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Abstract
Background: Adjustment disorder (AjD) is one of the most frequently used diagnoses in
psychiatry but a diagnostic definition for AjD was only introduced in release of the ICD-11.
This study sought to develop and validate a new measure operationalizing the ICD-11’s
narrative description of AjD, and to determine the current rate of people meeting the
symptoms indicative of AjD in the general population of the Republic of Ireland.
Methods: The International Adjustment Disorder Questionnaire (IADQ) was constructed to
measure the core diagnostic criteria of ICD-11 AjD: stressor exposure, preoccupations with,
and failure to adapt to, the stressor, timing of symptom onset, and functional impairment. A
nationally representative sample (N = 1,020) of adults from Ireland completed the IADQ.
Results: Confirmatory factor analysis supported construct validity and the reliability
estimates were excellent. The IADQ correlated strongly with depression, anxiety, and
posttraumatic stress. The criteria were met by 7.0% of the sample, adjusted for other
exclusionary disorders.
Discussion: The IADQ is a measure based on the ICD-11’s description and produces reliable
scores, however it should not be used for clinical assessment until validated with clinical

interviews.

KEY WORDS: Adjustment disorder (AjD); ICD-11; The International Adjustment Disorder

Questionnaire.
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Measuring ICD-11 Adjustment Disorder: The Development and Initial Validation of the

International Adjustment Disorder Questionnaire

The International Classification of Diseases and Related Health Problems (ICD) is a
global diagnostic system produced by the World Health Organization (WHQO). The WHO
recently released the eleventh version of the ICD (ICD-11) that includes a chapter on
‘Mental, behavioural or neurodevelopmental disorders’ (06). The ‘Disorders specifically
associated with stress’ section includes Adjustment Disorder (AjD: code 6B43) where a
narrative description is provided to guide diagnosis, and exclusionary diagnoses are
identified. The key diagnostic requirements for AjD are that (1) there is an identifiable
psychosocial stressor(s), (2) symptoms are indicative of preoccupation with the stressor or its
consequences, and a failure to adapt to the stressor, (3) symptoms emerge within one month
of the stressor, and (4) the symptoms cause significant functional impairment. The narrative
description also states that the “symptoms are not of sufficient specificity or severity to justify
the diagnosis of another Mental and Behavioural Disorder”, and the exclusionary disorders
are separation anxiety disorder of childhood, recurrent depressive disorder, single episode
depressive disorder, prolonged grief disorder (PGD), uncomplicated bereavement, burn-out,
and acute stress reaction.  Bachem and Casey 2 provided a review of the concept and
measurement of AjD and noted that ICD-11 represents the first attempt to represent AjD as a
stand-alone disorder with an explicit diagnostic framework.

There have been some studies that have aimed to estimate the prevalence of AjD,
although it should be noted that “...epidemiological studies on its prevalence in the general
population are extremely rare”. > Maercker et al.  used data from a nationally representative
sample (N = 2,524) of the German population and assessed the prevalence of AjD using a
diagnostic algorithm consistent with the ICD-10 criteria. Symptoms were required from three

clusters (intrusions, avoidance, and failure to adapt) along with evidence of functional
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impairment. The rates of AjD were 1.4% without fulfilling the impairment criterion, and
0.9% fulfilling the impairment criterion; and no cases were excluded based on meeting
criteria for another disorder. The rate of AjD was reported to be much higher in a
representative sample (N = 1,003) of the Israeli general population where 17.5% met criteria
using a diagnostic algorithm including symptoms of preoccupations, failure to adapt, and
functional impairment. 4 Perkonigg et al. ® estimated AjD prevalence in a sample of Swiss
adults who had involuntarily lost their job using a diagnostic algorithm including
endorsement of at least one preoccupation symptom and at least two failure to adapt
symptoms. The AjD symptom criteria were met by 29.4% of the participants and this rate fell
to 16.6% when exclusions relating to recurrent or single episode depression were

applied. Overall, it is clear that there has been considerable variability in the prevalence
estimates of AjD, likely to be due to inconsistent choices regarding what symptoms were
used to assess AjD, whether or not the functional impairment criterion was applied, and use
of exclusions relating to other disorders.

