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Background
Adjustment disorder is one of the most widespread mental dis-
orders worldwide. In ICD-11, adjustment disorder is charac-
terised by two main symptom clusters: preoccupation with the
stressor and failure to adapt. A network analytic approach has
been applied to most ICD-11 stress-related disorders. However,
no study to date has explored the relationship between symp-
toms of adjustment disorder using network analysis.

Aims
We aimed to explore the network structure of adjustment dis-
order symptoms and whether its structure replicates across
questionnaire versions and samples.

Method
A network analysis was conducted on adjustment disorder
symptoms as assessed by the Adjustment Disorder–New
Module (ADNM-8) and an ultra-brief version (ADNM-4) using data
from 2524 participants in Nigeria (n = 1006), Kenya (n = 1018) and
Ghana (n = 500).

Results
There were extensive connections between items across all
samples in both ADNM versions. Results highlight that

preoccupation symptoms seem to be more prominent in terms
of edges strengths (i.e. connections) and had the highest cen-
trality in all networks across samples and ADNM versions.
Comparisons of network structure invariance revealed one dif-
ference between Nigeria and Ghana in both ADNM versions.
Importantly, the ADNM-8 global strength was similar in all net-
works whereas in the ADNM-4 Kenya had a higher global
strength score compared with Nigeria

Conclusions
Results provide evidence of the coherence of adjustment dis-
order in ICD-11 as assessed by the ADNM questionnaire. The
prominence of preoccupation symptoms in adjustment disorder
highlights a possible therapeutic target to alleviate distress.
There is a need to further replicate the network structure of
adjustment disorder in non-African samples.
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Adjustment disorder in ICD-11

Adjustment disorder has been identified as one of the most preva-
lent mental disorders worldwide.1,2 According to ICD-113 adjust-
ment disorder is a maladaptive reaction to a stressful life event,
ongoing psychosocial adversities or a combination of stressful life
situations that usually emerges within a month of the occurrence
of a stressor and tends to resolve within 6 months, unless the stres-
sor persists for a longer duration. In ICD-11, adjustment disorder is
characterised by two main symptom clusters: ‘preoccupations with
the stressor’, which includes symptoms such as recurrent and dis-
tressing thoughts or rumination about the stressor or its implica-
tions, and ‘failure to adapt’, which includes difficulties
concentrating, sleep disturbances and an inability to recover emo-
tionally.4,5 For a diagnosis of adjustment disorder, the symptoms
must be associated with significant impairment in functioning.

Operationalisation of adjustment disorder

The introduction of specific diagnostic criteria in ICD-11 represents
a change in the conceptualisation of adjustment disorder, which
previously was considered as a diagnosis if a person failed to meet
criteria for another disorder.4 In parallel to the development of
the adjustment disorder symptom criteria, a scale to assess adjust-
ment disorder has been developed for validation of the newly pro-
posed concept. Maercker et al6 introduced and initially validated a
29-item self-report questionnaire, the Adjustment Disorder–New
Module (ADNM), which was later condensed to 20 items.7 The
ADNM-20 can be used to assess the two core symptom clusters of
adjustment disorder in ICD-11 (preoccupation with the stressor

and failure to adapt), as well as accessory stress-related symptoms
(depression, anxiety, avoidance, impulsivity). Several validation
studies of both ADNM versions indicated good psychometric prop-
erties (for example convergent and discriminant validity, factor
structure, internal consistency).7,8 More recently and in line with
the conceptualisation of adjustment disorder in the ICD-11, an
eight-item brief version, consisting of only the core symptoms9

and an ultra-brief measure consisting of only two items of preoccu-
pation and two items of failure to adapt10 were produced and vali-
dated. Findings demonstrate that both the brief ADNM-8 and the
ultra-brief ADNM-4 subscales are reliable and valid instruments
for the assessment of adjustment disorder.9,10

Network analytic methods

The coherence of ICD-11 adjustment disorder has been predomin-
antly explored using factor analytic methods, as described in the
above-mentioned studies. However, factor analytic models assume
a pre-determined set of factors.11 This inherent limitation of
latent variable models means they are less efficient in providing
the full complexity of relationships among the different symptoms
of adjustment disorder.

