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CASE 3
3A: Diagnosis
Bernard meets criteria for Adjustment Disorder with Anxiety (F43.22) (American Psychiatric Association [APA], 2022). Bernard began experiencing symptoms within approximately six weeks of a specific and identifiable stressor: his son leaving home to attend college out of state. The intensity of his anxiety exceeds what might typically be expected in response to this transition, is contributing to tension in his family relations, especially with his wife, and is disruptive to normal functioning. His symptoms do not satisfy the full diagnostic criteria for another anxiety or mood disorder, and they have persisted for less than six months. Thus, based on the timing, severity, and duration of symptoms, Adjustment Disorder with Anxiety (F43.22) is the most appropriate diagnosis at this time.

3B: Diagnostic Justification
The criteria and justification for Adjustment Disorder with Anxiety (F43.22) for Bernard follows. Each criterion (APA, 2022, p.320) is listed in bold followed by examples from the Bernard case that support the criterion being met. 

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). Bernard’s emotional and behavioral symptoms in response to an identifiable stressor – specifically, his son moving out of state to go to college – developed within six weeks. Thus, Criterion A is met. 

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. Bernard’s distress is out of proportion to the intensity of his son’s going away to college as evidence by the following: worrying that something bad may happen to his son; preoccupied with concerns about his son’s safety and well-being; feeling pressure to “do something” to prevent an emergency or be prepared to help in the event of an emergency; and feeling like he is “kicking his son out” by converting his son’s  bedroom to an office.
2. Significant impairment in social, occupational, or other important areas of functioning. Bernard’s anxiety has led to significant impairment in his family dynamics – specifically, with his wife – as evidence by the following: Bernard’s reluctance to help his wife and his son with renovating his son’s bedroom as they had discussed and planned prior to his son’s moving out; avoidance of discussing the renovation; and arguments with his wife over his lack of engagement with the renovation of his son’s room. 

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. Bernard’s symptoms do not meet full criteria for another anxiety or mood disorder. Specifically, his symptoms do not meet the full criteria for Generalized Anxiety Disorder (GAD) (F41.1) (APA, 2022, p.251) because the following criteria are not met.
· Criterion A: Excessive anxiety and worry (apprehensive expectation), occurring more days than not for at least 6 months, about a number of events or activities (such as work or school performance). This criterion is not satisfied as Bernard’s anxiety has been present for only six weeks, not “at least 6 months” and is only about his son’s moving out, not “about a number of events or activities.”   

· Criterion C: The anxiety and worry are associated with three (or more) of the following six symptoms (with at least some symptoms having been present for more days than not for the past 6 months): Restlessness or feeling keyed up or on edge; Being easily fatigued; Difficulty concentrating or mind going blank; Irritability; Muscle tension; Sleep disturbance (difficulty falling or staying asleep, or restless, unsatisfying sleep). Bernard denies any changes in his sleeping patterns and does not express any other symptoms (e.g., fatigue, difficulty concentrating, irritability).

In addition, Bernard does not meet criteria for Major Depressive Disorder (MDD) (F32) (APA, 2022, pp.183-184). For MDD, at least one of the symptoms is either (1) depressed mood or (2) loss of interest or pleasure. While Bernard denies feeling excessively sad, he does not partake in the enjoyment his wife and son are having in renovating the son’s room. In this way, he does meet the criterion of “loss of interest” for the same two-week period. In addition to one of these symptoms though, for MDD, four of more symptoms from the list – i.e., depressed mood, diminished interest or pleasure, significant weight loss or gain, insomnia or hypersomnia, psychomotor agitation or retardation, fatigue or loss of energy, feelings of worthlessness or excessive or inappropriate guilt, diminished ability to think, or recurrent thoughts of death – are not met by Bernard. Therefore, he does not have MDD. 

D: The symptoms do not represent normal bereavement and are not better explained by prolonged grief disorder. While Bernard has experienced the transitional loss of his son leaving for college, his reaction to this event is disproportionate to what would be expected in normal bereavement. Rather than reporting sadness, yearning, or separation-related distress, he describes persistent and intrusive fears that his son will be harmed, particularly in a car accident. His distress is fueled by catastrophic thinking and anxiety, not grief-related longing. He denies significant changes in sleep, appetite, or mood, further distinguishing his presentation from depressive or prolonged grief reactions. In addition, his continued rumination about worst-case scenarios and avoidance of discussing or participating in the bedroom conversion suggests maladaptive coping rather than a typical adjustment in response to an empty-nest transition.