Kazlauskas et al. ° reviewed more recent developments in ICD-11 AjD research
relating and noted that all studies used the ‘Adjustment Disorder New Module’ (ADNM) to
measure ICD-11 AjD. The ADNM 57 is a self-report measure developed prior to the
formulation of the ICD-11 narrative description for AjD. The ADMN includes a life stressor
event list (18 life events or problems) and a symptom list representing intrusive (5 items),
avoidance (7 items), and failure to adapt (5 items) symptoms. There are also secondary
symptom groups measuring depressed mood (6 items), anxiety symptoms (3 items) and
impulse control difficulties (3 items). A revised and abbreviated version of the scale, the
ADNM-20 & was developed to more closely align to the ICD-11 proposals for AjD and this is
reflected in its focus on the two core symptom clusters of preoccupations (4 items) and
failure to adapt (4 items). However, it also includes four associated symptom clusters of

avoidance (4 items), depression (3 items), anxiety (2 items), and impulsivity (3 items). There
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have been further abbreviations of the ADNM, namely an 8-item version (ADNM-8) ° and an
‘ultra-brief” 4-item version (ADNM-4) 1° both intended to focus specifically on the core AjD

symptoms of preoccupations and failure to adapt.

There are, however, a number of limitations with the ADNM-20, and its abbreviated
versions, in the context of the new ICD-11 narrative description of AjD. First, the ADMN-20
include 12 symptoms that are not reflected in the ICD-11 description. Second, the wording of
the preoccupation items do not capture the ‘excessive worry’ or ‘constant rumination about
its implications’ elements, and only capture the ‘recurrent and distressing thoughts’ element
of the description. Third, one item (‘All in all, the situation causes serious impairment in my
social or occupational life, my leisure time, and other important areas of functioning’) is used
as an indicator of both failure to adapt and as an assessment of functional impairment. Fourth,
the diagnostic algorithm for the identification of probable AjD is more complicated than for
other ICD-11 stress-related disorders including posttraumatic stress disorder (PTSD) and
Complex PTSD (CPTSD). * Finally, the ADNM life events list comprises 19 potential
stressors and requires the month and year of when the event occurred and ended. These
limitations are not consistent with the guiding principles of ICD-11 that diagnoses should be
focused on a limited but central set of symptoms, and maximise clinical utility and ease of
use. 12

In light of the limitations with existing measures of AjD and their associated
diagnostic algorithms, we developed a new self-report measure of ICD-11 AjD (the
International Adjustment Disorder Questionnaire [IADQ)]) that (1) captures all elements of
the ICD-11 narrative description of AjD in a brief manner, (2) provides a quick-and-easy
assessment of potential stressors, (3) explicitly separates the assessment of failure to adapt
and functional impairment, and (4) provides a simple and clinically useful diagnostic
algorithm. To accomplish this, a nine-item, broad-based stressor list was developed along

with six items measuring the two core symptom groups of preoccupation with the stressor
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and failure to adapt to the stressor. The performance of these items was tested using data
from a nationally representative sample of the adult population of the Republic of Ireland.
The factorial validity of the IADQ was assessed using confirmatory factor analysis (CFA) to
determine if the scale is unidimensional or, as hypothesised, comprised of two correlated
dimensions reflecting the symptom groups of preoccupations and failure to adapt.
Additionally, the concurrent validity of the IADQ was assessed by correlating the IADQ
scores with symptom measures of PTSD/CPTSD, depression, and generalized anxiety. We
hypothesised that strong, positive associations would be observed between the IADQ scores
and these other measure of psychopathology. Simple diagnostic rules, consistent with ICD-11
PTSD and CPTSD, were developed and applied to estimate the current rate of AjD in the
Irish population; and similar to Lorenz et al. #, we acknowledge that the rate is ‘tentative’ (p.
67) given the lack of a gold-standard criterion. Indicative AjD was calculated based on the
symptom, time of onset, and functional impairment criteria, and also when exclusions for
depression and PGD were applied. Finally, the associations between AjD and PTSD/CPTSD
were examined, and we hypothesised that high levels of association would be observed given
that these are all stress-related disorders.

Methods
Participants

Participants (N = 1,020) were recruited from an online research panel that is
representative of the general adult population of the Republic of Ireland. Participants were
selected using stratified, random probability sampling methods to ensure that the sample
characteristics of sex, age, and regional distribution matched information obtained from the
2016 census of the Republic of Ireland. Data were collected in February 2019. Respondents
had to be aged 18 years or older at the time of the survey and capable of completing the

