HBSE III Final:
You will be provided with 3 Case Studies. Each Case provides basic info about the individual and a provisional diagnosis. For each case, you will provide an explanation of how you believe the diagnosis identified in the case was determined based on how criteria for the diagnosis was met and other diagnosis were ruled out by utilizing the differential diagnosis process in the Handbook of Differential Diagnosis (on the DSM Database).  If you happen to disagree with the diagnosis or believe there are additional diagnosis, you can identify this diagnosis as well and demonstrate why and how you came to that conclusion. 
The Handbook of Differential Diagnosis provides instructions on three different ways to implement differential diagnosing. You must complete all three methods- one approach per case. There is an introduction section at the beginning of each chapter to explain how to utilize the specific method in each chapter that you are strongly encouraged to read and refer to as appropriate.  
The length of each section will vary but overall, each case study section will be minimum of 2-3 pages, and minimum of about 1900 words (using my sample as a guide). Please do not go over total of 8-10 pages for all three cases.  References should be identified in a separate reference page at the end as well as in text citation.  Information from the DSM, the Clinical Cases or other sources may be utilized to support your diagnosis in addition to the Handbook of Differential Diagnosis. This is NOT a research paper. This is simply meant to show how you used the methods to rule in/rule out criteria in the case presented. 
See the end of this document for a case study with an example of how to complete each of these assignments. These are examples only of the thought process and style I utilized. I completed this in a few hours. It is not ideal but should give you a good guide. It is simply a quick representation of the basics of how to complete the assignment. I expect yours to be a bit more extensive, particularly if you are disagreeing with the provisional diagnosis or identifying an alternative or additional diagnosis. Please break the paper into sections clearly so you demonstrate your understanding of the process, and the paper is clearly organized. 
Case 1 should be completed using the Step-by-Step approach in Chapter1. 
Chapter 1. Differential Diagnosis Step by Step (https://dsm-psychiatryonline-org.proxy.wexler.hunter.cuny.edu/doi/full/10.1176/appi.books.9781615375363.mf01)
Case 2 should be completed using the Trees in Chapter 2. 
Chapter 2. Differential Diagnosis by the Trees (https://dsm-psychiatryonline-org.proxy.wexler.hunter.cuny.edu/doi/full/10.1176/appi.books.9781615375363.mf02)
Case 3 should be completed using the Tables in Chapter 3.
Chapter 3. Differential Diagnosis by the Tables (https://dsm-psychiatryonline-org.proxy.wexler.hunter.cuny.edu/doi/full/10.1176/appi.books.9781615375363.mf03)
Source for all cases: NCMHCE Practice Questions 2023 and 2024 - 3 Full-Length Tests for the National Clinical Mental Health Counseling Examination

Case 1 should be completed using the Step-by-Step approach in Chapter 1. 
Chapter 1. Differential Diagnosis Step by Step (https://dsm-psychiatryonline-org.proxy.wexler.hunter.cuny.edu/doi/full/10.1176/appi.books.9781615375363.mf01). Use the sample at the end of the paper as a guide. 
Case study 1
Age: 28
Sex assigned at birth: female
Gender identity: cisgender female
Sexual orientation: heterosexual
Race ethnicity: African American
Relationship status: single
Setting: College Counseling Center
Payment: student health insurance
Type of counseling: individual
Provisional diagnosis: bipolar 2 disorder, current episode depressed, moderate F 31.31
Presenting problem:
You are a licensed mental health counselor working at a college counseling center. Your new client is a 28-year-old African American cisgender female graduate student who was referred by her academic adviser. The client reports feeling persistently depressed for the past six months stating, “I used to be one of the top students in my program but lately I've been missing assignments and skipping classes because I feel so sad and unmotivated." she disclosed experiencing feelings of worthlessness, low energy, difficulty concentrating, and suicidal ideation without intent. The client also reported periods of elevated mood and decreased need for sleep lasting three to four days about once a month, followed by irritability. Her current depressed episode has made it difficult for her to keep up with her coursework. She would like counseling to help get back on track before she fails her classes. This is her first experience with counseling.
