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ABSTRACf

Although Ihe DSM-III-R lisis six examples oJsubrot~goriM ojdisso­
ciative dis&rder not otherwise specified (DDNOSJ, the literature COII­

tains lillie about DDNOS proper, and only onll subcategory, Ganser
S)'ndrow, has been studied in any depth, all studies having been
compleUd btJore its inclusion U71Mr DDNOS in 1987. This is a com­
prrhensive study of50 individuals with DDNOS. DaJa from dini­
cal histOf)', mental stll1us aamirlQtilm, rolJattTaJ ;nlnVinus, nl!'U­
rologirolaaminnlitJ1l,tl«trom~m (EEG), intLlJigerlutesting.
MinndOla Multiphasic Personality InVt:7l101J (MAW!), and th~

DWociatroe Expm~nc~ Scale (DES), were analyud on 50 COTlMCU­
live individuals diagnostd with DDNOS by DSM-III-R critma. The
data suggest a number ofdiffermt diagnostic subcaugories includ­
ing childhood dissociative disorder, egrrstat~ disorder, dissociative
pSJchosis, nocturnal. di.s.sociative disorder, gender identity disorder
(dissociatiw type), and a truly 'wi othmuise specified type. Each of
t~ SUbazUgr:n1d will be described including CaM ttignnJes and
rupportilIgdatafrom frmIiuus studid and papers. Nosolog!·ca.1 isslli'S

an discussed as well as treatment implications.

INTRODUCTION

With the exception of the Ganser syndrome. the liter­
ature contains little about dissociative disorder nOt other­
wise specified (DONGS). Two major psychiatric texts con­
tain but [wo pages each on DONGS (Klufl, 1988; Nemiah,
1989) and a recent and otherwise excellent, comprehensiYe
review ofdissociati\'C disorders excludes DONOS almosten tire­
Iy (Spiegel, 1991). The most comprehensive discussion of
DONGS to date (Horton, 1989) describes trcatment but lit­
tle about the various SUbcategories of DONGS beyond what
is contained in the DSM-Ill-R.

The term "DDNGS'" was not introduced until the pub-

Iication of the DSM-lll-R in 1987 (American Psychiatric
Association, p.277). Prior to 1987. miscellaneous forms of
dissociative disorder were labeled ~atypical dissociau\'e dis­
order" (American Psychiatric Association, 1980). However.
from 1980 to 1987 there was only one paper on atypical dis­
sociative disorder which focu.sed narrowly on extremist reli­
gious cult involvement (Galper, 1983). Subsequent to the
publication of DSM-/ll-R. there was one paper on DONGS vari­
ants of MPD in practicing psychothcrapists (Kluft, 1990b).
The most comprehensive discussion of how Watkins and
Watkins' ego-st::llc disorder should be classified as DDNGS
and how t11is MPD variant resemblcs MPD is contained in
Bloch's excellent monograph on MPD (1991).

DEfINITION AND EXAMPLES OF DISSOCIATIVE
DISORDER NOT OTHERWISE SPECIFIED.

The DSM-llJ·R (American Psychiatric Association. 1987,
p.277) defines DDNOS as including "disorders in which the
predominant feature is a dissociative symptom (Le., a dis­
turbance or alteration in the normally integrative functions
of identity, memory. or consciousness) thai does nOt meet
the criteria for a specific dissociative disorder." The DSAf.lJI·
R provides the following six examples of DDNGS:

(I) Ganser's syndrome: the giving of "approximate
answers" to questions, commonly associated with
other symptoms such as amnesia, disoricnt."lt.ion,
perceptual disturbances, fugue, and cOI1\'ersion
symptoms.

(2) cases in which there is morc than one personali­
ty state capablc of assuming executive comrol of
the individual, butllot more than one personali­
ty state is sufficielltJy distinct to meet the full cri­
teria for Multiple Personality Disorder, or cases in
which a second personality ne\'er assumes com­
plctc executive comra!.