The network approach, on the other hand, conceptualises
mental disorders as systems of connected symptoms rather than
reflecting an unobservable disorder. The symptoms co-occur
because they reciprocally reinforce each other, not because they
arise from a common underlying cause.11,12 One of the advantages
of the network approach is that the interconnections of symptoms
can be mathematically analysed and visually exemplified. A
network structure consists of ‘nodes’ that represent the symptoms
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studied and edges that represent the relationship between nodes.
Edges have thicknesses (‘weights’) corresponding to the strength
of the association between the nodes they connect. Graph theory
has been used to represent different spatial and functional charac-
teristics that reveal information about the type of relationship
between the nodes in the network.13 Visualising adjustment dis-
order in this way allows insight into the complex relations among
its symptoms and allows estimating the structure of the different
measures described.

From a clinical point of view, network analytic techniques place
the focus on understanding the individual symptoms of a syndrome
and can identify the symptoms that are most central within the
adjustment disorder network and convey a high level of clinical
information.13 Central symptoms are those with many strong con-
nections to other symptoms, greater numbers of connections, and
those that bridge between other symptoms.14 Identifying central
symptoms of a disorder is of crucial importance to clinicians in
order to guide intervention efforts. It may also identify key symp-
toms associated with the prognosis of patients, rather than relying
on global scores or a dichotomous diagnosis. Preliminary findings
suggest that symptom centrality is related to the longitudinal
course of a disorder.15 In the case of adjustment disorder, very
few disorder-specific interventions have been developed to date16

and thus, obtaining information on symptom centrality may be par-
ticularly relevant for improving future treatment efforts.

The network analytic approach has been applied to most ICD-
11 stress-related disorders, such as complicated grief,17 post-trau-
matic stress disorder and complex post-traumatic stress disorder.18

However, to date, adjustment disorder has not been explored using
this statistical framework for its newly defined core symptoms.
Considering the controversies around adjustment disorder and
the new structure in ICD-11, it is worthwhile to explore the net-
works for adjustment disorder symptoms.

The current study

We aimed to analyse the symptoms network of ICD-11 adjustment
disorder using scales that estimate the core symptoms only, i.e. the
brief ADNM-8 and the ultra-brief ADNM-4, in a large data-set
including three samples collected in Nigeria, Kenya and Ghana.
This strategy allowed us to compare the similarity of the network
results in both questionnaire versions and across three different
samples. We aimed to:

(a) assess conceptual validity by exploring which of the symptoms
were strongly associated with one another and were geograph-
ically located adjacently. Support for ICD-11 conceptualisation
would be reflected in stable connectivity of the network with
high connections among preoccupation symptoms and
among failure to adapt symptoms. Preoccupations should be
associated to a lesser degree with failure to adapt symptoms.

(b) examine which symptoms are most central and whether they
belong to the preoccupations – or the failure to adapt cluster, and

(c) to explore the stability of findings between samples and ADNM
versions.

Method

Participants and procedure

The study sample included 2524 participants fromNigeria (n = 1006),
Kenya (n = 1018) and Ghana (n = 500). Each sample was drawn from
a panel using stratified and random probability sampling methods to
ensure a close approximation of representativeness in terms of census
data on age and gender in each country (for more information
regarding samples see19). The study was approved by the institutional

review board at Ariel’s University (AU-MBE-2018-1029). Each
participant signed an electronic informed consent prior to
participation. Inclusion criteria were citizenship of one of the
following countries (Nigerian. Ghana and Nigeria), age over 18 and
having English proficiency.