Relevant mental status observation:
The client arrived 10 minutes late dressed casually. She made little eye contact and spoke softly. Her psychomotor activity was slowed and her affect was flat. Thought process was logical but she had difficulty concentrating. She denied hallucinations or delusions. The client reported passive suicidal ideation but denied plan or intent to harm self or others. She displayed good insight and judgment.
Family history: The client is originally from Georgia. Her parents divorced when she was a child, and she was raised primarily by her mother. She reported a distant relationship with her father who traveled frequently for work period her mother and younger sister both have histories of depression. The client moved away from college and stayed in the area after graduating. She visits her mother and sister in Georgia two to three times per year.
Work history:
The client worked part time jobs throughout her high school and college. After completing her bachelor’s degree, she worked an office job for three years before deciding to pursue a master’s degree in psychology full time. She is not currently working.

Case 2 should be completed using the Trees in Chapter 2. 
Chapter 2. Differential Diagnosis by the Trees (https://dsm-psychiatryonline-org.proxy.wexler.hunter.cuny.edu/doi/full/10.1176/appi.books.9781615375363.mf02). Use the sample at the end of the paper as a guide. Minimum of 3 different trees should be identified. 
Case study 2:
Age: 11
Sex assigned at birth: male
Gender identity: cisgender male
Sexual orientation: heterosexual
Race ethnicity: White
Relationship status: single
Setting: community outpatient clinic
Payment: insurance
Type of counseling: individual
Provisional diagnosis: Oppositional defiant disorder 313.81 (F 91.3)
Presenting problem:
you are a licensed mental health counselor seeing an 11-year-old male client referred by his school due to ongoing behavioral problems. The client reports frequently arguing with teachers when corrected, refusing to follow instructions in class, and having angry outburst directed at authority figures at school. Over the past year, these behaviors have resulted in the client receiving multiple detentions, in school suspensions, and out of school suspensions. At home, the client often deliberately annoys his younger 8-year-old sister and refuses to complete chores or comply with rules set by his parents, such as cleaning his room taking out the garbage and being home by curfew. He describes his mood as persistently angry and irritable, especially towards parental figures, teachers, and other authoritative adults giving him direction. The client recognizes that his oppositional, defiant behaviors are problematic, but he seems unwilling to change period his parents hope that counseling can help him learn to better manage his emotions, improve his conduct, and follow reasonable rules and directions before his behaviors escalate further period this is the first time that the client has participated in counseling.
Relevant mental status observation:
During intake, the client presented as noticeably irritable with a furrowed brow and intermittent avoided eye contact. He gave short, curt responses to questions and his tone was oppositional throughout the session. His affect was overtly angry and his mood was congruent with the anger he expressed. Thought process was logical and goal oriented but responses were consistently argumentative in nature. No safety concerns were noted. Appetite is normal and sleep is restful per parent report.
Family history:
The client lives at home with his parents and his eight-year-old sister. No significant family history of mental illness is reported by the parents. However, the parents do describe the home environment as chaotic, with frequent arguments and conflict between family members due to clients defiant, uncooperative attitude and unwillingness to comply with expectations and roles. The parents appeared distressed, frustrated, and exhausted by the ongoing conflicts.
Work history:
The client is currently in 6th grade. His parents report multiple disciplinary issues at school over the past year including consistent defiance towards teachers and authority figures. Although the client is intellectually capable, his teachers report he is not applying himself fully and is earning below average grades due to incomplete work and lack of effort. Socially he is withdrawn and does not engage positively with classmates.


Case 3 should be completed using the Tables in Chapter 3.
Chapter 3. Differential Diagnosis by the Tables (https://dsm-psychiatryonline-org.proxy.wexler.hunter.cuny.edu/doi/full/10.1176/appi.books.9781615375363.mf03). Use the sample at the end of the paper as a guide. 