E: Once the stressor or its consequences have terminated, the symptoms do not persist for more than an additional 6 months. Bernard’s symptoms have been present for about six weeks. This is within the “6 months” timeframe for Adjustment Disorder. 

F43.22 With anxiety: Anxiety symptoms (e.g., nervousness, worry, jitteriness, or separation anxiety) are predominant. Bernard’s symptoms include anxiety symptoms such as worry and nervousness about his son’s well-being, jitteriness and fear about catastrophic events happening to his son, and anxiety about his (in)ability to respond to emergencies. Thus, Bernard meets the criteria for the specifier “with anxiety.”  

3C: Treatment Plan according to DO A CLIENT MAP Format
Using the DO A CLIENT MAP format in Reichenberg and Seligman (2016, pp.209-210), this format is applied to the Bernard case. Below is a treatment plan consistent with the DO A CLIENT MAP structure adjustment disorder with anxiety.

Diagnosis
◾ Adjustment Disorder with Anxiety (F43.22)

Objectives of Treatment
◾ Reduce excessive worry and catastrophic thinking regarding son’s safety
◾ Decrease avoidance behaviors related to bedroom conversion
◾ Reduce marital conflict and improve marital communication
◾ Develop mastery over anxiety symptoms
◾ Develop cognitive and behavioral coping strategies to manage anxiety 

Assessments
◾ Measure anxiety with rating scales 
◾ Interview to assess timing of anxiety onset (about six weeks ago) and specific stressor (son moving out of state for college)
◾ Measure frequency and intensity of catastrophic thoughts (car accidents) 
◾ Measure frequency and intensity of behavioral symptoms (avoidance of discussing and converting son’s bedroom) 
◾ Assess symptom persistence beyond six months
◾ Ongoing evaluation of depressive symptoms (e.g., sleep, appetite) 

Clinician Characteristics
◾ Patient and empathetic
◾ Supportive but also challenging of maladaptive thought patterns
◾ Encouraging and somewhat directive in guiding toward participation in avoided activities
◾ Calming and reassuring in addressing catastrophic fears
◾ Comfortable with assigning homework (e.g., journalizing)

Location of Treatment
◾ Weekly outpatient individual counseling
◾ Possible couples counseling if marital discord continues 

Interventions to Be Used
◾ Cognitive-behavioral therapy (CBT) used to identify and challenge maladaptive thoughts (such as catastrophizing and control and responsibility for “saving” son in emergency)
◾ Psychoeducation to normalize empty nest syndrome and to provide communication skills instruction (e.g., expression of emotions to wife)
◾ Desensitization via exposure strategies to reduce avoidance behaviors (such as participating in bedroom renovation)
◾ Mindfulness, relaxation, and anxiety coping strategies training (such as breathing exercises and muscle relaxation techniques)
◾ Homework Assignments such as journalizing anxious thoughts and their triggers

Emphasis of Treatment
◾ Present-oriented
◾ Moderately directive

Numbers
◾ Individual counseling
◾ Possible couples counseling if needed

Timing
◾ Weekly sessions of moderate duration (8 to 15 sessions) 

Medications Needed
◾ Not needed at this time unless anxiety becomes disabling 

Adjunct Services
◾ Meditation and mindfulness 
◾ Exercise 
◾ Other stress management techniques
◾ Planned pleasurable activities with wife 

Prognosis
◾ Good for amelioration of symptoms with CBT intervention (given specific stressor of son moving to college)
◾ Good self-insight and motivation to address symptoms 
◾ Good marital relationship, only recent conflict
◾ No substance abuse and no comorbid disorder 






CASE 4
4A: Diagnoses
Edward meets criteria for Major Depressive Disorder, single episode, moderate (F32.1) (APA, 2022, p.183) and Bulimia Nervosa, moderate (F50.22) (APA, 2022, p.387). Both diagnoses are warranted due to meeting the DSM-5-TR criteria (APA, 2022).

4B: Diagnostic Justification
Diagnosis 1: Major Depressive Disorder, Single Episode, Moderate (F32.1)
The criteria and justification for Major Depressive Disorder, single episode, moderate (F32.1) follows along with justification for this diagnosis for Edward (APA, 2022, p.183). Each criterion (APA, 2022, p.183) is listed in bold followed by examples from the Edward case that support the criterion being met. 

Criterion A: Five (or more) of the following symptoms have been present during the same 2-week period and represent a change from previous functioning; at least one of the symptoms is either (1) depressed mood or (2) loss of interest or pleasure.

