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Adjustment Disorders (AD)
According to the Utah Division of Substance Abuse & Mental Health Annual Report (2007), 12.5% of all diagnoses of mental health clients 17 years old or younger in Utah Public Health Centers are Adjustment Disorder diagnoses (UDSAMH, Personal Communication, September 19, 2007).
RESEARCH METHOD

A literature search on evidence based practices for screening, assessing, and treating adjustment disorders (AD) in youth was conducted on November 4, 2008. See Figures 1.1 and 1.2 for information about the use of specific databases and search terms.  


RESULTS


From the literature search described above, only three articles were found that address AD in youth, adolescents, or children. The first article, Service Use for Patients with Adjustment Disorder and Short Term Treatment: A Brief Report, compared clinical outcomes for individuals diagnosed with AD who completed treatment within 6 months of admission to individuals diagnosed with AD who continued treatment beyond 6 months. Perhaps of greatest note is that results indicate clients treated for 12 months or longer had significantly worse outcomes than clients treated for a shorter duration. 

The second article, Adjustment Disorder: A Multisite Study of its Utilization and Interventions in Consultation-Liaison Psychiatry Setting (Strain et al, 1998), used historical records of 1039 referrals to seven U.S. university teaching hospitals to examine characteristics of clients referred for AD. The authors found that clients diagnosed with AD were more likely to exhibit problems of anxiety, coping, and depression, had less past psychiatric illness, and were rated as functioning better than clients diagnosed with non-AD disorders. Interventions used to treat clients diagnosed with AD were similar to interventions used to treat clients with non-AD diagnoses, particularly prescription antidepressants. The length of treatment for clients with AD diagnoses was similar to the length of treatment for clients diagnosed with other disorders. 
The third article, Suicidality in Adjustment Disorder: Clinical Characteristics of Adolescent Outpatients (Pelkonen, Marttunen, Henriksson, and Lonnqvist, 2005) examined background and treatment-related factors for suicidal adolescents diagnosed with AD and were receiving outpatient treatment. The authors found that adolescents diagnosed with AD who were suicidal were characterized by previous psychiatric treatment, poor psychosocial functioning at admission, suicide of a close friend or relative as a stressor, a depressed mood, and psychomotor restlessness. The authors concluded that psychiatric assessment of clients diagnosed with AD should include careful and constant monitoring for symptoms of suicidal thoughts or actions. 

All three articles lament the paucity of research on AD.  Azocar and Greenwood (2007) state AD is “a commonly used diagnosis…yet overlooked by researchers…” Peloknen, Martttunen, Henriksson, and Lonnqvist report that “although a remarkable proportion of adolescents suffer from AD, few studies have documented the characteristics of…AD patients.” Strain et al (1998) conclude that “…a reliable and valid survey instrument (to assess AD) to date remains elusive, (but) its need is no less essential for rigorous methodological advance…” Clearly, conclusive and evidence-based practices for screening, assessing, and treating AD are largely unexplored.

SCREENING

Although no “gold standard” instrument exists to screen for AD, research on AD can offer some tips for effective screening. As AD is comorbidly diagnosed most frequently with personality disorder and organic mental disorder (Strain et al., 1998), screening should account for multiple diagnoses and be able to sift out symptoms of AD from other diagnoses. Further, because youth diagnosed with AD were “very likely” to have developed major mental illness at a five-year follow up (Strain, 1998), youth with a history of AD diagnosis should also be screened, and considered at risk for, other major mental disturbances. Further, because suicidal behavior seems to be much more prominent in individuals with AD, screening should include thorough monitoring of suicidal tendencies (Pelkonon, Marttunen, Henriksson, & Lonnqvist, 2005), (Strain et al, 1998).
ASSESSMENT

Just as no instrument currently exists to screen for AD, there is also no current instrument for assessing AD. To make a diagnosis of AD, mental health professionals use the Diagnostic and Statistical Manual of Mental Disorders (Revised 4th Edition), commonly referred to as “The DSM”, as a diagnostic tool. The DSM lists specific diagnostic criteria including the development of emotional or behavioral symptoms in response to an identifiable stressor and a significant impairment in functioning. There are six subtypes of AD: with depressed mood, with anxiety, with mixed anxiety and depressed mood, with disturbance of conduct (conduct which consistently violates the rights of others), with mixed disturbance of emotions and conduct, and unspecified. The DSM is supported by extensive empirical foundation formed by multi-disciplinary and peer reviewed team process (American Psychiatric Association [DSM-IV-TR], 2000). However, in a study of 211 individuals diagnosed only with AD, Azocar and Greenwood (2007) found difficulty using the DSM to differentiate between AD and “more severe psychopathologies like depressive, anxiety, or substance abuse disorders,” especially early in the onset of psychiatric illnesses when symptoms may not yet meet criteria for more severe diagnosis.
TREATMENT

There is no standard treatment for AD. Practitioners are likely to gear treatment towards the specific subtype of AD. Thus, the treatment for a client diagnosed with AD with anxiety is likely to focus on relieving anxiety, and a client diagnosed with AD with depressed mood is likely to focus on relieving depression.  For many providers, psychotropic medications are the first line of treatment of AD. However, the safety and effectiveness of these medications “remains without consensus or guidelines” (Strain et al, 1998). Treatment is complicated by the lack of reliable screening or assessment tools. For instance, in a comparison of two groups of individuals diagnosed with AD, clients who received less than 6 months of psychotherapy achieved more improvement in functioning than clients who received more than 6 months of psychotherapy.  Since non-chronic AD by definition lasts no longer than 6 months, a client diagnosed with only AD who did not improve after 6 months of psychotherapy aimed at reducing maladaptive response to the stressor could indicate inaccurate diagnosis, or progression of AD to more severe psychopathologies (Azocar & Greenwood, 2007). 
CONCLUSION
Clearly, there are many complex and poorly understood factors which influence effective identification and treatment of AD.  Research obtained through this literature review indicates that clinicians providing care and treatment for youth diagnosed with AD should carefully assess for suicidal thoughts and a history of suicide attempts. Future research should focus on identifying specific, effective screening and assessment tools in addition to interventions for the specific treatment of AD.
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