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This paper discusses Adj tment Disorder an 1,ow it may potentially af­
fect return to work outcom within the Work, 'Compensation system. 
Adjustment Disorder, a psychiatric diagnosis, ults from the onset of 
an identifiable psychological stressor and who ptoms are acute by 
definition. A reasonable stres 1· could be a work-1 ted injury resulting 
in occupational dysfunction. There is minimal re rch addressing the 
presence and impact of Adjustment Disorder withi ·ocational rehabili­
tation, and no literatw·e specifically regarding the ·1rkers' Compensa­
tion system exists. Although psychological distr has been noted 
within the Workers' Compensation claimant populat n, it is critical to 
consider unrecognized or mi -diagnosed Adjustmen isorder and its 
possible effect on the return to work process. 

There are many barriers that hinder the rehabilita­
tion process within what some perceive to be a compli­
cated Workers' Compensation system. The primary 
focus of the process consists of rehabilitating workers 
who are injured during the course of employment, spe­
cifically diagnosing and treating the physical injury 
sustained on the job. Consequently, special attention 
is warranted for the functional limitations that may 
present as a result of the work-related injury, espe­
cial1y when considering return to work options. Over­
all, the predominant concept maintained within the 
Workers' Compensation system reflects a sole promi­
nence on the physical aspect of the claimant's injury 
and recovery. 
Unfortunately, little to no emphasis is placed on the 
psychological aspects of the claimant's recovery (Bet­
ters & Shaw, 2009; Betters & Shaw, 2008; Sullivan & 
Stanish, 2003). Sullivan and Stanish state, "It has be­
come increasingly clear that psychological and social 
factors are significant determinants of pain and dis­
ability." (p. 97). There is little evidence that supports 
the presence of a Workers' Compensation claimant's 
treatment plan considering physical and psychologi­
cal needs equally in today's system (Sullivan & 
Starush). Most states do not consider psychological 
distress as a potential work-related injury. However, 
many professionals within the rehabilitation arena 
recognize the psychological cha1·acteristics that fre­
quently coexist with acquired physical disabilities, es­
pecially noted in pain management programs 
(Sullivan & Stanish). Unemployment caused by a 
work-related injury disrupts the daily routines of the 

individual, which in turn can create an upheaval in 
the structure of the claimant's life (Betters & Shaw, 
2009). Additional factors, including economics, family 
dynamics, and social constraints can also weigh 011 in­
jm·ed workers as they navigate the Workers' Compen­
sation rehabilitation process. 
There is literature that suggests unmet psychological 
need can act as a barrier to vocational rehabilitation, 
including within the Workers' Compensation system 
(Boersma & Linton, 2005; Gatchel, 2004; Severeijns, 
Vlayen, van den Hout, & Weber, 2001; Sullivan & 
Stanish, 2003; Vowles & Gross, 2003). Much of the lit­
erature has addressed "mainstream" diagnoses, such 
as Major Depressive Disorder, Dysthymic Disorder, 
Somatization Disorder, and a variety of Anxiety Dis­
orders. These diagnoses have been identified within 
the injured worker population, and consideration for 
psychological treatment accompanying physical reha­
bilitation has been a1·gued. It is therefote logical and 
imperative to recognize Adjustment Disorder and its 
potential underlying presence in the Workers' Com­
pensation rehabilitation system, especially when it is 
a condition that has yet to wa1Tant attention within 
the rehabilitation literature. 

Adjustment Disorder 

The DSM IV-TR (APA, 2000) defines Adjustment Dis­
order as a psychological response to an identifiable 
stressor or stressors that result in the development of 
clinically significant emotional or behavioral symp-
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toms. The symptoms of Adjustment Disorder emerge 
within three months of the onset of the stressor, and 
include a wide variety of impairments within social 
and occupational functioning. The DSM IV-TR also 
states that Adjustment Disorder is the appropriate di­
agnosis if symptoms fail to resolve within six months 
of the termination of the stressor or its consequences 
(APA). Psychosocial stressors, such as divorce, diffi­
culties in child rearing, illness or disability, financial 
problems, conflicts with work colleagues, moving, and 
retirement are all possible triggers for Adjustment 
Disorder. Maladaptive extremes of anxiety, depres­
sion, and impulse control problems are also reoccur­
ring themes of the diagnosis. According to DSM 
IV-TR, Adjustment Disorders are specified in various 
subtypes: 

1) AD with depressed mood, 

2) AD with anxiety, 

3) AD with mixed anxiety and depressed mood, 

4) AD with disturbance of conduct, 

5) AD with mixed disturbance of emotions and con-
duct, 

6) An unspecified subtype of AD. 