survey in English. Participants were contacted by the survey company and requested to
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participate. If consenting, participants completed the survey online (median time of
completion = 22 minutes). Panel members are reimbursed by the survey company for their
time. Ethical approval for the study was granted by the ethical review board of Maynooth
University. The mean age of the sample was 43.10 years (Mdn = 42.00, SD = 15.12, range
18-87), and 51.0% were female (n = 520). The majority of respondents were in a committed
relationship (69.5%, n = 709), and 59.4% (n = 606) had children. Regarding one’s highest
level of educational achievement, 16.9% (n = 172) had completed a postgraduate degree,
36.9% (n = 376) had completed an undergraduate degree, 39.2% (n = 400) had completed
secondary school, and 7.1% (n = 72) did not complete secondary school. Nearly half of the
respondents were in full-time employment (45.8%, n = 467), 17.8% (n = 182) were in part-
time employment, 27.7 (n = 283) were retired, home making, or a student, and 8.6% (n = 88)

were currently unemployed and seeking work.
Procedures

Table 1 shows the content of the IADQ and how each section maps on to the ICD-11
narrative description of AjD. The ‘ICD-11 Narrative Description’ is taken directly from the

‘6B43 Adjustment disorder’ section from the ICD-11 online browser. *
Table 1 here

The content of the ‘Psychosocial Stressor’ list was developed to reflect the types of
problems listed in the narrative description and these general areas of stress are presented
with exemplars. Respondents are instructed to identify those stressors “that are currently
applicable to you”. The preoccupation items were derived directly from the ICD-11 narrative
description with items designed to measure ‘excessive worry’, ‘recurrent and distressing
thoughts’, and ‘constant rumination about its implications’. The ICD-11 narrative description
does not provide a precise description of what ‘failure to adapt’ represents, however, the

Chair of the ICD-11 working group for ‘disorders specifically associated with stress’ (author
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AM) clarified that this symptom group was intended to reflect an inability to recover and find
emotional equilibrium following exposure to a stressor or multiple stressors. The emergence
of symptoms within one month of the stressor(s) was measured using a single item, and the
functional impairment criterion was assessed using the same items as those in the
International Trauma Questionnaire, * a validated self-report measure of ICD-11 PTSD and

CPTSD.
Measures

Adjustment Disorder: The IADQ (available from
https://www.traumameasuresglobal.com/iadq (and in Appendix 1) consists of three main
sections. First, the psychosocial stressor checklist is answered using a binary response format
(Yes =1 or No = 0). Second, the symptom list consists of three items measuring
preoccupation symptoms and three items measuring failure to adapt symptoms. These item
are answered using a five-point Likert scale ranging from 0 (Not at all) to 4 (Extremely) and a
symptom was deemed to be present based on a score of > 2 (Moderately). Respondents are
also asked, “Did these problems start within one month of the stressful event?”” and answer
using a binary format (Yes = 1 or No = 0). Finally, functional impairment in the domains of
social, occupational/educational, and other important areas caused by these symptoms are

assessed using three items.

The indicative algorithm used to identify probable cases of AjD was as follows: (i) a
psychosocial stressor score > 1, (ii) endorsement of at least one preoccupation symptom and
at least one failure to adapt symptoms, (iii) onset of the AjD symptoms within one month of
the stressor, and (iv) endorsement of at least one functional impairment criteria met (a score
of > 2 on any of the three functional impairment items). The decision to require a symptom of
preoccupations and failure to adapt was made due to the wording of the narrative description

that specifies preoccupations “as well as” failure to adapt (underlined for emphasis): “The
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disorder is characterized by preoccupation with the stressor or its consequences, including
excessive worry, recurrent and distressing thoughts about the stressor, or constant

rumination about its implications, as well as by failure to adapt to the stressor”. *

PTSD and CPTSD: The ITQ ! is a self-report measure of ICD-11 PTSD and
CPTSD symptoms. Respondents complete the ITQ in relation to their worst traumatic event.
Six items measure PTSD symptoms, and six items measure ‘Disturbance in Self-
Organization’ (DSO) symptoms. The PTSD items are completed in terms of how much the
respondent has been bothered by each symptom in the past month, and the DSO items are
completed in terms of how the respondent typically feels, thinks about oneself, and relates to
others. The PTSD and DSO symptoms are accompanied by three items measuring functional
impairment caused by these symptoms. All items are answered on a five-point Likert scale,
ranging from O (Not at all) to 4 (Extremely) with possible scores on the PTSD and DSO scale
ranging from 0 to 24. A symptom is considered present where a score of > 2 (Moderately) is
achieved. The psychometric properties of the ITQ have been demonstrated in multiple
general population 3% and clinical > samples. The reliability (Cronbach’s alpha) of the
PTSD (a =.90) and DSO (a =.93) items in the current sample was excellent. PTSD
diagnosis requires traumatic exposure, at least one symptom present from each PTSD
symptom cluster (Re-experiencing, Avoidance, and Sense of Threat), and endorsement of at
least one indicator of functional impairment. CPTSD diagnosis is made if all of the PTSD
criteria are met, at least one symptom is present from each DSO cluster (Affective
Dysregulation, Negative Self-Concept, and Disturbed Relationships), and at least one
indicator of functional impairment related to these symptoms is endorsed. The ICD-11

diagnostic rules permit a diagnosis of PTSD or CPTSD, but not both.