(3) trance .states, Le., altered states of consciousness
with markedly diminished or sele<:tively focused
responsiveness to environmental stimuli. In chil·
dren this may occur following abuse or trauma.

(4) derealil'.ation unaccompanied by depersonalization.

(5) dissociative states that ma)' occur in people who
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ociation iden-

Persuasioll
h literature \ hich

Derealization Unaccompanied by Depersonalization
r alization is defin d M tran e alteration in th

P r pLi n ofone' surroundin that a ense of th r al-
i f th ext mal world' 10 L t rations in the size and
ha of obj c in the e t rnal \ orld are commonl per­

. eopIe rna eern d ad or m banical" (American
hi tri ociation, p. 27). r alization commonl
mpanic'depersonalization di ord r panicdisorderwith

and with ut agorophobia, and multipl per onality di or­
d r and i varian . What i un .)- ar at pre eDt is if der al­
ization an occur w1accompanied b depersonalization.
Although the literature contains n arly 150 references to
d r lization, d personalization, and d personalization di -

I'd r(Go ttman,Greaves,&' 11 ,199l,1992),onlynin
of th m ntion derealization. f th se nine referen es
on I tw urge t that derealizali 11 an occur alone (Ros n,
195 . Kriz k. 19 9) and car f II r a ing of the e two
r p r r veals thal ymptom of d r alization and d p r­
onalv-"I.tion occurred 109 tll r in b th patients. Thi area
bvi I require further tud .

OtherDD 0
m thad of ignifying di no ti uncertainty is b -list­

diagn tic class and [oUowin it with me de ignation
." For example, the OD I ification i common-

1 u linician who think an indi idual has MPD but
r n t p itive because the hav not actually wime d
wit hing among personality tat .Thi las ification i al

u d £ r patients who present a vari ty of dissociative symp-

tat include
or trau-

o-an

iO' hichsudden,un xp t dLrav landorga­
niz. d purpo ful behavior with inabili to recall

Il ' P t are not accompani d b the assurop­
a ne\ identi •parti I r mplel!. (p.277)

f pro) ng d and
int n coercive persuasion ( ., brainwashing
th u ht reform, or ind cerination \ hile the cap­
Liv f terron or cul ti ).

Ego-State Di order
Variant· ofrvIPO where personality t< t are indistinct

or do not a urn complete executive on troJ w re originally
called ego-stat disorders by Watkins and Watkins (1979).
Bloch (1991) h recentlydesClibed th as in more detail.
Ther i I mne ia and less identity di turbance than in
MPD and p man us switching b h viol' are usually not
seen. Th "h t' usuallyexperienc th th r go states a
parts of h r if rather than compl t I parat per ons.

Th MP variants are no\ I j(j d under DO 0 .
\I'lth the addition of amne ia as a uit ri n for MPO in the
DSM-1V (Am riean P 'chiatric iaLi n 1991), addition­
al that n w r label d MPO will be lassified in this
cate 0
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loms. but who fail 10 meet the diagnostic criteria for the
other major dissociative disordCl1>.

OTHERA'IYPICAL DISSOCIATIVE STATES
NOT LISTED IN THE DSM-IIl-R

Nocturnal Dissociative Disorder
Schenck, Milner, and Hunvitz (1989) presented a

series ofeight cases ofdissociative disorder presenting with
night-rime aggressive behavior. Although two of lhese
patients had MPD, the other 7 ""ere classified as DONOS. one
ofwhicb was labeled "nocturnal dissociative disorder. ~ This
newly discovered disorder should probably be Listed in the
Sleep Disorders section of the DSM-1V, or if notlhere, uncler
DONOS.

Secondary Dissociative Disorder Due to a
N011psychiatric Medical Omditioll

This new diagnostic category \\'i11 appear in IaJ.IO and
has been proposed for DSM·/V (American PsychiaLric
Psychiatric Association, 1991). This category \\'as proposed
because of a number of slUdies which show an increased
prevalence ofdissociative symptoms (fugue, depersonaliza­
lion, derealization, and occasionally identity alteration), in
persons with complex partial seizures (Bensen, Miller, &
Signer, 1986; Drake, 1986; Mesulam, 1981; Schenk & Bear,
1981). In ol"der to diagnose this condition, the dissociative
symptoms must cause "significant impairmclll in social or
occupational functioning, orcause marked dislress" (American
Psychiatric Association, 1991, p. K4).