Edward presents with the following symptoms occurring within the past month:
1. Depressed mood most of the day, nearly every day, as indicated by either subjective report (e.g., feels sad, empty, hopeless) or observation made by others (e.g., appears tearful). (Note: In children and adolescents, can be irritable mood.)
· Edward reports persistent feelings of sadness.
2. Markedly diminished interest or pleasure in all, or almost all, activities most of the day, nearly every day (as indicated by either subjective account or observation).
· Edward no longer wants to spend time with friends.
3. Significant weight loss when not dieting or weight gain (e.g., a change of more than 5% of body weight in a month), or decrease or increase in appetite nearly every day. (Note: In children, consider failure to make expected weight gain).
· Edward’s case does not support this criterion.
4. Insomnia or hypersomnia nearly every day.
· Edward reports sleeping more than usual (hypersomnia).
5. Psychomotor agitation or retardation nearly every day (observable by others, not merely subjective feelings of restlessness or being slowed down.
· Edward’s case does not support this criterion.
6. Fatigue or loss of energy nearly every day.
· Edward states he is always tired.
7. Feelings of worthlessness or excessive or inappropriate guilt (which may be delusional) nearly every day (not merely self-reproach or guilt about being sick).
· Edward describes himself as “ feel[ing] gross” and “[being] a loser” due to weight gain.
8. Diminished ability to think or concentrate, or indecisiveness, nearly every day (either by subjective account or as observed by others).
· Edward’s supervisor reported to him that uncharacteristically, Edward forgot two staff meetings and failed to submit work reports.
9. Recurrent thoughts of death (not just fear of dying); recurrent suicidal ideation without a specific plan; a specific suicide plan; or a suicide attempt). 
· Edward reports passing thoughts of driving into traffic or off a bridge, though he denies any current intentions of committing suicide.
Edward exceeds the required five symptoms.

Criterion B: The symptoms cause clinically significant distress or impairment in social, occupational, or other important areas of functioning.
Edward’s symptoms have led to impairment in his social and occupational areas. Specifically, Edward’s friends are frustrated with his lack of engagement and his supervisor has noted that Edward’s work performance has declined. Thus, Edwards’ case meets the criterion of functional impairment.

Criterion C: The episode is not attributable to the physiological effects of a substance or another medical condition.
Based on the data provided, Edward’s symptoms are not attributable to substance use or a medical condition.

Criterion D: At least one major depressive episode is not better explained by schizoaffective disorder and is not superimposed on schizophrenia, schizophreniform disorder, delusional disorder, or other specified or unspecified schizophrenia spectrum and other psychotic disorders.
Based on the data provided, Edward’s condition is not better explains by any of these disorders. 

Criterion E: There has never been a manic episode or a hypomanic episode.
Based on the data provided, Edward has not had a manic episode or hypomanic episode.

Single Episode Specifier
Since this is Edward’s first reported episode, the single episode specifier is appropriate.

Moderate Severity
Moderate severity is supported by the number of symptoms and the occupational impairment that Edward’s case indicates.

Diagnosis 2: Bulimia Nervosa, Moderate (F50.22)
The criteria and justification for Bulimia Nervosa, moderate (F50.22) follows along with justification for this diagnosis for Edward (APA, 2022, p.388). Each criterion (APA, 2022, p.388) is listed in bold followed by examples from the Edward case that support the criterion being met. 

Criterion A: Recurrent episodes of binge eating. An episode of binge eating is characterized by both of the following:
1. Eating, in a discrete period of time (e.g., within any 2-hour period), an amount of food that is definitely larger than what most individuals would eat in a similar period of time under similar circumstances.
2. A sense of lack of control over eating during the episode (e.g., a feeling that one cannot stop eating or control what or how much one is eating).
Edward reports episodes of eating extremely large quantities of food (e.g., three large pizzas, several boxes of donuts, multiple gallons of ice cream) at one time. Edward also indicates that when he starts to each, he cannot stop, supporting a sense of lack of control. Thus, this criterion is met.

Criterion B: Recurrent inappropriate compensatory behaviors in order to prevent weight gain, such as self-induced vomiting; misuse of laxatives, diuretics, or other medications; fasting; or excessive exercise.
Edward reports forcing himself to vomit almost every day of the week. Thus, Criterion B is supported.