PGD: The Inventory of Complicated Grief-Revised (ICG-R) 8 was used to measure

the ICD-11 symptoms of PGD. Respondents are first asked, “At any time in your life, has
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someone close to you died (e.g., a partner, parent, child, friend)?” and respond on a ‘Yes’ (1)
or ‘No’ (0) basis. They are then asked how long ago the bereavement occurred. Seven items
measure each ICD-11 PGD symptom, and one item measures functional impairment
associated with these symptoms. These items are answered using a five-point Likert scale (0-
4), and based on previous research, 8 a symptom is considered present if rated > 3. The
diagnostic algorithm of ICD-11 PGD requires endorsement of ICG-R1 or ICG-R2 and the
presence of any other three symptoms (ICG-R3 to ICG-R7). In this sample, 81.4% (n = 830)
of respondents experienced a bereavement, and the internal reliability of the symptom scale

was excellent (a = .89).

Depression: Nine symptoms of depression were measured using the Patient Health
Questionnaire-9 (PHQ-9). *° Respondents indicate how often they have been bothered by
each symptom over the last two weeks using a four-point Likert scale ranging from 0 (Not at
all) to 3 (Nearly every day). Possible scores range from 0 to 27, with higher scores indicative
of higher levels of depression. To identify participants likely to meet the criteria for
depressive disorder, a cut-off score of 15 was used as a meta-analysis reported that this score
produces specificity of .96. 2° The psychometric properties of the PHQ-9 scores have been
widely supported, 2 and the reliability of the scale among the current sample was excellent (a

= .93).

Generalized Anxiety: Symptoms of generalized anxiety were measured using the
Generalized Anxiety Disorder 7-item Scale (GAD-7). ?? Like the PHQ-9, respondents
indicate how often they have been bothered by each symptom over the last two weeks on a
four-point Likert scale (0 = Not at all, to 3 = Nearly every day). Possible scores range from 0
to 21, with higher scores indicative of higher levels of anxiety. The GAD-7 has been shown
to be a reliable and valid measure in multiple studies 23, and exhibited excellent reliability

among the current sample (o = .94).
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Data Analysis

The analyses were conducted in four linked phases. First, the IADQ psychosocial
stressor list was used to identify participants who had endorsed at least one life stressor.
Second, the descriptive statistics and endorsement rates for each of the six symptom
indicators of AjD were calculated. Third, the latent structure of the symptom scores was
tested using CFA. Two models were specified, a one-factor model and a two-factor model.
The one-factor model specified all six AjD indicators to load on a single latent variable
labelled ‘Adjustment Disorder’. The two-factor model specified a ‘Preoccupation’ latent
variable on which the three preoccupation items loaded, and a ‘Failure to Adapt’ latent
variable on which the three failure to adapt items loaded. The latent variables were correlated
and all unique variances (measurement errors) were uncorrelated. The models were first fitted
using the five-point Likert scale data, treating the indicators as continuous, and using robust
maximum likelihood (MLR) estimation. As the items were also used to estimate probable
AjD based on the cut-off of > 2 (Moderately), the two models were also fitted to the recoded
binary variables representing symptom endorsement, and these models were estimated using
robust weighted least squares estimator (WLSMV) based on the polychoric correlation matrix
of latent continuous response variables.