Dissociative and Trona Phenomena Caused
try Culture-BQund Syndromes

This newly proposed DDNOScategoryconsistsofadiverse
group of culture bound disorders, a predominant feature
ofwhich involves "a disturbance in the normally integrative
functionsof memory, identity, or consciousness" (American
Psychiatric Association, 1991). Such disorders include amok,
bebainan, benzi mazuraZUl'a, guria, kupenga, and kwcchit­
sko. Space prevents their description here, but excellent rcf­
erencesareavailable (Lebr.:t, 1976jSimons& Hughes, 1985).

Tronce alld Possessio" Disorder
This newly proposed dissociati\'e disorder is distinct

from trance and possession states which are common com­
ponentsofreligious and non religious rituals and ceremonies
throughout the world (American Psrchiatric Association,
1991). Evidence for such a diagnosi!j is ovelWhelming
(Adityanji, R."l.ju, & Khandelwal, 1989; Bourguignon, 1989;
Coons, Bowman, KJufl, & Milstein, 1991; Goodman, 1988;
Krippner, 1986; Richeport, 1991; Varma, Bouri, & Wig, 1981)
and it can be clearly differentiated from ritual possession
trance (Crnpau7.ano & Garrison, 1977; Prince, 1966j Sargam,
1974; Ward, 1980). In fact, most dissociative disorders diag­
nosed in nonindustrialized nations would probably be diag­
nosed as DDNOS.

Proposed diagnostic criteria for trance and possession
disorder include the following:

COONS

A. Either (1) or (2)

1. Trance, Le., temporary alteration in the state
of consciousness, as evidenced by two of the
following:

a. loss of customary sense of personal identity

b. narro",..ing ofawareness of immediate
surroundings, or usually narrow and
selective focusing on environmental stimuli

c. stereotyped behaviors or movements that are
experienced as being beyond one's control

2. Possession, i.e., conviction that the individual h
been tak.en over by a spirit, power, deity, or oth
person.

B. The trance or possession state is not authorized as
a normal part of a collective cultural or religious
practice.

C. The trance or possession stale causes significant
impairment in social or occupational functioning,
or causes marked distress.

D. Not occurring exclusively during the course of a
psychotic disorder. .. or Multiple Personality
Disorder, and is nOt due to a Substance-Induced
Disorder....or a Secondary Dissociative Disorder.
(American Psychiatric Association, 1991, p. K3)

Berserker/Blind Rage Syndrome
In 1987 Simon proposed this diagnostic category for

the DSM·lIl. It is characterized by, "(a) violent over reaction
to physical, verbal, or visual insult, (b) amnesia during the
aClual period ofviolence, (c) abnormallygreatsll'ength, Cd)
specificallytarget·otiented violence" (Simon, 1987). Currently
these cases would be diagnosed as intermittent explosive
disorder. In my clinical experience, the three individuals
that I have diagnosed with intermittent explosive disorder
experienced either partial or full amnesia at the height of
their rnge. This area deserves further study.

Dissociation Associated with Gender Identity Disorder
Occasionally individuals with gender idenlity disorder

experience dissocialion. A few individuals with rranssexual­
ism develop very distinCt male and female personalily states
with different names, dress, mannerisms, etc. This trans­
formation isdisrinct from the roleplaying behavior that most
transsexuals engage in prior [0 undergoing surgical trans­
fonnation (Money& Primrose, 1968:Money,1974).Amnesia
was not present in these case reports. Such cases could be
diagnosed as DDNOS in addition to transsexualism or as a
dissociative variant of gender identity disorder.
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ULTS

Dissociative Psychosis
B th Gru n wald (1978) and teingard and Frankel

(19 5) have publl hed cas r p r in whi h p yehotic and
di ciative sympt m occurtog ther. Using urrentnomen­
c1ature, most of th e would b diagnosed a psy hosis NOS
andDD OS.