Criterion C: The binge eating and inappropriate compensatory behaviors both occur, on average, at least once a week for 3 months.
Regarding Edward’s overeating and self-induced vomiting, Edward reports that over the past three months, has been forcing himself to vomit almost every day of the week. Thus, Criterion C is supported. 

Criterion D: Self-evaluation is unduly influenced by body shape and weight.
Edward reports that he feels gross and like a loser because of his weight gain and body size. His self-evaluation is significantly affected by his body image. Thus, Criterion D is supported.

Criterion E: The disturbance does not occur exclusively during episodes of anorexia nervosa.
The data provided does not indicate low body weight or restrictive food consumption that would be in line with anorexia nervosa. Thus, Criterion E is supported.

Moderate Specifier
In Edward’s case, moderate severity is indicated as his compensatory behavior (i.e., self-induced vomiting) because he reports self-induced vomiting almost every day of the week. The moderate criterion is 4–7 episodes per week. Thus, Edward’s case supports the specifier moderate.

4C: Differential Diagnosis
Differential Diagnosis 1: Binge-Eating Disorder, Moderate (F50.811)
The criteria for Binge-Eating Disorder, Moderate (F50.811) is a possible differential diagnosis for Edward (APA, 2022, p.393). The similarities and differences between this disorder and Bulimia Nervosa follow.

Similarity 1: Per Criterion A.1 for both Bulimia Nervosa, Moderate (F50.22) and Binge-Eating Disorder, Moderate (F50.811), recurrent binge eating with consumption of large amounts of food are involved. Thus, both diagnoses support Criterion A.1. 

Similarity 2: Per Criterion A.2 for both Bulimia Nervosa, Moderate (F50.22) and Binge-Eating Disorder, Moderate (F50.811), recurrent binge eating with feelings of loss of control are involved. Thus, both diagnoses support Criterion A.2.

Difference 1: According to Criterion E of the Binge Eating Disorder, the binge eating is not associated with the recurrent use of inappropriate compensatory behavior as in bulimia nervosa and does not occur exclusively during the course of bulimia nervosa or anorexia nervosa. Applied to the Edward’s case, his behavior is not consistent with Criterion E as he engages frequently in self-induced vomiting. Thus, Binge Eating Disorder can be ruled out. 

Difference 2: According to Criterion B, Bulimia Nervosa involves recurrent inappropriate compensatory behaviors in order to prevent weight gain, such as self-induced vomiting; misuse of laxatives, diuretics, or other medications; fasting; or excessive exercise. This is consistent with Edward’s daily vomiting. On the other hand, Binge Eating Disorder does not require compensatory behaviors like purging. Thus, Bulimia Nervosa is indicated, not Binge Eating Disorder.

Differential Diagnosis 2: Persistent Depressive Disorder (Dysthymia) (F34.1)
The criteria for Persistent Depressive Disorder (F34.1) (APA, 2022, p.193) is a possible differential diagnosis for Edward. The similarities and differences between this disorder and Major Depressive Disorder, single episode, moderate (F32.1) follows. 

Similarity 1: Both conditions involve depressed mood. For Persistent Depressive Disorder (Dysthymia) (F34.1), Criterion A states: Depressed mood for most of the day, for more days than not, as indicated by either subjective account or observation by others, for at least 2 years. For Major Depressive Disorder, Single Episode, Moderate (F32.1), Criterion states: Five (or more) of the following symptoms have been present during the same 2-week period and represent a change from previous functioning; at least one of the symptoms is either (1) depressed mood or (2) loss of interest or pleasure. Thus, this is a similarity.

Similarity 2: Both Persistent Depressive Disorder (Dysthymia) (F34.1) and Major Depressive Disorder, Single Episode, Moderate (F32.1) can include low energy, low self-esteem, and impaired concentration. Specifically, for Persistent Depressive Disorder (Dysthymia) (F34.1), Criterion B states the presence, while depressed, of two (or more) of six symptoms which include low energy or fatigue; low self-esteem; and poor concentration. Similarly, for Major Depressive Disorder, Single Episode, Moderate (F32.1), Criterion A states that five (or more) of the nine symptoms have been present during the same 2-week period and represent a change from previous functioning with either (1) depressed mood or (2) loss of interest or pleasure being one of the five symptoms. Of the nine symptoms listed, fatigue or loss of energy; feelings of worthlessness; and diminished ability to think are included. Thus, this is a similarity.

