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Locating Adjustment Disorder Between Normal Stress and Pathology

Severity Spectrum Curve
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Historical Context Modern Refinement

Formalized in DSM-III (1980) to capture maladaptive ICD-11 (2022) utilizes a narrow definition requiring
responses falling short of threshold diagnoses. symptoms to be clearly excessive relative to the stressor.
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DSM-5 Criteria Mapped to Strict Temporal Boundaries
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The Diagnostic Decision Pathway

AL Consider MDD, Anxiety, ASD, PTSD
Yes

AL Consider other psychiatric disorder
Yes

103 Major Depressive or Anxiety Disorder
NO

165 PTSD or Acute Stress Disorder
NO

me primary clinical task is distinguishing
ADJUSTMENT DISORDER g~ f]’gfﬂ’;ﬁgf;j;f” -
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The Differential Diagnosis Master Matrix

Condition Stressor Symptom Key Typical
Requirement Threshold Differentiator Duration
Adjustment Any significant Time-linked <6 months
Disorder stressor Subthreshold onset/offset post-stressor
. e - - e —
PTSD Traumatic event ;3;23:'{?; Re-experiencing >1 month
(Criterion A) Lo flashbacks (chronic)
Acute Stress Traumatic Similar to PTSD + Prominent 3daysto
Disorder event dissociation dissociation 1 month
: : Expected reaction,
Normal Grief Bereavement only | Sadness, yearning R e Months to years
Prolonged Grief | Bereavement only Intense yearning, | Persists without >= 12 months

impairment

diminishing
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Isolating the Core Overlap

Against Major Depression

Adjustment Disorder
(Subthreshold)

Symptom Count: Subthreshold
count.

Cognition: Mild-moderate guilt or
worthlessness.

Physiology: Variable sleep and
appetite changes.

Functioning: Functional capacity is
partially preserved.

Persistence: Resolves with stressor
offset.

Major Depressive Disorder
(Clinical)

B Symptom Count: >=5 of 9
symptoms required.

m Cognition: Pervasive guilt and
self-blame.

®m Physiology: Consistent
neurovegetative changes.

B Functioning: Global functional
decline.

m Persistence: Often persists
independently of context.
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The Natural History and Symptom Intensity Curve

Weeks 1-2:
Acute Phase

Weeks 9-24:
Consolidation Phase

Weeks 3-8:
Adaptation Phase

Significant improvement demonstrated.
Functional recovery accelerates.

Shock, denial, initial _ ~ Symptom intensity peaks
emotional reaction./

~and begins declining.
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Prognostic Trajectories and Risk of Chronicity

10-15%:

50-60%: Spontaneous remission 30-35%: Remit with brief Tl QPSS to
chronic disorder

within 6 months. structured psychotherapy. T
intervention.

1\ Favorable Factors \l, Risk Factors
Strong social support, prior Ongoing/deteriorating stressor,
coping success, intact cognition, substance use, social isolation,
treatment engagement. personality pathology (high

neuroticism, harm avoidance).
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-Establishing the Intervention Hierarchy

Supportive Therapy
(All Patients)

Brief Psychotherapy
(Targeted Patients)

IIIIIIIIIIIIIIIIIIIIII

Pharmacotherapy
= (Severe/Adjunctive)

------------------------------------

Supportive Therapy

Validation, empathy, psychoeducation on
normal stress. First-line for primary care.

Structured Psychotherapy

Brief CBT (4-8 sessions) targeting maladaptive
cognitions, or Problem-Solving Therapy directly
addressing the precipitating stressor. |

Pharmacotherapy

Medications must target specific comorbid
symptoms (insomnia, severe anxiety), never
serving as primary monotherapy.
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Pharmacotherapy Guidelines for Severe Presentations

Indicated Use X Not Indicated
Severe unresponsive insomnia, anxiety Mild-to-moderate symptoms, monotherapy
limiting therapy engagement, prominent without psychotherapy, routine SSRI use
depressive symptoms with suicidality risk. for subthreshold MDD.

Specific Clinical Parameters

Sertraline 50-100 mg, Escitalopram 10-20 mg, Venlafaxine XR
SSRIs/SNRIs 75-150 mg. Limit to 8-12 weeks; taper upon stressor resolution.

| Sleep Disturbance | Melatonin 3-10 mg, Trazodone 25-50 mg. Emphasize sleep hygiene.

| Acute Anxiety Buspirone 15-30 mg/day (preferred). Hydroxyzine 25-50 mg TID

(short-term only). Avoid benzodiazepines due to dependency risk.
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The 6-Month Crossroad Requires Diagnhostic Re-evaluation

=

6 Months Post-Stressor
|

The Clinical Rule: If symptoms persist beyond 6 months after stressor
resolution, the Adjustment Disorder diagnosis becomes invalid.

Re-evaluate for MDD, PDD, or GAD.

—
—|

Path 1: Remission

The stressor has resolved, and
adaptation is complete. Taper any
adjunctive medications.

| | |
Path 2: Reclassification

The condition has transitioned into an
iIndependent psychiatric disorder.

Path 3: Escalation
The newly revised diagnosis warrants

treatment intensification and |
specialized psychiatric management.
| |
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