AdditioruzlDiagnoses and Fami1:y Hirtory ofP5)·chiatric Disorder
Additional D '1-ID-R diagno in the emir mple

includ d p r onality di orders (66%), af£ ctive di rders
(56%), ub lance abu (32%), psych (20%), eating dis-

Age ofOnset ofSymptoms as Reported fry the Patient
AI though the mean ge of onset w 17 years (rang 4­

38 years), th re was mu h variation within and among the
groups. Th roup who means vari d th most in Iud d
the Gan r ndrome (5 ar), gend rid ntity disord r (
ears), childhood di iali disord r (14 ears) and noc-

turnal diss ciative disord r ( ear ),

Presenting Psychiatric and Di ocianve mptoms
AU ex pt two subj had amne i pression. [, und

in 82% w enly distributed amOD the various ub ate­
gories. D p r onalization wa experi n d by 58% ov rail.
[0 the psy h tic subcate ry 70% ofth s hallucinatin per­
ceived th ir hallucinati n as originatin from ou id the
head. xual dysfunction \ perien db 70%. Th pI' va­
lence of 0 tate" un eol di tribut d, as th re
pre eot in all of the eg<r late disorder and gender id nu-

disorde . bUl in only % of the p h tic group and in
none of th n l furth r pe ified cate 0 . Fugue \\ pre-

nt in 9l: all subj ,elf-mutil ti D was pre nL in
3 %,

Heada h were pr i llal hallucinati n
were pres fit in 60% of th p ychotic gr up and 38% f lhe
notfurth r specified group butin none fthe other groups.
Alcohol and drug abu were fairly ev nly distribut d (16%
and 14% I' pectivel) as w r conver ion yrnptoms (1 .%).

he duration of th amnesia pi de was from a £ w
minut t an hour with th exception of the gend r id ­
tit: di ord r \ here the amn 'a ltd fr m 1-4 hours. The
amnesia \ localized in 2% and I ctiv in 1 %,

Evid n of other tate indud d the usual maGi-
fe tation including chan e in handwriting (3 %) rapid
mood chan (3 %) di T' membered anger (32%) b ing
recogniz d by unfamiliar people (26%) hange in appar­
ent age (26%), chang in voice (24%), finding unfamiliar
possession (20%), ion I' dialogues (18%), different dr S5

tyle (14%),andopposil xed per onalie tates (8%). he
mean numb r of ego tat \ as 3,6 (ran 2-16). Th pr
ence ofgr at r than 6 g tate occurr doni b the g<r
tate group. The Dumb r of reported tate peT p r on

was 2-5 in th P chou up and 2 in the gender id nti
disorder gr up.

Types ofReported Childhood Trauma and
Perpetrator. of Child Abu e

Types f reported childhood trauma included th fol­
lowing: s xual abuse (78%), physical abuse (52%), n 1 ct
(IO%),oth r (4%) and non (4%). h trauma w v n­
1 di tributed except for th 'ngle ma] with nocturnal dis­
sociative . rder \ ho r ported non . P rpetrators of Lhe
child ab included ather / tepfath rs (50%), moLh-
rs/ tepmothers (3 %), 'blin (0%, other relativ

(24%), and nonfamil, m mbers (2 %). There \ a m an
of 1.4 abus r per subject.

METHODp:crs

ubj
Thesubj c were the first on ecuti" p ti ntsdia -

no d with DD upon pre nration to a d' ciative di
ord r clinic for tr atment or consultation. All patients \ ho
w readminister d xp rimental e mentin tntmentsgav
th ir voluntary in rmed cons nt.

Demographic OIaracteristia
Thesubjec included 43 w men and 7 m with a mean

a of33 ear (range,I4-50 ear). eaneducationallev I
wa 12,8 ear (range 6-18 ear). Race includ d 94% whit
and 6% black. Marital statu in luded 45% in I 32% mar­
ri d, and 22% div reed. 0 upationallevel included 20%
pr D ssional,16% killed, 10%un killed,14% tudents, 24%
un mployed, and 16% disability.