For both methods of estimation, standard recommendations were followed to assess
model fit 2*: a non-significant chi-square result (x°) indicates good model fit, Comparative Fit
Index (CFI) % and Tucker Lewis Index (TLI) 26 values above .95 reflect excellent fit and
values above .90 reflect acceptable fit; Root-Mean-Square Error of Approximation with 90%
confidence intervals (RMSEA 90% CI) ?” and Standardized Root-Mean-Square Residual
(SRMR) 28 values of .06 or less reflect excellent fit and values less than .08 reflect acceptable
fit. For the models based on MLR estimation, the Bayesian Information Criterion (BIC) ?°
was used to evaluate and compare models with the smallest value indicating the best fitting

model. Raftery % suggested that a 2-6 point difference offers evidence of model superiority, a
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6-10 point difference indicates strong evidence of model superiority, and a difference greater
than 10 points indicates very strong evidence of model superiority. For models based on
WLSMYV estimation, models were compared using the DIFFTEST. 3! These analyses were
performed using Mplus version 8.2. %

The third phase involved assessing concurrent validity by correlating the total scores
from the preoccupation and failure to adapt items, as well as the total IADQ scale score, with
scores from the PTSD and DSO subscales of the ITQ, as well as depression and generalized
anxiety symptoms scores from the PHQ-9 and GAD-7, respectively.

Finally, indicative AjD was calculated based on the stressor, symptom endorsement,
time of onset, and functional impairment criteria, and also based on the exclusion of
depression and PGD cases. The association between these adjusted AjD diagnostic cases and
PTSD/CPTSD diagnostic cases was examined using a Pearson y test.

Results

Most of the participants (n = 910, 89.2%) endorsed at least one item from the
psychosocial stressor list. The most commonly endorsed stressors related to financial
problems (45.5%), work/employment problems (37.7%), and personal health problems
(35.1%). The range of total stressor endorsement ranged from 0 to 8 with a mean of 2.30 (SD
= 1.84) and a median of 2.00. Subsequent factor analytic and concurrent validity analyses
were based on the 910 participants who endorsed at least one stressor. This sub-sample did
not differ from those who did not meet the stressor criterion in terms of sex (% (1) = 3.36, p =
.07) or age (t (1018) = 0.22, p = .83). The mean scores, and endorsement rates, for the IADQ
items are reported in Table 2. The preoccupations and failure to adapt items all had a mean of
approximately 1, corresponding to ‘Rarely’ on the Likert scale, and the endorsement rates
ranged from 23.9% to 38.2%. The mean scores and endorsement rates were generally slightly
higher for the preoccupation items compared the failure to adapt items.

Table 2 here
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The fit statistics for the one- and two-factor models are reported in Table 3. When the
five-point Likert data were used and the models were estimated using MLR, the one- and
two-factor models provided acceptable fit to the data. The two-factor model provided
superior fit as the 42 statistic was significant for the one-factor model while non-significant
for the two-factor model, the RMSEA and SRMR were closer to zero for the two-factor
model, and the CFI and TLI were closer to 1 for the two-factor model. Additionally, the BIC
was lower for the two-factor model, and the difference was greater than 10 points which
suggests it was statistically superior to the one-factor model. This was also indicated by the
scaled 4 difference test that showed that the two-factor model was significantly better than
the one-factor model (A ? (Adf = 1) = 43.29, p < .01). The standardised factor loadings for
the preoccupation (.82, .86, .87) and the failure to adapt (.86, .91, .90) items were all high,
positive, and statistically significant (ps < .01). The correlation between the factors was high
(r=.94).

Table 3 here

When the item scores were recoded to be binary, and the models were estimated using
WLSMV, the results were similar. Both models provided acceptable fit to the data, and the
two-factor model was judged to be significantly better based on the DIFFTEST (A (Adf =
1) = 8.34, p <.01). The standardised factor loadings for the preoccupation (.88, .92, .92) and
failure to adapt (.92, .96, .96) items were all high, positive, and statistically significant (ps <
.01). The correlation between the factors was high (r = .97). The reliability, based on
Cronbach’s alpha, of the preoccupation items (o = .88), failure to adapt (« = .92), and the
total scale scores (o = .94) were all excellent.

The preoccupation, failure to adapt, and total IADQ scores were highly and positively

correlated with symptom scores of PTSD, DSO, depression, and generalized anxiety (see
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Table 4). The magnitude of the correlations were similar across all criterion variables and did
not differ greatly for preoccupation and failure to adapt.
Table 4 here

The indicative algorithm of ICD-11AjD produced an rate for the entire sample (N =
1020) of 15.6% (95% CI = 13.4%, 17.8%). There was a significant sex difference with a
higher rate for females (19.2%) compared to males (11.8%) (4 (1) = 10.70, p < .01, OR =
1.78 [95% CI = 1.26, 2.52]). When participants who also screened positive for depression
(15.8%) and PGD (3.3%) were excluded, as per the ICD-11 exclusion rules, the overall rate
for AjD was 7.0% (n = 71) and the differences between males and females was not
significant (4* (1) = 0.87, p = .35).