Measurements

The Adjustment Disorder–New Module-8 (ADNM-8)9 assesses
preoccupation and failure to adapt similarly to the ICD-11.
Participants first rate a list of stressors, indicating which stressors
they experienced during the previous 2 years. Then, they rate the
presence of adjustment disorder symptoms during the past 2
weeks. Four items refer to preoccupation with the stressor(s) and
four items assess failure to adapt symptoms (see Table 1). Each
item is scored on a four-point Likert-type scale (1, never; 2, rarely;
3, sometimes; 4, often). The total score of the ADNM-8 is the
sum of responses to all items, and higher scores are indicative of
greater severity of adjustment disorder. The internal reliability of
the ADNM-8 was satisfactory for Ghana (0.91), Kenya (0.90) and
Nigeria (0.90) for total scores as well as for the preoccupation and
the failure to adapt subscales, in Ghana (0.85, 0.83), Kenya (0.85,
0.84) and Nigeria (0.86, 0.83), respectively.

The ADNM-410 is an ultra-brief version of the ADNM-8 with a
clear factor structure and good convergent and discriminant valid-
ity. It assesses adjustment disorder core symptoms (preoccupations
and failure to adapt) with two items each (see Table 1). Each item is
scored on a four-point Likert-type scale (1, never; 2, rarely; 3, some-
times; 4, often). The score of the total ADNM-4 is the sum of
responses to all items, and higher scores are indicative of greater
severity of adjustment disorder. The internal reliability of the
ADNM-4 preoccupation and failure to adapt scales were acceptable
for the Ghana (0.82), Kenya (0.83) and Nigeria (0.80) samples.

Statistical analysis
Regularised partial correlation networks across the three samples

More information regarding network estimation and stability and
accuracy of both edges and the centrality index techniques can be
found in Supplementary materials available at https://doi.org/10.
1192/bjp.2021.46.

Network estimation and visualisation

We estimated partial pairwise correlations parameters between all
nodes, through a Gaussian graphical model (GGM). The method-
ology is described in details in the Supplementary materials
section.We used the graphical least absolute shrinkage and selection
operator (Graphical Lasso; implemented in qgraph), which visua-
lises sparse networks using part correlations, and considered the
ordinal scale of the questionnaire.

Network stability

We examined the stability of the individually estimated networks,
including estimating 95% confidence intervals around the edge-
weights and estimating a correlation-stability coefficient for
strength centrality. More information regarding the network ana-
lysis techniques can be found in the Supplementary materials, and
in a tutorial.20

Network comparisons

To compare differences between networks, we estimated network
differences between each pair of networks using the
NetworkComparisonTest (NCT) package in R.9 More information
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regarding the network comparisons techniques can be found in the
Supplementary materials.

Results

Descriptive information

Table 1 shows the mean scores on the adjustment disorder core
symptoms items across the three samples. All items differed
across the three samples, although the effect size (η2: small, 0.10;
medium, 0.25; large, 0.50) were generally small. The Kenyan
sample had higher mean scores in all individual symptoms
compared with both Ghana and Nigeria. The rates of probable
adjustment disorder were high in all three countries: Ghana
(23.4%), Kenya (27.8%) and Nigeria (17.7%). The samples had dif-
ferent numbers of stressors F(2, 2521) = 34.91, P < 0.001, η2 = 0.03,
which is a medium-large effect. People from Kenya and Nigeria
reported higher rates of stressors compared with Ghana, in
particular assault, financial problems, move to a new home,
unemployment, illness of loved one and death of a loved one.

Regularised partial correlation networks across the
three samples
Network estimation of the ADNM-8

Estimated networks are shown in Supplementary Fig. 1. To enhance
visual comparability of edges, we estimated the average layout of the
three networks and presented all networks using this layout (Fig. 1).
In the ADNM-8 symptoms network, 19 of 28 possible edges (67.9%)
in the Ghana network, 21 of 28 possible edges (75.0%) in the Kenya
network, and 20 of 28 possible edges (71.4%) in the Nigeria network
were non-zero. This designates that the symptoms had extensive con-
nections with each other in all samples. The visual inspection of the
three networks exhibited many consistent edges across the samples,
such as most robust connections between the preoccupation item:
‘repeated thoughts’ (item 1) and ‘sense of burden’ (item 2). Next in
the hierarchy of edges strength is the association between the
impairment in functioning item (item 8) and failure to adapt items
(item 6 – ‘difficulties doing work/tasks’ and item 7 – ‘sleep
difficulties’).