Ubcategory ofDD OS in This tud
The subjee in this tud fell into the following ub-

cat oriesofDD : ego-statedi order ( =17) notfurth r
cifi d =16),dissociativep ho' D ~-lO) nderid n-
di order, di dative type ( =3), childhood dissociati
rder ( =2), an er yndrome ( =1) and no tumal di

iative disorder (N=I).
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orders (14%), somatoform disorders (6%). Although the
mean number of diagnoses including DDNOS was three, it
was similar in all groups, except in gender identity disorder,
with a reported history of the following psychiatric illness­
es: substance abuse (28%), affective disorder (20%), psy­
chosis (5 %), and dissociative disorder (1 %). Three of the
five reported psychoses occurred in relatives of patients in
the psychotic subcategory.

Electroencephalographic and Psychological Testing Data
Thirty subjects (60%) had EEGs. Of that number 22

were normal, 4 showed medication effects, 2 were mildly
abnormal, and 2 showed paroxysmal spike and slow wave
deformities. 0 one in the entire sample had a clinical his­
tory of epilepsy or abnormal neurological findings.

Thirty three patients took the DES. The mean DESscore
for the group was 32 (range 1-65). Mean scores for the var­
ious subgroups were as follows: psychotic (47), not other­
wise specified (34), Ganser syndrome (32), ego-state disor­
der (27), gender identity disorder (13), and nocturnal
dissociative disorder (1).

The mean MMPI T-scores on 31 adult females were as
follows: L (49), F (78), K (50), Hs (65), D (73), Hy (67), Pd
(77), Mf (51), Pa (74), Sc (86), Ma (68), and Si (65). The
means were fairly uniform amongst the various groups except
for the single individual with Ganser syndrome. This per­
son had an invalid profile with an F-scale T-score of 110.

Twenty six patients, nearly all inpatients, had IQ test­
ing. The mean IQscore for the entire
graup was 96 with a range of72-121.

CASE EXAMPLES

A 14-year-old female had a two-year history of trance­
like states in which she would become agitated, growl, laugh,
cry, hum,snarl, lunge ordartabout,and throw objects. These
states were accompanied by amnesia of about IS-minutes
duration. On at least one occasion she was noted to talk in
"baby talk." She had been sexually abused on at least two
occasions by her mother's boyfriend. Neurological workup,
including EEG and brain scan, was negative.

Dissociative Psychosis
A 35-year-old woman had a IS-year history of over a

dozen hospitalizations for symptoms of depression, promi­
nent suicidality, and psychosis including somatic delusions
and auditory hallucinations. Dissociative symptoms includ­
ed depersonalization, derealization, fugue, partial amnesia
for childhood, and infrequent current memory loss. She
had been physically and sexually abused as a child.
Antipsychotic and antidepressant medication kept her psy­
chotic and depressive symptoms under control. Even when
she was functioning at her highest level, h I' dissociative symp­
toms were decreased but not entirely absent.

Ganser Syndrome
A 50-year-old man had a three-year history of depres­

sion, somatization, and disability since a job-related back
injury. He admitted to vague symptoms of amnesia, fugue,
and depersonalization for this same period but was evasive
about their exact nature. He denied other evidence of dis-

TABLE 1
Comparison of Dissociative Disorders

Amnesia 100% 96%

Ego States 0 52

Depression 82 84

Sexual Dysfunction 60 48

Auditory Hallucinations 24 66

Headaches 64 32.
Fugue 4 44

Drug Abuse 20 16

Alcohol Abuse 24 46

Conversion 24 14

Depersonalization 40 70

Somatization 44 26

Self-mutilation 20 34

Since these patients present
diverse symptomatology, a number
of case vignettes will be described.