Although PTSD and CPTSD are not exclusions for AjD, they are all stress related
disorders, and significant associations were expected. Of the 71 participants that were
indicative for AjD, 25.4% also met the criteria for PTSD or CPTSD; and the association
between AjD status and PTSD/CPTSD/no disorder status was significant (42 (2) = 11.35, p <
.01). If PTSD and CPTSD were exclusions, the rate of AjD would be 5.2% (n = 53) with no
significant sex difference (4* (1) = 1.26, p = .26).

Discussion

A global survey of nearly 5,000 psychiatrists and psychologists in 44 countries found
that AjD was the sixth most frequently utilised diagnosis, with more than 50% of clinicians
using the diagnosis at least once per week. * The introduction of a precise, stand-alone
diagnosis of AjD in ICD-11 2 represents an important development for the fields of
psychiatry and clinical psychology. Nonetheless, a clear diagnostic description of AjD
without a reliable and valid method of assessing and diagnosing the disorder is futile. As
such, we developed a brief, easy-to-use, and psychometrically sound self-report measure of
AjD in-line with the guiding principles of ICD-11 of focusing on core symptoms and

maximising clinical utility. 12 As illustrated in Table 1, the IADQ captures each component of
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the ICD-11 narrative description of AjD, and provides a simple diagnostic algorithm. The
IADQ was also designed in a manner consistent with the ITQ ** so that each of these
‘Disorders specifically associated with stress’ in ICD-11 can be measured in a highly
consistent manner.

The factorial and concurrent validity analyses of the IADQ were encouraging. The
one- and two-factor models provided very close fit to the sample data, irrespective of whether
the items were treated as continuous or categorical variables. The two-factor model, which
recognises the distinct but correlated dimensions of preoccupations and failure to adapt
symptoms, provided statistically superior fit compared to the one-factor model, however, the
correlation between these two factors was extremely high. Much of the existing literature on
ICD-11 AjD indicates that AjD is very probably a unidimensional latent construct, “7#3* and
current results are reasonably consistent with this conclusion. However, for diagnostic
purposes, the ICD-11 narrative description is clear in its requirement of preoccupation and
failure to adapt symptoms, meaning it was necessary to design the scale in a manner that
captured these two symptom sets. The CFA results indicated that the IADQ effectively
measures these two symptom groups and can therefore be used with confidence for
diagnostic purposes. However, in a research setting, a unidimensional scoring scheme is
likely to be more advantageous so as to avoid issues of multicollinearity. Indeed, the
concurrent validity results supports this conclusion. The preoccupations and failure to adapt
subscales correlated similarly strongly with symptoms of PTSD, DSO, depression, and
generalized anxiety, and the correlations for the total AjD score did not vary meaningfully
from those at the subscale level. That the AjD symptom scores were robustly associated with
symptom scores from other ICD-11 stress related constructs (i.e., PTSD and CPTSD), as well
as two common, non-stress-related disorders (i.e., depression and generalized anxiety), is
good evidence of the scale’s concurrent validity. Furthermore, the internal reliability of the

IADQ total and subscale scores were excellent.
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In the current study, we found that 15.6% of the sample met indicative criteria for
ICD-11 AjD based on our proposed algorithm, and following the removal of cases that also
met criteria for depression and PGD, the rate dropped to 7.0%. If cases of PTSD and CPTSD
were also excluded (however this is not required by ICD-11), the rate fell further to 5.2%.
These results are difficult to put into context given the different methods used across studies.
For example, the two previous general population based studies reported very different rates;
0.9% in the German population * and 17.5% in the Israeli population 4. The rate of AjD in
the Irish population, at 7.0%, was roughly in the middle of these estimates. The main problem
in comparing these rates, however, it that the core symptoms and diagnostic algorithms used
were different, and the use of exclusionary rules have not been applied consistently. We
suggest that the symptoms, diagnostic algorithms, and exclusionary requirements used in this
study are by far the most closely aligned to the current ICD-11 description of AjD, and
therefore, the current results of 7.0% represents the closest approximation of the true
population prevalence rate of ICD-11 AjD that has thus far been adduced. In the absence of
any established gold-standard method of assessing AjD, and until an appropriate clinician-
administered interview scale is developed, the IADQ likely provides the most effective
method currently available to assess ICD-11 AjD.

