration that is less overt or
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dramatic than in DID. In this presentation, the individual experiences distinct self-states that lack
the complex, fully developed internal worlds or names of typical DID alters. Instead, these are often
experienced as shifts in subjective experience, emotional reactivity, and sense of self, sometimes
referred to as 'parts' that are not fully separated by amnesiac barriers.

A second significant presentation of OSDD involves chronic and severe manifestations of
depersonalization and derealization that are accompanied by significant identity confusion or subtle
amnesiac features, yet do not meet the criteria for Depersonalization/Derealization Disorder, which
specifically excludes identity disruption. This group of patients struggles intensely with feeling
disconnected from their own bodies (depersonalization) or from the external world (derealization)
on a near-constant basis. The presence of co-occurring subthreshold identity disturbances
suggests a more pervasive developmental impact of trauma compared to isolated
depersonalization, necessitating the OSDD classification to ensure the trauma etiology is
addressed in treatment.

Other less common, yet recognized, presentations included within the OSDD framework might
involve acute dissociative reactions to overwhelming stress that last longer than the acute stress
disorder timeframe, or cases of Ganser syndrome (a rare condition involving "approximate"
answers to questions) that are not attributable to feigning or another psychotic disorder. The
importance of the OSDD category lies in its ability to capture these high-functioning or subtle
presentations of structural dissociation. Many individuals with OSDD function highly in daily life,
masking their internal fragmentation, which often makes their diagnosis delayed or misattributed to
conditions like Borderline Personality Disorder or Bipolar Disorder, necessitating careful differential
diagnosis rooted in a thorough trauma history assessment.

A Practical lllustration in Clinical Practice

Consider the case of "Sarah," a 35-year-old marketing executive who sought therapy due to
chronic anxiety, sudden, inexplicable shifts in mood, and intense relationship instability. Sarah
reported frequent periods where she felt emotionally distant from her life, describing herself as
"going on autopilot" during highly stressful work projects or during emotional conflicts with her
partner. Crucially, while she did not report "losing time" in the classic sense of not knowing where
she had been, she frequently found herself unable to recall conversations she had initiated hours
earlier, or finding notes or purchased items that felt completely foreign to her, indicating patchy,
rather than complete, amnesia.

The application of the psychological principle of atypical dissociation explains Sarah's experiences
through the lens of structural fragmentation. When exposed to triggers reminiscent of her childhood
trauma (such as criticism or perceived abandonment), an Emotional Part (EP) would rapidly take
control. This shift would cause a sudden, intense change in her emotional state--perhaps from
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calm professionalism to intense, child-like rage--which she would struggle to regulate or explain
later. However, unlike the full identity states in DID, these parts were poorly delineated; they
shared the same name, voice, and generally the same physical appearance, but exhibited vastly
different emotional and behavioral repertoires, confusing both Sarah and those around her.

The step-by-step application of OSDD criteria involves recognizing the presence of persistent
identity alteration (the distinct shifts in self-state and emotion) and the presence of dissociative
amnesia (the patchy gaps in memory for recent conversations or actions), while noting the
absence of the complete, persistent amnesia barriers that define DID. This diagnosis allows the
therapist to move beyond superficial mood disorder labels and address the root issue: the failure of
the personality to integrate fully due to developmental trauma. The therapeutic focus would then
shift from simply managing mood swings to mapping the internal self-states and facilitating
communication and cooperation between the different parts of Sarah's personality, a process
central to trauma-focused treatment.

Significance in Trauma-Informed Care

The recognition and accurate diagnosis of Atypical Dissociative Disorder hold profound
significance for the field of psychology, particularly within trauma-informed care. Historically,

individuals presenting with OSDD symptoms were frequently misdiagnosed with conditions such as
Borderline Personality Disorder (BPD), Bipolar Disorder, or even Schizophrenia, due to the rapid
shifts in mood, intense emotional dysregulation, and altered perceptions of reality. Misdiagnosis
often leads to inappropriate or ineffective treatment protocols, frequently relying on high doses of
psychotropic medication without addressing the underlying trauma structure.

By classifying these presentations under OSDD, clinicians are directed toward a trauma-based
etiological understanding. This shift validates the patient's often confusing and distressing internal
experience, framing their symptoms not as inherent psychological failures or character flaws, but
as highly sophisticated survival mechanisms developed in response to chronic, overwhelming
stress, typically in childhood. Validation is a cornerstone of recovery, reducing shame and
facilitating engagement in difficult, long-term trauma work necessary for integration.