Difference 1: For Persistent Depressive Disorder (F34.1), Criterion A requires symptoms lasting at least two years. Specifically, Criterion A is “depressed mood for most of the day, for more days than not, as indicated by either subjective account or observation by others, for at least 2 years.” However, Edward’s depressive symptoms have been present for approximately one month which is acceptable for Major Depressive Disorder, Single Episode, Moderate (F32.1).

Difference 2: For Major Depressive Disorder, Single Episode, Moderate (F32.1), Criterion A states “Five (or more) of the following symptoms have been present during the same 2-week period…” Thus, this involves episodes meeting five or more symptoms within a two-week period. Edward’s case is consistent with this criterion. This is in contrast to Persistent Depressive Disorder (F34.1) which requires a longstanding (“at least 2 years”), less intense depressive state.



CASE 6
6A: Diagnosis
Chris meets criteria for Attention-Deficit/Hyperactivity Disorder, Combined Presentation, Moderate (F90.2) (APA, 2022, p.68). Chris’ symptoms include both inattention and hyperactivity-impulsivity which began in childhood, have continued into adulthood, and have had detrimental effects in academic, occupational, and legal settings.

6B: Diagnostic Justification
The criteria and justification for Attention-Deficit/Hyperactivity Disorder, Combined Presentation, Moderate (F90.2) follows along with the justification for this diagnosis for Chris (APA, 2022, p.68). Each criterion (APA, 2022, p.68) is listed in bold followed by examples from the Chris case that support the criterion being met. 

Criterion A.1: A persistent pattern of inattention (Six or more symptoms have persisted for at least 6 months).
Chris demonstrates multiple symptoms of inattention. Each symptom listed in the criterion is indicated in bold followed by the specific information from Chris’ case that supports the criterion.
a. Often fails to give close attention to details or makes careless mistakes in schoolwork, at work, or during other activities (e.g., overlooks or misses details, work is inaccurate).
· Per the case information, Chris has struggled to maintain work for more than six months at a time over the past four years. He is typically fired from his jobs due to not completing tasks at work or making careless mistakes, failing to show up for work, and for losing items such as important delivery invoices or warehouse tools. Therefore, Criterion A.1a is supported.
b. Often has difficulty sustaining attention in tasks or play activities (e.g., has difficulty remaining focused during lectures, conversations, or lengthy reading).
· Chris struggles to complete intake paperwork.
· As stated above, Chris also does not complete tasks at work.
c. Often does not seem to listen when spoken to directly (e.g., mind seems elsewhere, even in the absence of any obvious distraction).
· When completing the psychosocial history, Chris sometimes does not respond to your questions and seems to be lost in his own thoughts.
d. Often does not follow through on instructions and fails to finish schoolwork, chores, or duties in the workplace (e.g., starts tasks but quickly loses focus and is easily sidetracked).
· Chris has been arrested for unpaid traffic tickets and failure to appear before a judge.
· Chris has been fired for not completing tasks at work.
e. Often has difficulty organizing tasks and activities (e.g., difficulty managing sequential tasks; difficulty keeping materials and belongings in order; messy, disorganized work; has poor time management; fails to meet deadlines).
· Chris has been fired for losing items such as important delivery invoices or warehouse tools.
· Chris has difficulty organizing legal and work responsibilities such that he has missed appearing before a judge and has, at times, failed to show up for work.
f. Often avoids, dislikes, or is reluctant to engage in tasks that require sustained mental effort (e.g., schoolwork or homework; for older adolescents and adults, preparing reports, completing forms, reviewing lengthy papers). 
· In the case materials provided, there is no specific evidence supporting this.
g. Often loses things necessary for tasks or activities (e.g., school materials, pencils, books, tools, wallets, keys, paperwork, eyeglasses, mobile telephones).
· Chris has been fired for losing important delivery invoices and warehouse tools.
h. Often has difficulty waiting his or her turn (e.g., while waiting in line). 
· In the fourth grade, Chris struggled to take turns. 
i. Often interrupts or intrudes on others (e.g., butts into conversations, games, or activities; may start using other people’s things without asking or receiving permission; for adolescents and adults, may intrude into or take over what others are doing).
· During the intake, Chris interrupts the counselor on several occasions to ask questions that seem unrelated to the intake process. 
In conclusion, Chris meets over five inattentive symptoms required for adults.

Criterion A.2: Hyperactivity and impulsivity: Six (or more) of the following symptoms have persisted for at least 6 months to a degree that is inconsistent with developmental level and that negatively impacts directly on social and academic/occupational activities.