In the Nigerian sample, there was also a substantial association
between the failure to adapt item 6 (‘difficulties going to work/doing
daily tasks’) and item 7 (‘sleep difficulties’), as well as a strong asso-
ciation between the preoccupation item 4 (‘constant memories’) and

item 5 (‘thoughts often revolve’). In the Ghana sample, the preoccu-
pation item 4 (‘constant memories’) was strongly associated with
the failure to adapt item 3 (‘difficulties concentrating’).

Network stability of the ADNM-8

To confirm the visual similarity of networks, we used Spearman cor-
relations of edge-weights for all combinations of networks, which
are presented in the Supplementary materials. Analysis shows that
the accuracy of the edges was satisfactory.

The results of the confidence interval showed that edge-weights
were moderately large. In addition, the results showed low accuracy
of the centrality strength index (see the Supplementary material text,
results: Network accuracy and stability and Supplementary Figs 3–6).

Network inference of the ADNM-8

The standardised strength centrality estimates are presented in
Supplementary Fig. 2. Item 2 (‘sense of burden’) was the node
with the highest strength centrality in all networks. However, the
nodes with the smallest centrality differ between networks, although
in all of them, it was from the ‘failure to adapt’ subscale. In the
Ghana network, it was the ‘difficulties going to work/doing daily
tasks’, in the Kenya network, it was ‘sleep problems’, and in the
Nigeria network, it was ‘constant memories’.

Network comparisons of the ADNM-8

Results from the network comparison test showed that global
strength values per group were 3.56, 3.55 and 3.51 for Ghana,
Kenya and Nigeria, respectively (S-statistics for each pair of
samples ranged from 0.01 to 0.06 and P-values ranged from 0.32
to 0.89). The Nigeria network structure differed from Ghana
(M = 0.19 (where M is an index for comparison between networks),
P = 0.01). Kenya and Ghana (M = 0.14, P = 0.28) as well as Kenya
and Nigeria (M = 0.09, P = 0.59) were similar concerning structure
and the level that nodes were connected.

Network estimation of the ADNM-4

Estimated networks are shown in the Supplementary Fig. 7.We esti-
mated the average layout of the three networks and presented all
networks using this layout (see Fig. 2). In the symptoms network
of adjustment disorder according to ADNM-4, six of six possible
edges (100%) in the Ghana and Kenya networks, and five of six pos-
sible edges (83.3%) in the Nigeria network were non-zero. This

Table 1 F statistics, means (s.d.) of the Adjustment Disorder–New Module (ADNM) items of the three samples

ADNM items Ghana Kenya Nigeria F (2,2051) η2

Preoccupation
Item 1: I have to think about the stressful situation repeatedly 2.46 (0.96)a 2.69 (0.92)b 2.50 (0.91)a 15.95*** 0.012
Item 2: I have to think about the stressful situation a lot and this is a
great burden to me (item 1 in ADNM-4)

2.28 (1.09)a 2.49 (1.04)b 2.28 (1.01)a 12.75*** 0.010

Item 4: I constantly get memories of the stressful situation and can’t
do anything to stop them (item 2 in ADNM-4)

2.11 (0.96)a 2.25 (1.04)b 2.06 (0.98)a 9.65*** 0.010

Item 5: My thoughts often revolve around anything related to the
stressful situation

2.21 (1.00)a 2.29 (0.99)b 2.16 (0.99)a 4.76*** 0.003

Failure to adapt
Item 3: Since the stressful situation, I find it difficult to concentrate
on certain things (item 3 in ADNM-4)

2.12 (0.97)a 2.40 (1.04)b 2.02 (0.96)a 37.15*** 0.030

Item 6: Since the stressful situation, I don’t like going to work or
carrying out necessary tasks in everyday life (item 4 in ADNM-4)

1.68 (0.92)a 1.82 (0.97)b 1.58 (0.82)a 17.63*** 0.010

Item 7: Since the stressful situation, I can no longer sleep properly 1.89 (0.96)a 2.06 (1.01)b 1.77 (0.92)a 23.18*** 0.020
Item 8: Overall, the stressful situation affected me strongly in my
personal relationships, my leisure activities or in other important
areas of life

1.80 (0.94)a 1.94 (0.99)b 1.73 (0.91)a 13.67*** 0.010

All P-values are <0.001, means sharing a common subscript are not significantly different at α = 0.01 according to Bonferroni significant difference procedure.
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designates that the symptoms had highly extensive connections with
each other in all samples.

