
Dissociative disorders. Severe dissociative responses (in the absence of characteristic 
acute stress disorder symptoms) may be diagnosed as derealization/depersonalization 
disorder. If severe amnesia of the trauma persists in the absence of characteristic acute 
stress disorder symptoms, the diagnosis of dissociative amnesia may be indicated.
Posttraumatic stress disorder. Acute stress disorder is distinguished from PTSD because 
the symptom pattern in acute stress disorder must occur within 1 month of the traumatic event 
and resolve within that 1-month period. If the symptoms persist for more than 1 month and 
meet criteria for PTSD, the diagnosis is changed from acute stress disorder to PTSD.
Obsessive-compulsive disorder. In obsessive-compulsive disorder, there are recurrent 
intrusive thoughts, but these meet the definition of an obsession. In addition, the intrusive 
thoughts are not related to an experienced traumatic event, compulsions are usually pres
ent, and other symptoms of acute stress disorder are typically absent.
Psychotic disorders. Flashbacks in acute stress disorder must be distinguished from il
lusions, hallucinations, and other perceptual disturbances that may occur in schizophre
nia, other psychotic disorders, depressive or bipolar disorder with psychotic features, a 
delirium, substance/medication-induced disorders, and psychotic disorders due to an
other medical condition. Acute stress disorder flashbacks are distinguished from these 
other perceptual disturbances by being directly related to the traumatic experience and by 
occurring in the absence of other psychotic or substance-induced features.
Traumatic brain injury. When a brain injury occurs in the context of a traumatic event 
(e.g., traumatic accident, bomb blast, acceleration/deceleration trauma), symptoms of 
acute stress disorder may appear. An event causing head trauma may also constitute a 
psychological traumatic event, and tramautic brain injury (TBI)-related neurocognitive 
symptoms are not mutually exclusive and may occur concurrently. Symptoms previously 
termed postconcussive (e.g., headaches, dizziness, sensitivity to light or sound, irritability, 
concentration deficits) can occur in brain-injured and non-brain injured populations, in
cluding individuals with acute stress disorder. Because symptoms of acute stress disorder 
and TBI-related neurocognitive symptoms can overlap, a differential diagnosis between 
acute stress disorder and neurocognitive disorder symptoms attributable to TBI may be 
possible based on the presence of symptoms that are distinctive to each presenta
tion. Whereas reexperiencing and avoidance are characteristic of acute stress disorder and 
not the effects of TBI, persistent disorientation and confusion are more specific to TBI (neu
rocognitive effects) than to acute stress disorder. Furthermore, differential is aided by the 
fact that symptoms of acute stress disorder persist for up to only 1 month following trauma 
exposure.

Adjustment Disorders
Diagnostic Criteria

A. The development of emotional or behavioral symptoms in response to an identifiable 
stressor(s) occurring within 3 months of the onset of the stressor(s).

B. These symptoms or behaviors are clinically significant, as evidenced by one or both of 
the following:
1. Marked distress that is out of proportion to the severity or intensity of the stressor, 

taking into account the external context and the cultural factors that might influence 
symptom severity and presentation.

2. Significant impairment in social, occupational, or other important areas of functioning.
C. The stress-related disturbance does not meet the criteria for another mental disorder 

and is not merely an exacerbation of a preexisting mental disorder.



D. The symptoms do not represent normal bereavement.
E. Once the stressor or its consequences have terminated, the symptoms do not persist 

for more than an additional 6 months.
Specify whether:

309.0 (F43.21) With depressed mood: Low mood, tearfulness, or feelings of hope
lessness are predominant.
309.24 (F43.22) With anxiety: Nervousness, worry, jitteriness, or separation anxiety 
is predominant.
309.28 (F43.23) With mixed anxiety and depressed mood: A combination of de
pression and anxiety is predominant.
309.3 (F43.24) With disturbance of conduct: Disturbance of conduct is predominant.
309.4 (F43.25) With mixed disturbance of emotions and conduct: Both emotional 
symptoms (e.g., depression, anxiety) and a disturbance of conduct are predominant. 
309.9 (F43.20) Unspecified: For maladaptive reactions that are not classifiable as one 
of the specific subtypes of adjustment disorder.______________________________