Chris demonstrates multiple symptoms of hyperactivity and impulsivity. Each symptom listed in the criterion is indicated in bold followed by the specific information from Chris’ case that supports the criterion. 
a. Often fidgets with or taps hands or feet or squirms in seat.
· Chris shifts frequently in his seat, taps fingers, stands and sits repeatedly.
b. Often leaves seat in situations when remaining seated is expected (e.g., leaves his or her place in the classroom, in the office or other workplace, or in other situations that require remaining in place).
· During the intake process, Chris stands up and sits down repeatedly.
c. Often runs about or climbs in situations where it is inappropriate. (Note: In adolescents or adults, may be limited to feeling restless).  
· In the case materials provided, there is no evidence of this.
d. Often unable to play or engage in leisure activities quietly. 
· In the case materials provided, there is no evidence of this.
e. Is often “on the go,” acting as if “driven by a motor” (e.g., is unable to be or uncomfortable being still for extended time, as in restaurants, meetings; may be experienced by others as being restless or difficult to keep up with). 
· During the intake, Chris also shifts frequently in his seat, stands up and sits down repeatedly, and taps his fingers. This suggests an internal restlessness. 
f. Often talks excessively.
· During intake, Chris interrupts the counselor with unrelated questions.
g. Often blurts out an answer before a question has been completed (e.g., completes people’s sentences; cannot wait for turn in conversation). 
· During intake, Chris interrupts the counselor with unrelated questions.
h. Often has difficulty waiting his or her turn (e.g., while waiting in line).
· In the fourth grade, Chris struggled to take turns.
i. Often interrupts or intrudes on others (e.g., butts into conversations, games, or activities; may start using other people’s things without asking or receiving permission; for adolescents and adults, may intrude into or take over what others are doing).
· During intake, Chris interrupts the counselor with unrelated questions.
Based on the above analysis, Chris meets the criterion for hyperactive-impulsive symptoms.

Criterion B: Several inattentive or hyperactive-impulsive symptoms were present prior to age 12 years.
Fourth grade progress reports indicated that Chris was frequently disruptive in the classroom, struggled to take turns, and was frequently reprimanded for talking in class. This supports Criterion B. 

Criterion C: Several inattentive or hyperactive-impulsive symptoms are present in two or more settings (e.g., at home, school, or work; with friends or relatives; in other activities).
Chris’ symptoms are present in an academic setting (i.e., elementary school), work settings (employment dysfunction), a legal setting (i.e., failure to appear before judge), and a counseling setting (e.g., inattentiveness during intake). Thus, Criterion C is supported. 

Criterion D: There is clear evidence that the symptoms interfere with, or reduce the quality of, social, academic, or occupational functioning. 
Chris’s symptoms have interfered with academic functioning in that he barely completed high school; occupational functioning in that he has been repeatedly fired; and social functioning in that he has had legal trouble (i.e., unpaid traffic tickets) and counseling difficulty (i.e., intake processing disruption). Thus, Criterion D is supported.

Criterion E: The symptoms do not occur exclusively during the course of schizophrenia or another psychotic disorder and are not better explained by another mental disorder (e.g., mood disorder, anxiety disorder, dissociative disorder, personality disorder, substance intoxication or withdrawal).
There is no evidence of psychosis or another mental disorder or substance use that would explain these symptoms.

F90.2 Combined Presentation Specifier: If both Criterion A1 (inattention) and Criterion A2 (hyperactivity-impulsivity) are met for the past 6 months.
Chris meets the criteria for both inattention and hyperactivity-impulsivity from childhood to adulthood, which exceeds the past 6 months requirement.

Severity: Moderate
Moderate severity is indicated due to functional impairment in academic, social, and occupational settings but are not minor nor are they severe.

6C.1: Given the age when Chris first experienced symptoms of his disorder, what developmental tasks could have been impacted?
Chris first demonstrated symptoms in elementary school. This corresponds to Erikson’s Industry versus Inferiority stage (ages 6-12). In this stage, the developmental tasks involve developing skills in academic and social settings. For Chris, he struggled academically and was repeatedly disciplined in classrooms, which may have led to feelings of inferiority. Now in young adulthood, Erikson’s Intimacy versus Isolation stage is at play wherein adult relationships and roles take root. For Chris, his legal and employment problems resulting from ADHD-related symptoms have disrupted this stage. 

6C.2: What information would you want to know to determine whether Chris was able to complete the developmental tasks?
To determine whether Chris was able to complete the developmental tasks, it would be important to know whether Chris felt competent or inferior academically as he was growing up; the nature of his relationships with peers throughout elementary and high school years; whether he had close friendships or romantic relationships during these years; and his perceptions of his self-worth and identify during those years.  