The visual inspection of the three networks exhibited many
similarities across the three samples, such as most robust connec-
tions between the two items of the preoccupation items and
between the two items of the failure to adapt scale. The third item
of difficulties in concentrating was associated with the two preoccu-
pation items. The fourth item of difficulties with work/tasks was
relatively weakly related to the failure to adapt items.

Network stability of the ADNM-4

The results of the confidence interval showed that edge-weights
were moderately large. In addition, the results showed high accuracy
of the centrality strength index (see Supplementary material,
Results: Network accuracy and stability and Supplementary Figs
9–12 for more details).

Network inference of the ADNM-4

Analysis shows that the accuracy of the edges is satisfactory. The stan-
dardised strength centrality estimates are presented in Supplementary
Fig. 8. Item 2 (‘constant memories’) was the node with the highest

strength centrality in all networks. In the Kenyan network, it was
equally central with item 3 (‘difficulties to concentrate’). In all three
networks the least central item was ‘difficulties in work/tasks’.

Network comparison of the ADNM-4

Global strength values per group were 1.51, 1.55 and 1.48 for Ghana,
Kenya and Nigeria, respectively. Ghana did not differ from Kenya
(S = 0.04 P = 0.40) and Nigeria (S = 0.03 P = 0.53). The Kenyan
network had a higher global strength compared with Nigeria
(S = 0.6 P = 0.05). The Nigerian network structure differed from
that of Ghana (mean 0.15 P = 0.05). Kenyan and Ghana (mean
0.11 P = 0.34) as well as Kenyan and Nigeria (mean 0.11 P = 0.12)
networks were similar concerning structure and the level that
nodes were connected.

Discussion

Main findings

The current study investigated the symptom network structure of
ICD-11 adjustment disorder in three nationally representative

adnm6 adnm6
GhanaKenya

Nigeria

adnm8 adnm8

adnm7 adnm7
adnm5 adnm5

adnm1 adnm1

adnm2 adnm2

adnm4
adnm4

adnm3

adnm6

adnm8

adnm7

adnm5

adnm1

adnm2

adnm4adnm3

adnm3

(a) (b)

(c)

Fig. 1 Networks of Adjustment Disorder–NewModule (ADNM)-8 Adjustment disorder symptoms in three African samples using average spring
layout. (a) Kenya; (b) Ghana; (c) Nigeria.

Nodes represent ADNM-8 items, and edges regularised partial correlations with Lasso penalty. Distances among nodes and thickness of edges relate to the size of their partial
correlations. Blue edges (lines) indicate positive relations and black edges indicate negative relationships. ADNM 1: repeated thoughts; ADNM 2: sense of burden; ADNM 3:
difficulties concentrating; ADNM 4: constant memories; ADNM 5: thoughts revolve; ADNM 6: work/tasks difficulties; ADNM 7: sleeping problems; ADNM 8: functional Impairment.
The full items can be found in Table 1.
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samples from Nigeria, Kenya and Ghana. To our knowledge, this
was the first investigation of ICD-11 adjustment disorder network
structure. Results suggested extensive connections between items
in all samples in the ADNM-8 and robust highly extensive associa-
tions in the ADNM-4 network. The network structure was relatively
consistent across questionnaire versions and countries regarding the
inter-associations between nodes, and results suggest that preoccu-
pation symptoms seem to be most central to the clinical picture of
adjustment disorder. This consistency of findings provides further
evidence for the conceptual validity of this newly defined condition
as assessed by the ADNM questionnaire. In particular, the clinical
picture arising from the findings gives support to the preoccupation
symptoms as more central, while failure to adapt symptoms and
functioning were intertwined.