Ego-State Disorder
A 32-year-old woman had symp­

toms of depersonalization, dereal­
ization, inner voices, and depression
since the birth of her first child five
years previously. During therapy, evi­
dence of at least 16 ego states was
uncovered. Most of these states went
by herfirstname and had limited func­
tions (i.e., wife, mother, daughter,
evil one, anger, depressed, controller,

tc.) .Some were transi tory in nature.
Although the "host" had partial amne­
siafor child abuse, therewasno inter­
personalityamnesia. Most ofthe time
these ego states were experienced as
made thoughts, feelings, and behav­
iors. Onlywhen she was under severe
distress could observers note clearly
differing ego states, butno switching
behaviors were observed.
Childhood Dissociative DisQrder

Psychiatric Symptoms Psychogenic
Amnesia
(N=25)

DDNOS

(N=50)

MPD

(N=50)

100%

100

88

84

72

56

48

46

42

40

38

36

34
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"PD

(N=30)
87

92

(N=13)

(N=30)

23

41 (21-80)

(N=32)
102(77-123)

DISCUSSION

his 20's he developed two altcmate personas, one male and
the orner female. The male was much more asserth'e rnan
he. and the fcmale was a partial identification with his moth­
er. No imerpersonality amnesia was present, although there
was some partial amnesia for childhood physical abuse. These
parls disappeared promptly with psychotherapy and medi­
ation for his depression and schizoid personality disorder.

Diuociative Disorder Not Fllrther Specified
A 42-year-old woman had symptoms of depression for

six years. Dissociative symptoms included selective amnesia
for childhood sexual abuse as well as current memory laps­
es of 2-3 hours duration, several shon fugues while driving
a car, and dcpersonalization. Symptoms charactcristics of
MPD, including othcr personality Slates, were denied. DES
waS 20.

The Dlssoci.ative Speetnun
Comparison of the results of this study o[patients with

DDNOS wi til previous studies of patients with MPD (Coons,
Bowman. Milstein, 1988) and psychogenic amnesia (Coons
& Milstein, 1992) reveals somestrikingsimilarities (SeeTable
I). Demographic data are strikingl}' similar with the excep-

tion ofthe mean age at first
diagnosis· 33 years for
DDNOS and 29 ycars and
31 }'ears respectively for
MI'D and psychogenic
amnesia. Only52% ofsuI>-
jeclS with DDNOS had orner
ego states compared LO

100% in MPD and nonc in
psychogcnical.llnesia. The
incidence of depression.
auditory hallucinations,
amnesia, fugue, and self­
mutilation were approxi­
matclyequal bet'\'cell MPD
and DDNOS. Compared
with ;\1PD, there was lesssex­
ual d}'sfunction, headache,
substance abuse and con­
version in DDNOS.

There appears to be a
stcp"'ise progression in the
DES scores as one pro­
gresses along the dissocia­
tive spectrum from psy­
chogenic amnesia to MPD.
There also seems to be a
stepwise progression in
MMPI Fand Sc scores [rom
psychogenic amnesia to
MPD. The Mean IQ was
about average for all three
groups. The presence of
abnormal EEG'swasabout

(N=30)

13

(N=26)
96 (72-121)

(N=19)
16

Psychogenic
Amnesia DONOS

(N=4) (N=33)

14 (10-22) 32 (1-65)

(N=19) (N=30)
77 78

82 86

(N=18)
102 (80-124)

TABLE 2
Comparison of Dissociative Disorders

Objecti\'e Measures

MMPI I-Scores

f
Sc

Intelligence Quotient
Mean (Range)

Dissociative Experiences
Scale

Mean (Range)

EEG

% Abnormal EEG

Gellder IdDltity Disorder, Dissociative Type
A 3~yearoo()Id man had a history ofgender identity con­

fusion since age 8 and began cross dressing at age 15. During

Nodllnlol Sleep Disorder
A 38-)'ear<old man had episodes of sleep walking and

talking in which he talked in at least twO different voices,
one called jack" and the Olhcr called '"Squirrel," bOlh nick­
names given to him by his falher.Jack said he was bored with
his girlfriend and wanted to "chasc around." This behavior
\\"as precipitated b}' his falhcr's recentsu-oke and the accom­
panying loss of his father's company. Thcre were no other
dissociath'e symptoms, nor was thcre any history of child­
hood trauma. His EEGwasnormal. His DES score was I. Brief
psychotherapy ameliorated his symptoms.