6D: According to the DO A CLIENT MAP treatment planning model, what adjunct services might you recommend for Chris?
Using the DO A CLIENT MAP treatment planning model, adjunct services for Chris beyond individual counseling would include the following. First, a psychiatric evaluation for medication management is advisable in order to determine whether medication would help reduce inattention, impulsivity, and disorganization associated with ADHD. Second, ADHD-focused skills training for time management and organization could help address occupational dysfunction related to ADHD symptoms. Third, psychoeducation specific to ADHD and how its symptoms affect behavior, relationships, and work functioning would increase Chris’ awareness and understanding of his disorder, thereby reducing guilt and shame related to its negative consequences and supporting insight into managing its effects. Fourth, connecting with ADHD support groups would provide peer support and normalize Chris’ experiences.




CASE 8
8A: Diagnosis
Rafael meets criteria for Posttraumatic Stress Disorder (PTSD) (F43.10) (APA, 2022, p.301). 
Within one month of exposure to a traumatic automobile accident, Rafael began experiencing PTSD symptoms which have persisted for approximately three months. 

8B: Diagnostic Justification
The criteria for PTSD (F43.10) follows along with the justification for this diagnosis for Rafael (APA, 2022, p.301). Each criterion (APA, 2022, p.301) is listed in bold followed by examples from the Rafael case that support the criterion being met.

Criterion A: Exposure to actual or threatened death, serious injury, or sexual violence in one (or more) of the following ways:
1. Directly experiencing the traumatic event(s).
· As a paramedic, Rafael directly experienced the traumatic fatal automobile accident.
2. Witnessing, in person, the event(s) as it occurred to others.
· As a paramedic, Rafael witnessed, in person, the aftermath of the fatal automobile accident. 
3. Learning that the traumatic event(s) occurred to a close family member or close friend. In cases of actual or threatened death of a family member or friend, the event(s) must have been violent or accidental.
· This particular condition was not met by this case. 
4. Experiencing repeated or extreme exposure to aversive details of the traumatic event(s) (e.g., first responders collecting human remains; police officers repeatedly exposed to details of child abuse).
· As a paramedic, Rafael was tasked with collecting the dismembered bodies of the victims of the crash and some body parts were unable to be located. 
Thus, as a paramedic, Rafael had direct exposure to the death and disturbing injuries arising from the car accident. Thus, Criterion A is met.

Criterion B: Presence of one (or more) of the following intrusion symptoms associated with the traumatic event(s), beginning after the traumatic event(s) occurred:
1. Recurrent, involuntary, and intrusive distressing memories of the traumatic event(s). 
· This particular condition was not met by this case. 
2. Recurrent distressing dreams in which the content and/or affect of the dream are related to the traumatic event(s).
· Rafael reports having distressing dreams about his children being in an automobile accident.
3. Dissociative reactions (e.g., flashbacks) in which the individual feels or acts as if the traumatic event(s) were recurring. (Such reactions may occur on a continuum, with the most extreme expression being a complete loss of awareness of present surroundings.)
· This particular condition was not met by this case
4. Intense or prolonged psychological distress at exposure to internal or external cues that symbolize or resemble an aspect of the traumatic event(s).
· This particular condition was not met by this case.
5. Marked physiological reactions to internal or external cues that symbolize or resemble an aspect of the traumatic event(s).
· Rafael indicates that he tries not to think about work, and has been drinking during his off-shifts to avoid thinking about work.
Thus, based on the above analysis, Criterion B is met.

Criterion C: Persistent avoidance of stimuli associated with the traumatic event(s), beginning after the traumatic event(s) occurred, as evidenced by one or both of the following:
1. Avoidance of or efforts to avoid distressing memories, thoughts, or feelings about or closely associated with the traumatic event(s).
· Rafael indicates that he tries not to think about work.
2. Avoidance of or efforts to avoid external reminders (people, places, conversations, activities, objects, situations) that arouse distressing memories, thoughts, or feelings about or closely associated with the traumatic event(s).
· Rafael indicates that he drinks during his off-shifts to avoid thinking about work.
Thus, based on the above analysis, Criterion C is met.