Diagnostic Features
The presence of emotional or behavioral symptoms in response to an identifiable stressor 
is the essential feature of adjustment disorders (Criterion A). The stressor may be a single 
event (e.g., a termination of a romantic relationship), or there may be multiple stressors 
(e.g., marked business difficulties and marital problems). Stressors may be recurrent (e.g., 
associated with seasonal business crises, unfulfilling sexual relationships) or continuous 
(e.g., a persistent painful illness with increasing disability, living in a crime-ridden neigh
borhood). Stressors may affect a single individual, an entire family, or a larger group or 
community (e.g., a natural disaster). Some stressors may accompany specific developmen
tal events (e.g., going to school, leaving a parental home, reentering a parental home, get
ting married, becoming a parent, failing to attain occupational goals, retirement).

Adjustment disorders may be diagnosed following the death of a loved one when the 
intensity, quality, or persistence of grief reactions exceeds what normally might be ex
pected, when cultural, religious, or age-appropriate norms are taken into account. A more 
specific set of bereavement-related symptoms has been designated persistent complex be
reavement disorder.

Adjustment disorders are associated with an increased risk of suicide attempts and 
completed suicide.

Prevalence
Adjustment disorders are common, although prevalence may vary widely as a function of 
the population studied and the assessment methods used. The percentage of individuals 
in outpatient mental health treatment with a principal diagnosis of an adjustment disorder 
ranges from approximately 5% to 20%. In a hospital psychiatric consultation setting, it is 
often the most common diagnosis, frequently reaching 50%.

Development and Course
By definition, the disturbance in adjustment disorders begins within 3 months of onset of 
a stressor and lasts no longer than 6 months after the stressor or its consequences have 
ceased. If the stressor is an acute event (e.g., being fired from a job), the onset of the dis
turbance is usually immediate (i.e., within a few days) and the duration is relatively brief 
(i.e., no more than a few months). If the stressor or its consequences persist, the adjustment 
disorder may also continue to be present and become the persistent form.



Risk and Prognostic Factors
Environmental. Individuals from disadvantaged life circumstances experience a high 
rate of stressors and may be at increased risk for adjustment disorders.

Culture-Reiated Diagnostic issues
The context of the individual's cultural setting should be taken into account in making the 
clinical judgment of whether the individual's response to the stressor is maladaptive or 
whether the associated distress is in excess of what would be expected. The nature, mean
ing, and experience of the stressors and the evaluation of the response to the stressors may 
vary across cultures.

Functional Consequences of Adjustment Disorders
The subjective distress or impairment in functioning associated with adjustment disorders 
is frequently manifested as decreased performance at work or school and temporary 
changes in social relationships. An adjustment disorder may complicate the course of ill
ness in individuals who have a general medical condition (e.g., decreased compliance with 
the recommended medical regimen; increased length of hospital stay).

Differential Diagnosis
Major depressive disorder. If an individual has symptoms that meet criteria for a major 
depressive disorder in response to a stressor, the diagnosis of an adjustment disorder is 
not applicable. The symptom profile of major depressive disorder differentiates it from ad
justment disorders.
Posttraumatic stress disorder and acute stress disorder. In adjustment disorders, the 
stressor can be of any severity rather than of the severity and type required by Criterion A 
of acute stress disorder and posttraumatic stress disorder (PTSD). In distinguishing ad
justment disorders from these two posttraumatic diagnoses, there are both timing and 
symptom profile considerations. Adjustment disorders can be diagnosed immediately 
and persist up to 6 months after exposure to the traumatic event, whereas acute stress dis
order can only occur between 3 days and 1 month of exposure to the stressor, and PTSD 
cannot be diagnosed until at least 1 month has passed since the occurrence of the traumatic 
stressor. The required symptom profile for PTSD and acute stress disorder differentiates 
them from the adjustment disorders. With regard to symptom profiles, an adjustment dis
order may be diagnosed following a traumatic event when an individual exhibits symptoms 
of either acute stress disorder or PTSD that do not meet or exceed the diagnostic threshold 
for either disorder. An adjustment disorder should also be diagnosed for individuals who 
have not been exposed to a traumatic event but who otherwise exhibit the full symptom pro
file of either acute stress disorder or PTSD.
Personality disorders. With regard to personality disorders, some personality features 
may be associated with a vulnerability to situational distress that may resemble an adjust
ment disorder. The lifetime history of personality functioning will help inform the in
terpretation of distressed behaviors to aid in distinguishing a long-standing personality 
disorder from an adjustment disorder. In addition to some personality disorders incurring 
vulnerability to distress, stressors may also exacerbate personality disorder symptoms. In 
the presence of a personality disorder, if the symptom criteria for an adjustment disorder 
are met, and the stress-related disturbance exceeds what may be attributable to maladap
tive personality disorder symptoms (i.e.. Criterion C is met), then the diagnosis of an ad
justment disorder should be made.