Furthermore, an OSDD diagnosis dictates the necessity of phase-oriented treatment, specifically
adapted for structural dissociation. The treatment plan must prioritize initial stabilization, skill-
building in emotional regulation, and safety establishment before attempting any direct processing
of traumatic memories. Attempting trauma processing without sufficient stabilization can
exacerbate dissociation and trigger decompensation. The OSDD classification ensures that
specialized therapeutic models, which are distinct from standard treatments for anxiety or
depression, are utilized, thereby maximizing the potential for long-term recovery and integration of
the fragmented self-states.
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Connections to Other Psychological Constructs

Atypical Dissociative Disorder sits centrally within the broader category of Dissociative Disorders
and is deeply interconnected with the effects of Complex Post-Traumatic Stress Disorder (C-
PTSD). Both OSDD and C-PTSD stem from prolonged, interpersonal trauma, usually occurring
during crucial developmental periods, leading to pervasive difficulties in emotional regulation,
identity formation, and relationship functioning. While C-PTSD focuses more on emotional
dysregulation, chronic relational problems, and persistent negative self-concept, OSDD specifically
focuses on the structural changes in identity and memory that result from the same traumatic
environment. Many individuals meet criteria for both OSDD and C-PTSD, indicating a synergistic
relationship between structural fragmentation and pervasive emotional and relational damage.

The relationship between OSDD and Dissociative Identity Disorder (DID) is particularly crucial, as
OSDD is often viewed as lying on the continuum immediately adjacent to, or just below, the
threshold for DID. According to the Theory of Structural dissociation, OSDD represents "Secondary

Structural Dissociation," characterized by one apparently normal part (ANP) and multiple emotional

parts (EPs). Conversely, DID represents "Tertiary Structural Dissociation,” characterized by
multiple ANPs and multiple EPs. This distinction highlights that while the fragmentation is present
in both, the parts in OSDD retain closer connections and shared awareness, resulting in less
profound amnesia barriers, which explains the difference in diagnostic criteria but similarity in

underlying etiology and necessary treatment approach.

Finally, OSDD is frequently comorbid with personality disorders, most notably Borderline
Personality Disorder (BPD). While BPD symptoms (e.g., intense fear of abandonment, unstable
self-image, chronic emptiness) are often seen in OSDD, the underlying mechanism differs. In
OSDD, the instability is rooted in the temporary shifts between fragmented self-states that hold
contradictory beliefs or emotions, whereas BPD may be characterized by emotional instability that
is not explicitly linked to distinct alter-states. Differentiating these two is critical: treating OSDD
requires addressing the dissociation directly, while treating BPD may focus more heavily on
behavioral regulation and dialectical strategies. However, in clinical reality, the two often co-exist,
demanding a complex, integrated therapeutic approach that targets both the structural
fragmentation and the resultant emotional and relational dysregulation.

Treatment Approaches and Therapeutic Goals

Treatment for Atypical Dissociative Disorder is highly specialized and follows the established
guidelines for treating complex trauma and structural dissociation, typically adhering to the three-
phase model endorsed by the International Society for the Study of Trauma and Dissociation

(ISSTD). The primary goal of therapy is not necessarily the elimination of all dissociative
symptoms, but rather the achievement of functional integration--where the various self-states are
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aware of each other, cooperate, and share access to memories and skills, allowing the individual to
experience a unified sense of self.

The first phase, stabilization and safety, is foundational and often the longest. This involves
establishing a secure therapeutic alliance, teaching skills for emotional regulation, distress
tolerance, and grounding techniques to manage overwhelming dissociation, depersonalization, or
internal conflict. The focus is on increasing the client's capacity to tolerate and contain difficult
emotions without resorting to dissociation or self-harm. During this phase, the therapist works to
help the client map their internal system of parts, identifying the functions of the apparently normal
part (ANP) and the emotional parts (EPs) to facilitate internal communication.

Phase two involves trauma processing. Once the client is stable and possesses adequate coping
skills, trauma memories are systematically addressed using modalities such as Eye Movement
Desensitization and Reprocessing (EMDR) or cognitive processing therapy, often adapted for
dissociative clients. The goal is to process the traumatic material that caused the structural split,
allowing the emotional parts to release the intense affect and beliefs locked within the trauma
memory. Crucially, this work is undertaken slowly and carefully, ensuring the client remains within
their window of tolerance to prevent re-traumatization or increased fragmentation.

The final phase, integration and rehabilitation, focuses on consolidating the gains made and
helping the client build a cohesive life. This involves addressing the chronic relational issues, grief
associated with lost time or childhood, and developing a stable, continuous identity. Successful
outcomes for OSDD result in the various self-states working together as a team, leading to a
significant reduction in chronic identity confusion, depersonalization, and the disruptive amnesiac
gaps, allowing the individual to live a unified and fulfilling life.
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