Conceptual validity

The first aim of the study was to assess conceptual validity of
adjustment disorder by exploring the individual symptoms’ dynam-
ics (i.e. evaluating which of the symptoms are strongly associated

with one another). The results partially support the syndromic
integrity of ICD-11 adjustment disorder as assessed by ADNM-8.
Specifically, there was high connectivity between two preoccupation
items – item 1 ‘repeated thoughts’ and item 2 ‘sense of burden’.
Although the first symptom represents an objective observation of
repeated thoughts, the second symptom represents the subjective
appraisal of burden related to repeated thoughts. However, across
all three networks, the remaining two preoccupation items (items
4 and 5) were not highly connected to the network based on
partial correlations, which suggests that they do not add unique
variance to the adjustment disorder network. Scrutinising the
phrasing of the items, it is evident that item 1, item 4 and item 5
are highly similar. It is possible that these items assess the same
symptom (repetitive thoughts about the stressor) rather than repre-
senting distinct symptoms of the preoccupation syndrome.

In line with this explanation, both preoccupation items of the
ADNM-4 (item 2 and item 4) were highly connected and seem to
represent distinct aspects of the preoccupation syndrome, that are
significant above and beyond others. This finding suggests that
the ADNM-4 may be sufficient to represent preoccupations as

adnm2

adnm4

adnm2

adnm4

adnm3

Kenya

Ghana

Nigeria

adnm3

adnm1 adnm1

adnm2

adnm1

adnm4

adnm3

(a)

(c)

(b)

Fig. 2 Networks of Adjustment Disorder–NewModule (ADNM)-4 adjustment disorder symptoms in three African samples using average spring
layout. (a) Kenya; (b) Ghana; (c) Nigeria.

Nodes represent ADNM-4 items, and edges regularised partial correlations with Lasso penalty. Distances among nodes and thickness of edges relate to the size of their partial
correlations. Blue edges (lines) indicate positive relations. ADNM 1: sense of burden; ADNM 2: constant memories; ADNM 3: difficulties concentrating; ADNM 4: work/tasks
difficulties. The full items can be found in Table 1.
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assessed by the ADNM questionnaire and implies that some items
on the 8-item version may have been redundant. This is further
shown by satisfactory stability of the strength centrality in the
ADNM-4 network as opposed to the poor stability of the strength
centrality in the ADNM-8. Nevertheless, future research should
evaluate whether they adequately cover the preoccupation cluster
of adjustment disorder.

Failure to adapt items did not represent a strongly interrelated
network in the ADNM-8. This finding is in line with earlier obser-
vations of acceptable but relatively low internal consistencies of the
subscale, ranging from Cronbach’s α = 0.71 in a help-seeking
sample9 to α = 0.80 in a non-clinical sample exposed to burglary.8

The weaker associations between different failure to adapt nodes
as compared with preoccupation nodes, however, has face validity,
since they cover a variety of symptoms from concentration difficul-
ties to sleep problems. Interestingly, the analysis of the network
structure revealed that two failure to adapt items (item 6 ‘difficulties
doing work/tasks’ and item 7 ‘sleep difficulties’) are strongly asso-
ciated with functional impairment in adjustment disorder. This
finding suggests that failure to adapt symptoms as assessed by the
ADNM-8 are more strongly associated with functional impairment
compared with preoccupation symptoms. It can also imply that
failure to adapt is intertwined with functional impairment,
perhaps a subjective perception of it, as opposed to more actual
malfunctioning.

The failure to adapt item 3 (‘concentration difficulties) was asso-
ciated to an equal extent with preoccupation symptoms as with
other failure to adapt symptoms. Consequently, concentration dif-
ficulties may act as a bridge symptom between the two core
symptom clusters, potentially increasing the likelihood of experien-
cing one syndrome when experiencing the other.21 Concentration
problems may be a result of both preoccupation and failure to
adapt symptoms. For example, it is possible that preoccupations,
such as constant, uncontrollable memories (for example item 4),
are a cause of concentration difficulties among patients with adjust-
ment disorder. At the same time, concentration difficulties may
result from sleep problems (item 7), which belongs to the failure
to adapt cluster. As the network approach does not assume that
the indicators of a disorder are independent, it can visualise such
potentially causal relationships.12 Future research is needed in
order to clarify the temporal order and interdependence of adjust-
ment disorder symptoms.