The DSM IV-TR recommends that a diagnosis of Ad­
justment Disorder should not be made if symptoms for 
other more specific disorders, such as anxiety or de­
pression, can be met (APA). This may contribute to a 
lack of identity within the rehabilitation arena, as it is 
conceivable to misdiagnose Adjustment Disorder as 
one of several previously mentioned conditions. How­
ever, Adjustment Disorder is a commonly used diag­
nosis among mental health clinicians, and it is among 
the top two most frequently coded diagnoses in spe­
cialty mental health claims (Azocar & Greenwood, 
2007). Specifically, it is commonly used by clinicians 
belonging to managed behavioral health organization 
panels that bill outpatient services related to inter­
personal relationships, family, or workplace issues 
when the patient does not display a definitive diagno­
sis for another Axis I disorder (Azocar & Greenwood). 
Therefore, failure to recognize this diagnosis may be 
related to the context in which it is being examined. 
Literature has noted that researchers are reluctant to 
perform further clinical analysis of Adjustment Disor­
der due to a lack of operational diagnostic specificity 
(Baumeister & Kufner, 2009). It is therefore under­
standable that certain environments, particularly 
those which operate under the scrutiny of service pro­
vision supported by literature arguing efficacious 
treatment, such as Workers' Compensation. 

Empirical evidence also suggests that Adjustment 
Disorder is a transient disorder with n tendency for 
spontaneous remission (Maercker, Einsle, & Kollner, 
2007). Because of this characteristic, clinicians pro­
viding services within the Workers' Compensation 
system may be reluctant to diagnose individuals with 

Adjustment Disorder. There are also studies that indi­
cate that Adjustment Disorder can lead to a higher 
rate of psychiatric morbidity, e.g., increased suicide 
rates (Maercker et al.). Hesitancy to diagnose may 
also exist because of this noted feature of the condi­
tion. 

Maercker and colleagues have suggested that re­
search addressing AD lacks a concise definition of the 
condition, and note how most clinicians and research­
ers use the diagnosis as an exclusionary criterion for 
mood or anxiety disorders. Baumeister and Kufner 
(2009) agree, and argue that Adjustment Disorder is a 
"sub-threshold diagnosis." The most common sources 
of criticism regarding how AD is defined in the DSM 
IV-TR is the differentiation between Adjustment Dis­
order and normal adaption processes, as well as any 
overlap with other psychological disorders (Maercker 
et al., 2007). Adjustment Disorder shares commonali­
ties with Posttraumatic Stress Disorder (PTSD) and 
Acute Stress Disorder (ASD), among other diagnoses, 
such a complicated grief(Horowitz, 1997). Baumeister 
and Kufner (2009) propose that a definitional revision 
of Adjustment Disorder be made even without suffi­
cient empirical evidence due to the presence of unsub­
stantiated diagnoses made by health care providers 
without operational specificity. A precedent for a defi­
nitional revision was made in the early 1980s in the 
absence of empirical evidence when the DSM-III 
made categorical changes based only on expert opin­
ion (Baumeister & Kufner). 