This study contains several limitations that should be acknowledged. First, the AjD
rate of 7.0% may be an overestimate as we were unable to apply all the exclusions in ICD-11;
we did not have measures of separation anxiety disorder of childhood, uncomplicated
bereavement, burn-out, or acute stress reaction, and so were unable to adjust for these
disorders. Second, as this study was the initial validation of a newly developed measure based
on recently released diagnostic algorithm of a pre-existing diagnosis, future research is
needed, particularly to establish the agreement between clinical interview assessment and
IADQ scores; the authors recommend that, whenever possible, until the level of agreement is

established the use of scale scores to assess severity are used. Third, we included a broad-
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based measure of exposure to psychosocial stressors rather than including a set of specific
stressors as we believed the latter approach would have led to an unwieldy measure given the
sheer number of potentially stressful life events that a person could encounter. It remains to
be seen if this approach is overly general and lacking in specificity. Fourth, while the sample
was representative of the Irish adult general population in terms of sex, age, and regional
distribution, we cannot be sure if the sample characteristics are representative of other
population parameters. For example, it was not possible to include members of the population
who were imprisoned or institutionalised. Finally, the generalizability of these findings to
culturally distinct, and non-English speaking populations is unknown. The ICD-11 diagnoses
are intended to be globally applicable (First et al., 2015), thus it is important that similar work
is conducted in non-western settings.

In conclusion, the introduction of a specific, stress-response based diagnosis of AjD in
ICD-11 has the potential to substantially improve the scientific integrity of one of the most
frequently used diagnoses in psychiatry and clinical psychology. The IADQ provides
researchers and clinicians with a method of measuring AjD that produces reliable scores. The
availability the IADQ can facilitate improvements in the field by offering a systematic
method of assessing AjD symptom indicators, and therefore leading to improvements in
knowledge regarding its risk factors and outcomes, and assessments of the effectiveness of
different clinical interventions to prevent and/or treat AjD. This study has shown that
approximately 1-in-14 adults in the general population of Ireland are currently affected by
AJD, that 1-in-4 of these individuals also suffers from a more serious stress-related disorder
(PTSD or CPTSD), and that AjD is strongly associated with symptoms of depression and

anxiety.

Data Availability Statement

Research data are not shared but are available upon request from corresponding author.
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Table 1. International Adjustment Disorder Questionnaire Items and ICD-11 Narrative Description.

IADQ Items ICD-11 Narrative Description

Psychosocial Stressors

1. Financial problems (e.qg., difficulty paying bills, Adjustment disorder is a maladaptive reaction to an identifiable psychosocial stressor
being in debt). or multiple stressors (e.g., divorce, illness or disability, socio-economic problems,
2. Work problems (e.g., unemployment, redundancy, conflicts at home or work).

retirement, problems/conflicts with colleagues,
change of job role).

3. Educational problems (e.g., difficulty with course
work, deadline pressure).

4. Housing problems (e.g., stressful home move,
difficulty finding a secure residence, lack of secure

residence).
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5. Relationship problems (e.g., break-up, separation or
divorce, conflict with family or friends, intimacy
problems).

6. My own health problems (e.g., illness onset or
deterioration, medication issues, injury or disability).

7. A loved one’s health problems (e.g., illness onset or
deterioration, medication issues, injury or disability).

8. Caregiving problems (e.g., emotional stress, time
demands).

9. Some other problem not mentioned above.

Adjustment Disorder Symptoms

Preoccupation The disorder is characterized by....
1. 1 worry a lot more since the stressful event(s). ...preoccupation with the stressor or its consequences, including excessive worry,
2. Ican’t stop thinking about the stressful event(s). recurrent and distressing thoughts about the stressor, or constant rumination about its

3. | often feel afraid about what might happen in the implications. ..



future since the stressful event(s).

Failure to Adapt

4. | find it difficult to adapt to life since the stressful
event(s).

5. I find it difficult to relax and feel calm since the
stressful event(s).

6. | find it difficult to achieve a state of inner peace
since the stressful event(s).

Symptom Time Criterion

Did these problems start within one month of the stressful

event(s)?

Functional Impairment

1. Affected your relationships or social life?

2. Affected your ability to work or your educational

life?

ICD-11 ADJUSTMENT DISORDER 26

...as well as by failure to adapt to the stressor.

...that usually emerges within a month of the stressor.

... that causes significant impairment in personal, family, social, educational,

occupational or other important areas of functioning.
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3. Affected any other important part of your life?
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Table 2. Mean scores, and endorsement rates (> 2), for the AjD and functional impairment items (n = 910).