Case Study 3
Age: 32
Sex assigned at birth: female
Gender identity: cisgender female
Sexual orientation: heterosexual
Race ethnicity: White
Relationship status: single
Setting: mental health clinic
Payment: Medicaid
Type of counseling: individual
Provisional diagnosis: Post-traumatic stress disorder F 43.10
Presenting problem:
You are a licensed mental health counselor working in a community mental health clinic. Your new client is a 32-year-old single female referred by her primary care physician due to symptoms of anxiety and depression. She reports, “I just feel on edge all the time lately. My heart races and I feel panicky whenever I'm in crowds or at night." she describes difficulty sleeping due to current nightmares about a trauma she experienced stating, “I was robbed at gunpoint coming home from work six months ago. Ever since then I've been a mess.”
She explains that she struggles easily, feels constantly vigilant, and avoids going out alone or to crowded places. She states she has called out of work frequently because she feels unable to concentrate and fears another attack. She reports fatigue, muscle tension, irritability and low motivation and mood. Your client expresses guilt stating, " I should be stronger than this by now. The attack only lasted a few minutes." this is her first experience with counseling.
Relevant mental status observation:
Your client presented as tense with constricted affect and downcast gaze. Speech rate and tone were within normal limits. She described her mood as anxious and depressed with congruent affect. She denied current suicidal ideation no evidence of psychosis. Cognition appeared intact though concentration difficulties were reported. Judgment and insight were fair.
Family history: 
Your client was raised by both parents in a suburban neighborhood. She describes her childhood as typical middle class. Parents divorced five years ago but she remained close to both. No history of mental illness reported. She has one older brother who lives nearby. Her social support system is limited to family and 2 close friends. She is estranged from her ex-fiancé.
Work history:
Your client works as a bank teller. She has missed two weeks of work over the past two months related to her symptoms of anxiety and depression. She fears she may lose her job if she misses more days. She has worked there for four years and performs well when present.
______________________________________________________________________________
SAMPLE CASE STUDY 

Age: 25
Sex assigned at birth: female 
Gender identity: cisgender female 
Sexual orientation: heterosexual
Race ethnicity: Asian
Relationship status: single
Setting: community mental health clinic
Payment: insurance copay
Type of counseling: individual
Provisional diagnosis: borderline personality disorder, moderate: F 60.3
Presenting problem:
You are a licensed mental health counselor working in a community mental health clinic. Your new client is a 25-year-old Asian female who was referred by her primary care physician due to recurrent suicidal threats and self-harm behaviors over the past six months. The client reports a 2 year history of intense and unstable relationships that vacillate between idealization and devaluation of her partners, leading to repeated breakups. She displays impulsive behaviors such as substance use, reckless driving, unprotected sex with multiple partners, and spending sprees when distressed. The client copes with feelings of emptiness and abandonment by cutting herself superficially on her inner thighs, though she denies current suicidal ideation. Her mood is described as reactive and fluctuating rapidly from euthymic to angry to depressed several times a day, disproportionate to external circumstances. This emotional dysregulation often leads to explosive outbursts and conflict in relationships. She describes herself self-image as inadequate and flawed, feeling empty and unwanted when she's not in a relationship. The physician also noted she contacts the office frequently for minor physical complaints that lack clear medical cause and appear to be related to psychosocial stressors. Overall, the client expresses a desire for counseling to help her gain control over her tumultuous emotions, impulses and relationships in order to “feel normal”. This is her first experience with mental health counseling.
Relevant Mental Status Observation:
The client appeared her stated age, dressed casually in ripped jeans with some eccentric accessories such as brightly colored placemats and a neon backpack. During the session, she displayed abrupt shifts in both mood and affect, ranging from euthymic and animated while discussing her artistic interests, to imperishable and defensive when asked about relationship history, to tearful and hopeless when reflecting on her unstable sense of self, then joking and overly familiar towards the end of the intake. Her speech was rapid and pressured at times, often tangential and interrupting. Her thought process was disorganized, frequently catastrophizing and jumping to extreme conclusions. She denied current suicidal or homicidal ideation, but admitted to chronic passive thoughts of dying and not wanting to be alive. Her judgment appeared impaired regarding expectations of others and she lacked insight about the maladaptive nature of her relationship patterns and impulsive behaviors. 