Maercker and colleagues (2007) have developed new 
diagnostic criteria for Adjustment Disorder based on 
the central symptoms of intrusion, avoidance, and 
failure to adapt. Intrusion symptoms are recurrent, 
distressing, and involuntary recollections of the event. 
An individual experiences repetitive thoughts or con­
stant rumination about the event, occurring most 
days for at least one month (Maercker et al.). The indi­
vidual may also undergo stress if reminded of the 
event. Avoidance occurs as the individual attempts to 
avoid stimuli associated with the perceived stressful 
event. The client's efforts to avoid the thoughts associ­
ated with the event are usually in vain (Maercker et 
al.). Individuals avoid feelings associated with the dis­
tressing event. Attempts to avoid talking about the 
event and withdrawal from others are also consumer 
symptoms. Lastly, failure to adapt occurs when there 
is a loss of interest in work, social life, care for others, 
and leisure activities. Patients also experience diffi­
culty concentrating, trouble sleeping, and lack of 
self-confidence when engaging in familiar activities 
(Maercker et al.). 

Although there is a lack of a specific instrument for 
AtljusLmeuL Disurtle1· tliaguusLics, Lhe HusviLal Au.xi­
ety and Depression Scale (RADS) is a common tool 
utilized for assessing Adjustment Disorder in outpa­
tient settings (Mykletun, Stordal, & Dahl, 2001). The 
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RADS has been determined to be both a valid and reli­
able measure for symptoms indicative of Adjustment 
Disorder, as internal consistency measures has been 
noted via Cronbach's Alpha at r = 0.76 (Mykletun et 
al.) Treatment options for claimants who have been 
diagnosed with Adjustment Disorder along with other 
injuries may include psychotherapy, particu1arly cog­
nitive behavioral therapy approaches, as well as phar­
macological treatment, or a combination of both 
(Azocar & Greenwood, 2007). The fundamental goal of 
treatment is to utilize the claimant's stress-coping 
mechanisms to prevent Adjustment Disorder from de­
veloping into another more chronic condition, such as 
Generalized Anxiety Disorder or Major Depressive 
Disorder. Long-term effectiveness of treatment sug­
gests appropriateness fo1· Adjustment Disorder, and 
post-treatment relapse has been minimally noted 
(Azocar & Greenwood). 

Considerations for Workers' 
Compensation 

Treating the multiple aspects of the claimant's condi­
tion during the rehabilitation process after a work re­
lated injury appears to be the most cost-effective 
means to a successful long-term return to work. Carri­
ers appear cautious not to incorporate psychiatric 
treatment, --possibly to avoid a torrent of undesired 
costs. If carriers were to invest in the utilization of 
psychiatric care, including assessment, evaluation, 
and treatment, successful retw·n to work outcomes 
may result, which is favorable to all parties. 

Adjustment Disorder can manifest in various forms 
after the onset of a stressor, such as the life-changing 
experience of a work-related injury. It is ve1-"Y likely 
that individual currently in the Workers' Compensa­
tion rehabilitation system are affected by this disor­
der's symptoms, which may interfere with their re­
turn to work process. Based on the previously 
mentioned literature, there are several reasons for 
why this condition may be overlooked. Regardless of 
whether the possible oversight is accidental or inten­
tional, this diagnosis warrants specific attention, es­
pecially when considering the potential impact it can 
have on the injured worker and the rehabilitation pro­
cess. Individuals with Adjustment Disorder may be 
less likely to fully participate in both medical and vo­
cational rehabilitation. They may be perceived as un­
interested in vocational development, noncompliant 
with rehabilitative therapeutics, and uncooperative 
with rehabilitation professionals throughout the pro­
cess. Essentially, all of the perceived barriers that 
have been implied for other psychological conditions, 
such as depression, may be present. However, no ex­
planatory diagnosis has been determined. These indi­
viduals may contribute to the 'difficult client" stereo­
type, as they are within the system with no rationale 

for how and why they may behave. Consequently, the 
clients may be construed as adversarial, defensive, or 
apathetic. 
Continued research focusing on Adjustment Disorder 
and its implications within vocational rehabilitation 
may change its status from an intermediate or tran­
sient disorder to that of a fundamental diagnosis that 
will assist in returning injured workers back to work. 
Additional research is needed examining the impact 
of psychological treatment, including costs associated 
with the care, effects return to work outcomes within 
the Workers' Compensation system. However, until 
such research is conducted and published, it is critical 
for parties providing Workers' Compensation rehabil­
itation services to deem Adjustment Disorder as a 
valid diagnosis and a potential barrier for the clients 
they serve. 
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