Adjustment Disorder Symptoms Mean (SD) % Endorsement

Preoccupation

I worry a lot more since the stressful event(s). 1.39 (1.22) 390 (38.2%)

I can’t stop thinking about the stressful event(s). 1.04 (1.17) 282 (27.6%)

| often feel afraid about what might happen in the future since the stressful event(s). 1.26 (1.27) 350 (34.3%)
Subscale score 3.96 (3.32)

Failure to Adapt

| find it difficult to adapt to life since the stressful event(s). 0.94 (1.16) 244 (23.9%)
| find it difficult to relax and feel calm since the stressful event(s). 1.08 (1.23) 285 (27.9%)
| find it difficult to achieve a state of inner peace since the stressful event(s). 1.14 (1.27) 308 (30.2%)
Subscale score 3.39 (3.44)
Total scale score 7.35 (6.50)

Symptom Time Criterion

Did these problems start within one month of the stressful event(s)? -- 466 (45.7%)
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Functional Impairment
Affected your relationships or social life? 0.90 (1.17) 247 (24.2%)
Affected your ability to work or your educational life? 0.65 (1.06) 182 (17.8%)

Affected any other important part of your life? 0.81 (1.10) 220 (21.6%)
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Table 3. Fit statistics for the one- and two-factor model of adjustment disorder items (n = 920)

Model %2 df RMSEA CFlI TLI SRMR BIC

Estimator p (90% CI)

1 factor MLR 55.864 9 .076 .980 967 .018 13343.230
p< .01 (.057 - .095)

2 factor MLR 12.576 8 .025 .998 997 .008 13272.200
p=.127 (.000 - .050)

1 factor WLSMV 22.676 9 041 999 .998 015
p<.01 (.020 - .062)

2 factor WLSMV 10.335 8 .018 1.00 1.00 .010

p=.242 (.000 - .045)
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Table 4. Correlations between study variables (n = 920)

Depression Generalized Anxiety PTSD DSO

(PHQ-9) (GAD-7) (ITQ) (ITQ)

Preoccupation 634" 677" 574" 586"
Failure to Adapt 689" 709" 598" 634"
Total Score 689" 721" 610" 634"

Note: GAD-7 = Generalized Anxiety Disorder 7-item Scale; PHQ-9 = Patient Health Questionnaire; ITQ = International Trauma Questionnaire. *p <

.01.
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Appendix 1.

Below is a list of stressful life events that you may have experienced. Please indicate any of the following events that are currently applicable
to you:

I am currently experiencing... Yes No

1. Financial problems (e.g., difficulty paying bills, being in debt).

2. Work problems (e.g., unemployment, redundancy, retirement, problems/conflicts with colleagues, change of job

role).

Educational problems (e.g., difficulty with course work, deadline pressure).

Housing problems (e.g., stressful home move, difficulty finding a secure residence, lack of secure residence).

Relationship problems (e.g., break-up, sparation or divorce, conflict with family or friends, intimacy problems).

My own health problems (e.g., illness onset or deterioration, medication issues, injury or disability).

A loved one’s health problems (e.g., illness onset or deterioration, medication issues, injury or disability).

Caregiving problems (e.g., emotional stress, time demands).

W) ) N o A~ W

Some other problem not mentioned above.

This section should be completed only if you have answered ‘Yes’ to at least one of the events above. The following statements reflect
problems that people sometimes experience in relation to a stressful life event(s). Thinking about the stressful life event(s) you identified
above, please indicate how much you have been bothered by each of the following problems in the past month:

Not atall | Alittle bit | Moderately | Quite a bit | Extremely
10. I worry a lot more since the stressful event(s). 0 1 2 3 4
11. | can’t stop thinking about the stressful event(s). 0 1 2 3 4
12. | often feel afraid about what might happen in the future since
0 1 2 3 4
the stressful event(s).
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13. | find it difficult to adapt to life since the stressful event(s). 0 1 2 3 4
14. |find it difficult to relax and feel calm since the stressful event(s). 0 1 2 3 4
15. | find it difficult to achieve a state of inner peace since the
0 1 2 3 4
stressful event(s).

16. Did these problems start within one month of the stressful

Yes No
event(s)?
Not atall | Alittle bit | Moderately | Quite a bit | Extremely
In the past month have the above problems: 0 1 2 3 4
17. Affected your relationships or social life? 1 2 3 4
18. Affected your ability to work or your educational life? 0 1 2 3 4
19. Affected any other important part of your life? 0 1 2 3 4

Note: Minor stylistic changes have been made to the original scale. ltem 2 changed from “difficult colleagues” to “problems/conflicts with
colleagues”, and item 4 “moving home” to “stressful home move”.