Family History:
The client’s parents divorced when she was eight years old after her father had an affair. Following the divorce, the client's mother became deeply depressed and relied heavily on her young daughter for emotional support during that difficult period. The client's biological father had little contact after the divorce, inconsistent in remembering birthdays or making time for visits. The client was raised primarily by her mother and describes her childhood as chaotic and lonely, with no siblings in the home. She remains highly enmeshed with her mother as an adult, speaking on the phone with her several times a day. She relies financially on her mother for assistance maintaining housing between unstable romantic relationships. The client has no contact currently with her biological father. However, she maintains a tumultuous relationship with her former stepfather who verbally abused her as a child during the few years he was married to her mother.
Work History:
The client earned a bachelor’s degree in fine arts from a local university two years ago period since graduating she has not been able to hold employment for more than a few months at a time. She briefly worked as a barista at a coffee shop and as an assistant at a small art gallery. For a short period, she supported herself waiting tables but was let go due to conflicts with coworkers and emotional outbursts on the job she is not currently employed and has not been seeking work actively.
Section 1:
Sample Answer #1: Differential Diagnosis using Step by step Method. 
Chapter 1 Method: Differential Diagnosis Step by Step. 
Based on the information in case study 1, assuming that no additional information is obtained to supplement the current data provided, this client appears to meet the provisional diagnosis of Borderline Personality Disorder.
1) Ruling out Malingering and Factitious Disorder.  According to the Handbook of Differential Diagnosis, malingering and fictitious are both based on motivation to be deceptive. A client wishing to achieve a recognizable goal would be malingering and a client who is being deceptive despite evidence of any obvious external rewards would be considered fictitious. In both cases, the client is seeking to assume the role of a sick individual and is purposely being inaccurate and incorrect in the reporting information. In this case, there is no evidence to support either of these disorders. The client is not seeking any financial compensation or attempting to avoid any responsibilities or obtain unwarranted medication, etc. She is seeking engagement from her physician’s office and will frequently be there for minor complaints. However, it does not appear that she is benefiting substantially from assuming the role of a sick individual. Family and relational history and work history appeared to support the long-term behavioral, functional, and relational challenges that the client is currently exhibiting.
2) Ruling out a substance etiology.  The Handbook of Differential Diagnosis identifies concerns for the use of substances as step two in the process of differential diagnosing. In other words, explore if there a substance, regardless of how it is obtained, that is influencing and accounting for the disturbances reported. In this case, there is no report nor evidence of current, ongoing or prior substance use. No physical examination information is reported by the physician to indicate a substance use. The individual does not work in an occupation that would appear to bring them into contact with potential toxins. Additionally, it does not appear or has been reported that any substances have been used as a form of self-medication.
3) Ruling out an etiological medical condition.  The Handbook of Differential Diagnosis identifies concerns for medical conditions that could be contributing to functioning challenges as step three of the process of differential diagnosing. No records or information are provided which could indicate there is a current medical condition nor a long-term and chronic medical condition that could account for the client’s long-term challenges. No non-psychiatric medical condition is reported by the client nor are any indicators identified in the case study. The handbook identifies clues that should be explored as part of the process of rolling out medical conditions that could be accounting for the symptomology. The first clue to look for is whether the onset of symptoms followed a medical condition, or symptoms varied during a medical condition or as the medical condition resolved. There is no evidence that is the situation in this case as the physician identifies minor somatic complaints only.  
4) Determining the specific independent mental disorder(s) (i.e., nonsubstance-induced and not due to another medical condition. This client meets criteria for borderline personality disorder, as identified in the DSM 5-TR by meeting the 7 of 9 of the following criteria. (5 of 9 are required): 
A pervasive pattern of instability of interpersonal relationships, self-image, and affects, and marked impulsivity, beginning by early adulthood and present in a variety of contacts, as indicated by five or more of the following:
· Frantic efforts to avoid real or imagine abandonment. Criteria for this was not fully met although her unstable, interactions, behaviors, and relationships do indicate a level of frantic behavior and desperation.