Psychological factors affecting other medical conditions. In psychological factors af
fecting other medical conditions, specific psychological entities (e.g., psychological symp
toms, behaviors, other factors) exacerbate a medical condition. These psychological 
factors can precipitate, exacerbate, or put an individual at risk for medical illness, or they 
can worsen an existing condition. In contrast, an adjustment disorder is a reaction to the 
stressor (e.g., having a medical illness).
Normative stress reactions. When bad things happen, most people get upset. This is 
not an adjustment disorder. The diagnosis should only be made when the magnitude of 
the distress (e.g., alterations in mood, anxiety, or conduct) exceeds what would normally 
be expected (which may vary in different cultures) or when the adverse event precipitates 
functional impairment.

Comorbidity
Adjustment disorders can accompany most mental disorders and any medical disorder. 
Adjustment disorders can be diagnosed in addition to another mental disorder only if the 
latter does not explain the particular symptoms that occur in reaction to the stressor. For 
example, an individual may develop an adjustment disorder, with depressed mood, after 
losing a job and at the same time have a diagnosis of obsessive-compulsive disorder. Or, 
an individual may have a depressive or bipolar disorder and an adjustment disorder as 
long as the criteria for both are met. Adjustment disorders are common accompaniments 
of medical illness and may be the major psychological response to a medical disorder.

Other Specified Trauma- and 
Stressor-Related Disorder

309.89 (F43.8)

This category applies to presentations in which symptoms characteristic of a trauma- and 
stressor-related disorder that cause clinically significant distress or impairment in social, 
occupational, or other important areas of functioning predominate but do not meet the full 
criteria for any of the disorders in the trauma- and stressor-related disorders diagnostic 
class. The other specified trauma- and stressor-related disorder category is used in situa
tions in which the clinician chooses to communicate the specific reason that the presenta
tion does not meet the criteria for any specific trauma- and stressor-related disorder. This 
is done by recording “other specified trauma- and stressor-related disorder” followed by 
the specific reason (e.g., “persistent complex bereavement disorder”).

Examples of presentations that can be specified using the “other specified” designation 
include the following:
1. Adjustment-like disorders with delayed onset of symptoms that occur more than 

3 months after the stressor.
2. Adjustment-like disorders with prolonged duration of more than 6 months with

out prolonged duration of stressor.
3. Ataque de nervios: See “Glossary of Cultural Concepts of Distress” in the Appendix.
4. Other cultural syndromes: See “Glossary of Cultural Concepts of Distress” in the Ap

pendix.
5. Persistent complex bereavement disorder: This disorder is characterized by severe 

and persistent grief and mourning reactions (see the chapter “Conditions for Further 
Study”).



Unspecified Trauma- and 
Stressor-Related Disorder

309.9 (F43.9)

This category applies to presentations in which symptoms characteristic of a trauma- and 
stressor-related disorder that cause clinically significant distress or impairment in social, oc
cupational, or other important areas of functioning predominate but do not meet the full cri
teria for any of the disorders in the trauma- and stressor-related disorders diagnostic class. 
The unspecified trauma- or stressor-related disorder category is used in situations in which 
the clinician chooses not to specify the reason that the criteria are not met for a specific 
trauma- and stressor-related disorder, and includes presentations in which there is insuffi
cient information to make a more specific diagnosis (e.g., in emergency room settings).