Overall, the two adjustment disorder core symptom clusters of
preoccupations and failure to adapt were clearly interrelated. This
finding aligns with previous factor analytical studies that lent
support to a unidimensional conception of adjustment disorder as
assessed by the ADNM. They showed high correlations of
between 0.75 to 0.96 between subfactors of adjustment disorder.7,22

The current study contributes to this evidence by using a method-
ology that did not assume latent factor but rather visualises the
complex relationships between symptoms.

Central symptoms

The second aim of the study was to examine which symptoms are
most central to the adjustment disorder network and whether
they belong to the preoccupations or the failure to adapt core
symptom clusters. In the ADNM-8 and ANDM-4, the node with
the highest strength centrality belonged to the preoccupation
scale. More specifically, in ADNM-8 the preoccupation item 2
(‘sense of burden’) had the highest strength centrality in all three
networks. This finding, however, was limited by the fact that the sta-
bility of the index was insufficient, creating some ambiguity about
the centrality of this preoccupation symptom. Thus, the ADNM-4
network was explored and yet again a preoccupation item (item 2

‘constant memories’) showed the most strength centrality, with
high and satisfying stability. Highly central symptoms have the
potential to maintain a disorder.23 The results thus highlight the
relatively greater importance of preoccupation symptoms as com-
pared with failure to adapt symptoms. This finding aligns with
results from a longitudinal study over a 1-year period that showed
that intrusive memories was the symptom that was most likely to
be associated with a diagnosis of adjustment disorder.24

Stability

Finally, the study aimed to explore the stability of findings between
samples and measures. The overall connectivity was similar across
countries. However, as could be expected, there were several
differences between the networks of different countries. Whereas
Nigeria and Kenya, as well as Ghana and Kenya did not differ in
terms of network structure invariance, Nigeria and Ghana differed
significantly in both ADNM-8 and ADNM-4. Importantly, the
global score of the ADNM-8 was similar in all networks. This
implies that the associations have the same magnitude of overall
connectivity in all networks as well as the same structure, but the
edges structure is significantly different between the Nigeria and
Ghana networks.

This difference may be rooted in the Nigerian sample, which
had stronger associations of two failure to adapt items (items
6 and 7) than was the case in the samples from Ghana and Kenya.
Moreover, among the preoccupation symptoms the Nigerian
network also included stronger connections (items 4 and 5)
compared with the other samples, which indicates that both core
symptom clusters were more distinctly represented in the
Nigerian sample. Interestingly, studies show that Nigeria may be a
particularly disadvantaged country with regard to mental health
access and support.25 There was a higher level of exposure to life
events in Nigeria compared with Ghana and equal exposure to life
events compared with Kenya.19 It may be speculated that the
higher prevalence of exposure may result in higher support of the
adjustment disorder structure in the Nigerian network compared
with Ghana.

Limitations

The study has several limitations. First, it relied on self-report data
rather than clinician-administered interviews, which may have
biased the reports. Second, findings in community samples may
not generalise to treatment-seeking or clinical samples. Third, the
stability of the centrality index in the ADNM-8 networks did not
reach the acceptable cutoff for the stability index (see
Supplementary materials).. However, the high stability in the
ADNM-4 networks confirmed the centrality of preoccupations
and made our conclusions more solid. Fourth, the cross-sectional
nature of the data does not allow for any inferences on causality.
Fifth, the samples that were examined represented non-western cul-
tures and it remains to be explored in replication studies whether
the results generalise to Western societies. However, given the
rarity of studies focused on adjustment disorder in a non-Western
context, the findings also represent an important step in validating
the ICD-11 adjustment disorder concept more widely.