· A pattern of unstable and intense interpersonal relationships characterized by alternating between extremes of idealization and devaluation as evidenced by the client reporting a “2-year history of intense and unstable relationships that vacillate between idealization and devaluation of her partners, leading to repeated breakups”.
· Identity disturbance: markedly and persistently unstable self-image or sense of self as evidenced by “abrupt shifts in both mood and affect, ranging from euthymic and animated while discussing her artistic interests, to imperishable and defensive when asked about relationship history, to tearful and hopeless when reflecting on her unstable sense of self, then joking and overly familiar towards the end of the intake.”
· Impulsivity in at least two areas that are potentially self-damaging as evidenced by “impulsive behaviors such as substance use, reckless driving, unprotected sex with multiple partners, and spending sprees when distressed”.
· Recurrent suicidal behavior, gestures, or threats, or self-mutilating behavior as evidenced by “recurrent suicidal threats and self-harm behaviors over the past six months.”
· Affective instability due to a marked reactivity of mood (e.g., intense episodic dysphoria, irritability, or anxiety usually lasting a few hours and only rarely more than a few days) as evidenced by "her mood is described as reactive and fluctuating rapidly from euthymic to angry to depressed several times a day, disproportionate to external circumstances. This emotional dysregulation often leads to explosive outbursts and conflict in relationships.”
· Chronic feelings of emptiness as evidenced by her description of her “self-image as inadequate and flawed, feeling empty and unwanted when she's not in a relationship”.
· Inappropriate, intense anger or difficulty controlling anger (e.g., frequent displays of temper, constant anger, recurrent physical fights) as evidenced by “emotional dysregulation often leads to explosive outbursts and conflict in relationships, most recently being let go from her job due to conflict with coworkers.”
· Transient, stress-related paranoid ideation or severe dissociative symptoms. This criterion was not fully met due to not specifically identifying severe dissociative symptoms, nor paranoid ideation. However, it was reported that her thought process was disorganized, frequently catastrophizing and jumping to extreme conclusions. 
5) Differentiating Adjustment Disorders from the residual Other Specified and Unspecified conditions. 
The severity, frequency and duration of the symptomology is clinically significant to the degree that it is beyond what would be expected for an adjustment disorder. Additionally, there is no specific situation that has precipitated a finite period of symptoms. The client has had the symptomology consistently for an extended period of time.

6) Establishing the boundary with no mental disorder.
 For the same reasons that it is not an adjustment disorder, it can be ruled out that there is no mental disorder in this case. Again, the level of concerns, the impairment in functioning in multiple environments and relationships, the extended period of the disruption of functioning all indicates a disorder. The consistency of the disruptive concerns, without any period of significant wellness again supports the diagnosis of a personality disorder versus a mental health disorder at this time.
_____________________________________________________________________
Section 2: 
Sample Answer #2: Differential Diagnosis by the Trees. 
Based on the information in case study 1, assuming that no additional information is obtained to supplement the current data provided, this client appears to meet the provisional diagnosis of Borderline Personality Disorder.
The Differential Diagnosis by Trees includes 30 symptom-oriented decision trees. As noted in the handbook, several trees may apply for each case and the clinician starts by picking which decision tree most closely matches the primary concerns reported. Three decision trees were utilized. Based on the primary concerns reported in the case of impulse control problems, non-suicidal self-injury and suicidal ideation. 
Decision Tree for Impulse Control Problems (2.26). Utilizing the table that goes with the section on impulse control problems, the reported symptoms do not meet the criteria for any of the categories related to substance use, medical condition, fire starting, stealing, hair pulling, skin picking, recurrent behavioral outbursts with aggression. Nor does it meet the requirements for fluctuating course of disturbance in attention, cognition due to the consistent chronic level of challenges identified by the client. Although the client certainly has the Serpens in these areas, it is not fluctuating. The first criteria that it does meet is the criteria for a “persistent and pervasive pattern of instability of interpersonal relationships, self-image and affect, plus marked impulsivity with onset in early adulthood.” This meets criteria for borderline personality disorder.