socialivc disorder and this was confirmed b)' his son. Melltal
Slatus examination TC\'caled a rather dramatic presentation
in which he drew anention to his back pain by kneeling on
one knee as he talked. He was unable to Slate his precise
age, although he knew his birth date and the present dale
and was able to do other arithmetic calculations. His MMPI
\'o'aS invalid due to an eXlremely high F-&ale (110). Six clin­
ical scales were over 100. Although he reponed physical and
sexual abuse as a child, this could not be substantiated.
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halfof lIlat, n in MPD. Thi data app a.- provides further
proof of Lb dissociative pecrrum.

Towards DSM-V
h dal3confirmthatanum r fdiverse tat und r-

li th .'0 catego ofdi 'aliv di rder.Theevidence
n helming that di iau n n t only occurs in

bildh d but that thi type of d' ociation rna fall hort
ofth aduJlfonnofMPDandi beld ribedaschildhood
eli ciati >di order di tinctfromDD (Peterson 1990
19 1). h data al 0 clearly b W lh I a ubcategory of a
eliss i tiv eli orderexists\ ith I iel ntitydisturbanceand
Ie amn ia than are seen with MP . Watkins and Watkin
(1979) h,v proposed that thi lyp ofdi sociative di order
b - call d go-state disorder.

I would agree with Schenck taL (1989) that noctur­
nal I p disorder should be as parat· diagnostic category.
J would p p se the following dia n ic criteria:

I P di order chara t riz d eli ociation (pri-
maril identity alteration) \ hi h occurs onl
during the sleep cycle and i ial d with a wal-
ing EG.

Knowledge about th rr atm nt of the various pe f
DD 0 is in i infan ,LiltJ i known about treatment of

an r ndrome derealization, or no tumal di iati
rd r. The treatrnen f t disorde and child-

UUUI.LJ-'>OoUciativedisorder uJd ingeneral,followth tr at-
a lPD. In the case hildr n pia ihernp t h·

niqu are utilized (Kluft, 199 a) i hospital treatment
th mor erecases(Hornst in 'on,lggl).Inpati n
with dissociative psycho' antip chotic medication houtd
b utiliz.ed and explornti n od/ r abreaction of uaumac­
i material should progre lowl if at all. Tr atm nt
of ch di oc.iative fonn of nd -r id ntity di order h uld
f! u n underlying g nd r id ntity i sues. Likewi ,ch
tr un nt of secondary di iativ disorder should f: u
nth underlyingmedicaJ ondiLian. The treatrnentoftr n

an t possession disorder an Lth various culture-bound c n­
diti n hould pay close attenti n co relevant cultural and/ r
T ligi u is ue . The treatm Ol f the victims of ult and
brainwashing is a controve ial area and the reader i ur d
t n ult other SOUTC . Wac hfuln for underlying g
tat di order or MPD h uld maintained when the j

g i utilized. The cate on ofnocturnal d' 0 i ti
disorderand derealization with utd personalization r quir
Furth r md .

B. e ia' present for th iative behavior.
~UjM..MLAKY

B. 0 intcrpersonaLity amn ia i present.

DD '0 ory f dissociati e taC . J
that, like 'lPD, pa 'n with go- tate di rd r dis­

ca 0 arepol}~ptomati.

'1PI confirm that a di i-
int rmediate between p •

t, there i no evidenc f
f th currentlyaccepl d

nt [DDNOS is in its infa.nc
ultimately be quite div r .

gender identity eli rd r hara terized by alL r­
ation between a maleandafemal p r onality tate.

i al mounting evid
g nd r id nti disorder exis
in dia no tic criteria for Lbi

. Not due to MPD.

<inally there is evidenc that· di'sociative psychosi
xi . Dia n sti criteria for thi di rder would include tb
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