Criterion D: Negative alterations in cognitions and mood associated with the traumatic event(s), beginning or worsening after the traumatic event(s) occurred, as evidenced by two (or more) of the following:
1. Inability to remember an important aspect of the traumatic event(s) (typically due to dissociative amnesia and not to other factors such as head injury, alcohol, or drugs).
· The information provided does not provide support for this.
2. Persistent and exaggerated negative beliefs or expectations about oneself, others, or the world (e.g., “I am bad,” “No one can be trusted,” “The world is completely dangerous,” “My whole nervous system is permanently ruined”).
· The information provided does not provide support for this.
3. Persistent, distorted cognitions about the cause or consequences of the traumatic event(s) that lead the individual to blame himself/herself or others.
· The information provided does not provide support for this.
4. Persistent negative emotional state (e.g., fear, horror, anger, guilt, or shame).
· Rafael feels guilty and ashamed for not finding missing limbs.
5. Markedly diminished interest or participation in significant activities.
· Rafael reports that he had enjoyed his work, but lately finds it to be pointless.
6. Feelings of detachment or estrangement from others.
· Rafael reports feeling disconnected from his coworkers.
7. Persistent inability to experience positive emotions (e.g., inability to experience happiness, satisfaction, or loving feelings).
· Rafael reports not feeling anything except “numb.” 
Thus, based on the above analysis, Criterion D is met as Rafael meets more than the required two symptoms in this criterion.

Criterion E: Marked alterations in arousal and reactivity associated with the traumatic event(s), beginning or worsening after the traumatic event(s) occurred, as evidenced by two (or more) of the following:
1. Irritable behavior and angry outbursts (with little or no provocation) typically expressed as verbal or physical aggression toward people or objects.
· The information provided does not provide support for this.
2. Reckless or self-destructive behavior.
· The information provided does not provide support for this.
3. Hypervigilance.
· The information provided does not provide support for this.
4. Exaggerated startle response.
· The information provided does not provide support for this.
5. Problems with concentration.
· Rafael struggles to pay attention and focus during simple tasks.
6. Sleep disturbance (e.g., difficulty falling or staying asleep or restless sleep).
· Rafael reports sleep problems over the past three months.
Thus, based on the above analysis, Criterion E is met as Rafael meets the required two symptoms in this criterion.

Criterion F: Duration of the disturbance (Criteria B, C, D, and E) is more than 1 month.
Rafael’s symptoms have persisted for about three months, exceeding the one-month requirement.

Criterion G: The disturbance causes clinically significant distress or impairment in social, occupational, or other important areas of functioning.
Rafael’s distress has caused occupational dysfunction as evidenced by his referral to counseling by the Employee Assistance program, his decrease in work attendance, and noticeable changes in his mood and behavior. Thus, Criterion G is met.

Criterion H: The disturbance is not attributable to the physiological effects of a substance (e.g., medication, alcohol) or another medical condition.
Although Rafael has been drinking during his off-shifts to avoid thinking about work, the symptoms began after the traumatic automobile accident and are related to this trauma, not substance use. Thus, Criterion H is met.

8C: Cultural Issues
Cultural Issue 1: First Responder Culture
Rafael has been a paramedic for nine years. As a first responder, the culture often emphasizes emotional control, toughness, and not expressing distress or weakness. In many first responder environments, seeking counseling may be viewed as weakness. Consistent with this culture, Rafael reports feeling “numb,” intentionally avoids thoughts related to work in an effort to maintain control, and even uses alcohol to avoid work-related thoughts that may stir up his emotions. Indeed, Rafael seems to have internalized this culture. 

To determine how strongly these cultural factors are influencing him, Rafael’s perceptions of workplace attitudes toward emotional vulnerability and counseling could be explored. Counseling interventions should include normalizing trauma reactions among first responders, providing education about posttraumatic stress as an occupational risk, and connecting Rafael with peer-support and trauma-informed programs specifically for emergency personnel.

Cultural Issue 2: Traditional Masculinity Norms
Traditional masculine norms include ideals of self-reliance, emotional restraint, and toughness, which may limit Rafael’s willingness to acknowledge vulnerability. Rafael’s description of feeling emotionally “numb” instead of openly sad, along with his tendency to avoid discussing the traumatic event and to rely on alcohol for coping, suggests that these norms could be shaping how he manages distress. 

To evaluate the influence of these beliefs, it would be helpful to explore messages he received growing up about expressing emotions, assess his comfort level with discussing vulnerability, and determine whether he associates emotional struggle with weakness. Treatment can address the influence of these norms by reframing emotional awareness and expression as components of strength and resilience rather than signs of weakness and deficiency.
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