Decision Tree 2.11 for suicidal ideation or behavior. As identified in the narrative portion of the section, suicidal behavior is explicitly mentioned in the diagnostic criteria for four conditions: bipolar one, bipolar two, major depressive and borderline personality disorder however, it is also a concern identified in numerous other disorders. Hence this Decision Tree begins by “assigning the code for current suicidal behavior if there is potentially self-injury behavior with at least some intent to die, and then continues with the differential diagnosis of disorders, most associated with suicidal behavior.” Based on the Decision Tree she does not meet criteria for suicidal ideation in any of the areas until the area identified as suicidal ideation or behavior “related to a persistent pattern of instability of interpersonal relationships, self-image and affect and marked impulsivity.” This meets criteria for borderline personality disorder.

Decision Tree for Self-Injurious Behavior, 2.27. It was decided to explore this decision tree, because there was superficial self-injurious behavior, in addition to some of the suicidal ideation. In the narrative section of this area, NSSI behavior is frequently associated with borderline personality disorder. Additionally, while going down the chart, the symptoms do not meet criteria for any of the areas until the section identified as “occurs with persistent pattern of instability of relationships, self -image and affect plus marked impulsivity. This meets criteria for borderline personality disorder.
_____________________________________________________________________
Section 3:
Sample Answer #1: Differential Diagnosis by the Tables 
This chapter utilizes a differential diagnostic table that corresponds to a working diagnosis as a starting point. The differential diagnoses that go with the working diagnosis are grouped according to the DSM 5 TR diagnostic class. Since this case already has a working diagnosis of borderline personality disorder that was the table utilized. 
Differential diagnosis identifies the symptoms identified in contrast to borderline personality disorder for “Histrionic Personality Disorder; Schizotypal Personality Disorder; paranoid ideation or angry reactions to minor stimuli in Paranoid Personality Disorder or Narcissistic Personality Disorder; manipulative behaviors in Antisocial Personality Disorder; abandonment concern in Dependent Personality Disorder, and personality change due to another medical condition, labile type.”
Histrionic Personality Disorder. 
The client symptomology is like histrionic personality in the manner of “attention seeking, manipulative behavior, and rapid shifting emotions”. However, Histrionic personality disorder does not include self-destructive, disruptions in close relationships, and chronic feelings of which are exhibited by this client and is identified in Borderline Personality Disorder.
Schizotypal Personality Disorder. 
This disorder is characterized by “paranoid ideation that is less interpersonal reactivity”. Since interpersonal reactivity is a primary feature for this client it does not meet criteria for Schizotypal Personality Disorder. 
Paranoid ideation or angry reactions to minor stimuli in Paranoid Personality Disorder or Narcissistic Personality Disorder. 
These disorders occurs in the context of “relative stability of self-image and relative lack of impulsivity and abandonment concerns”. Since the client exhibits all of these concerns, it does not meet this criteria for Narcissistic Personality Disorder, or Paranoid Personality Disorder.
Manipulative behaviors in Antisocial Personality Disorder. 
Primary features are “a desire for power, profit, or maternal gain rather than a desire for nurturance”. There is no indication of these symptoms in the case. Hence the case does not meet criteria for Antisocial Personality Disorder.
Abandonment concern in Dependent Personality Disorder. 
Dependent personality disorder is characterized by a “reaction to the threat of abandonment with increasing appeasement and submission and attempts to seek a replacement relationship to provide caregiving and support”. Although this client certainly does fear the abandonment in relationships and report significant family history of relational concerns, there is no specific indication that she is seeking to replace a caregiver. Hence, the client does not be criteria for Dependent personality disorder.
Personality change due to another medical condition, labile type. Criteria for this is a medical condition which is causing a personality change in the client. Since the physician has rolled out any medical condition that is significant, this diagnosis does not apply. Hence, client does not meet criteria for personality change due to another medical condition. 