Implications

Despite the study’s limitations, the current findings provide an
important first impression of the network structure of adjustment
disorder and revealed patterns of association that can guide future
research and practice. Despite cultural variations in samples, the
structure of the network remained relatively consistent across all
three countries. First and foremost, results provide further evidence
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for the validity of this newly defined condition, particularly with
regard to the preoccupation syndrome. As the ICD-11 and the
DSM-5 conceptualisations of adjustment disorder differ, most sig-
nificantly with regard to the focus on preoccupation with the
stressor in ICD-11, investigations regarding the nature of the pre-
occupation syndrome are crucial. The current study sheds light
on the two adjustment disorder core symptom criteria of the
ICD-11 and shows the complexity in the relationship between them.

One of the major benefits of defining specific symptom criteria
for ICD-11 adjustment disorder is that it facilitates the development
of disorder-specific interventions.7 The current study further con-
tributes to guide future intervention development by emphasising
the central role of preoccupation with the stressor and highlighting
this as a particularly promising target for intervention. In cognitive–
behavioural therapy, for example, an important treatment compo-
nent is psychoeducation regarding functional thoughts and
problems-solving, on the one hand, and dysfunctional rumination,
on the other hand. Furthermore, imaginal exposure-based techni-
ques may be adequate interventions if patients with adjustment dis-
order are oscillating between preoccupations with the stressors and
attempts to avoid remembering the stressor.16 Given its central role
in adjustment disorder networks across different questionnaire ver-
sions and countries, future research should aim to better understand
the clinical importance of the preoccupation cluster.
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Psychiatry in
sacred texts

Psychiatry and the Bhagavad Gita

Aarti Datta

It was another evening of sweltering heat during the first lockdown, and shortly after an overtired 3-year-old and a new-
born had (thankfully) started to dream, I found the Bhagavad Gita. It had been pushed to a corner of our family bookshelf,
losing its spot to a mountain of books on psychiatry, parenting and, of course, the likes of The Gruffalo and The Tiger Who
Came to Tea.

Exhausted, sleep deprived and wearing clothes stained with every bodily fluid a new-born can and will produce, I still
deemed it a good time to open the Bhagavad Gita. The same copy that had humbly sat, unopened, on every one of my
bookshelves since the day I started university.

I was struck by the sheer amount and conveyance of psychiatric themes. The literature was not too far away from what I
have framed ‘medical advice’ during engagement with children and families.

There was another reason I was hooked immediately and became a fervent reader – the setting of the Gita, in themiddle of
a battlefield, during a crisis that is consuming the world. At its centre is a warrior, Arjuna, mentally drowning in his own
despair and loneliness. He turns to Lord Krishna for some perspective, help, insight, understanding, or what we call
‘therapy’.

The discourse that ensues between Lord Krishna and Arjun provides a framework for pursuing a habitual mindset that
strives for both physical andmental health. The verses that exploremental well-being do so via treatises on the experience
of worldly gratification alongside the need for self-made gratification as an end in itself.

Gratification free from worldly attachment arises from a strong awareness, mindfulness, starting with one’s breathing,
pranayama. This is in tandem with awareness of bodily needs: ‘nāty-asńatas tu yogo ‘sti na caikāntam anasńataḥ na
cāti-svapna-sı́l̄asya jāgrato naiva cārjuna’ [‘There is no achievement of harmony, O Arjuna, if one eats toomuch or too little,
sleeps too much or does not sleep enough’]. And then there is a move to dhyana yoga, the pursual of truthful knowledge
for the purposes of self-empowerment. The mere acquisition of this varied knowledge becomes a self-fulfilling act, pre-
venting mental and physical inertia: ‘karmaṇy evādhikāras te, mā phaleṣu kadācana, mā karma-phala-hetur bhūr, mā te
sańgo ‘stv akarmaṇi’ [‘Perform your prescribed duty, without entitlement to the fruits of your action, you are not the
cause of the results. Do not resort to inaction’]. And finally, loneliness. The concept of self-comfort vis-à-vis a free-flowing
state of consciousness is indeed a strong theme, though not exclusive of the concept of being one of wider humanity and
of numerous species. This refers to the concept of Brahman, ‘that which contains all ֹ’.

It wasn’t long before my children were awake after my episode of spiritual indulgence. I was still in stain-covered maternity
clothes, still exhausted and sleep deprived; but also a bit more peaceful, gratified – and breathing.
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