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Diagnosing a Client Using the DSM-5-TR: A Differential Diagnosis Approach

Introduction

In mental health, getting the right diagnosis is not simple. It needs very careful work.
Doctors must look at each person as a whole. The main guide they use is the DSM-5-TR. This
book lays out clear rules for naming mental problems. But, just seeing the signs isn't all.Docs
must think of where one is from, what's near them, and how their own views could twist their

thinking. This full picture helps in making a good call on health issues.

This text will make a close look at a client's case from the info in a complete health
check. It will think over three possible health labels, and pick the one that fits best using the
DSM-5-TR rules. The text will also talk about tools that are backed by proof, how bias and
special rights affect mental health help, and ways to connect well with different cultures. At last,
it will use a mental health idea to help the client, and suggest a plan that includes the family or

community.

Differential Diagnosis

Potential Diagnosis 1: Generalized Anxiety Disorder (GAD)

Generalized Anxiety Disorder (GAD) means too much worry and fear that lasts at least
six months. This can ruin many bits of their life, such as their job, making friends, and getting to
know new folks. The DSM-5-TR says to be diagnosed with GAD, a person must have non-stop

and hard-to-control anxiety, feel very restless, get tired easily, find it hard to focus, get annoyed



quickly, have tense muscles, and face trouble sleeping (American Psychiatric Association [APA],

2022). The signs need to be big enough to shake up or mess with daily life.

This person tends to feel scared and tired a lot.It's hard for them to stay sharp. These
hint at GAD as a likely guess. The person might also have body signs like tight muscles and bad
sleep, often seen in worry issues. Yet, a close look shows the person's fear is tied more to old
bad events than wide fear about many life parts. Also, while the person is very upset, their main
troubles are about always feeling sad, no joy in things, and feeling low worth. These signs point

more to a mood problem.

Since anxiety and sadness often mix, it's key to tell GAD apart from other issues, like
Major Depressive Disorder (MDD) and Post-Traumatic Stress Disorder (PTSD). Anxiety shows up
in sadness, but GAD does not usually have the deep sadness, lack of hope, and missing drive

that we see in MDD. So, GAD is not seen as the main problem.

Potential Diagnosis 2: Post-Traumatic Stress Disorder (PTSD)

Post-Traumatic Stress Disorder (PTSD) is a condition that shows some signs like both
sadness and worry. The DSM-5-TR says PTSD is a disorder that starts after seeing a bad event. It
leads to signs such as uninvited thoughts, bad dreams, flashbacks, feeling less emotions, staying
away from things, bad changes in mood and thinking, and increased alertness (APA, 2022). To
say someone has PTSD, the signs must last for more than a month and must make life hard or

mess up how they act.



The person has a past of hurt, so we think they might have PTSD. They say they have
hard thoughts, feel bad about old things, and are always on edge. Yet, they don't show all the
signs of PTSD, like staying away from things or feeling nothing, which are usual in people with
this problem. Even though they are sad about the past pain, the main signs are feeling down,

not enjoying things, and seeing no hope these are key signs of MDD, more than PTSD.

Also, PTSD often shows higher alert reactions, like strong startle move or being mad,
which the client does not show. With these points, PTSD is not seen as the main sickness, but

care with a view on past hurt should still be part of the plan.

Final Diagnosis: Major Depressive Disorder (MDD)

Major Depressive Disorder (MDD) is a mood issue where one often feels sad, loses joy in
fun things, feels tired, has sleep problems, can change in how much they eat, and finds it hard
to think. The DSM-5-TR says to call it MDD you need to see at least five signs for no less than
two weeks. These signs are: feeling down, less joy in stuff, big weight changes, too much or too
little sleep, restlessness or slow movement, tiredness, feeling low or guilty, hard time focusing,

and lots of thoughts about death or ending one’s life (APA, 2022).

The person shows a few clear signs, like ongoing sadness, no joy in fun things from
before, less energy, and bad thoughts about themselves. This isn't like GAD, where too much
worry is the main problem, or PTSD, where bad memories and staying away from things matter
most. Here, the big issues are feeling hurt inside, no hope, and low drive. These signs fit well

with MDD.



Also, studies show that MDD tends to exist with past trauma. This means that, while the
client’s past matters, the main problem looks to be signs of depression, not stress from trauma

(Kessler et al., 2020). So, MDD is seen as the best fit for a diagnosis.

Diagnostic Tools and Assessment Methods

To check the health issue, doctors use different proven tools. The Patient Health
Questionnaire-9 (PHQ-9) is one such tool. Many doctors use it to see how bad the signs of
sadness are. Research says that the PHQ-9 works well to find people with MDD and to tell them

apart from those who are just feeling a bit sad for a short time (Kroenke et al., 2019).

One more good tool is the Beck Depression List (BDI-1l). It's a form you fill out by
yourself to check how bad your sadness is by looking at your mood, thoughts, and body signs.
The Set Talk to Check DSM-5 llIs (SCID-5) also helps a lot as it lets doctors check signs in a set

way and say no to other possible sick names.

With these tools, doctors can see more and choose well with real facts about the

issue.This lowers the chance of bad guesses or wrong picks.

Bias, Power, and Privilege in Diagnosis

Mental health checks have their own biases too. Research shows that racial minorities
often get the wrong call of having psychotic issues, not mood ones. This shows deep unfairness
in mental health care (Gomez et al., 2020). Also, biases about gender play a part. Women are
often said to have depression, while men are not said to have it enough. This is due to what

society thinks about how men should show feelings.



Doctors should learn about other cultures by seeing their own bias and making sure
their care fits the patient's real life. Ways to cut bias are to use set check tools, ask for help, and

use methods that show we value many views.

Culturally Responsive Engagement Strategies

Ways that fit how each person was raised help make sure they can get and use help for
their mind. Studies show that people left out or on the edge often bump into hard walls when
trying to get help. These walls are things like bad feelings from others, not trusting doctors, and
not enough doctors who know or get their culture (Meyer et al., 2021). To take down these
walls, doctors need to really see and use what each person believes and values. A good way to
do this is with teaching that fits their own culture, which means showing what's wrong in their
mind in ways that make sense within their own ways and beliefs. In some places, people see
depression as body pain (like being very tired or having head pain) and not as sadness. Doctors
can talk about mental health in a way that fits how the person sees the world and cuts down on

shame.

Use of local support is key in good care that makes you feel at home. Studies show
people are more open to help if it fits with their culture or faith (Alegria et al., 2020). Working
with town heads, churches, and groups from the same culture can make more people stick with
care for mental health. Also, tech like culturally right apps or online therapy can make mental
health tools easy to reach and fix issues like travel or money troubles. These ways make care

better and more full of trust, honoring who people are and how they live.

Application of a Mental Health Theory



Cognitive Behavioral Therapy (CBT) is seen as one of the top ways to treat Major
Depressive Disorder (MDD). It gives people handy tools to change bad thoughts and build
better ways to cope. Based on Beck’s mind model, those with depression often think bad things
about themselves, their setting, and their days ahead—this is called the mind trio (Beck & Haigh,
2022). By spotting and fighting these wrong thoughts, people can swap them for fair and real
views, which leads to fewer signs of sadness. CBT also adds in action steps, pushing people to
do things that matter to lift their mood and drive. With the person feeling down and bored of

past fun tasks, CBT's planned way helps lay out a clear road to feel and act better.

One more reason CBT works well for this person is how it fits into many cultural ways.
Often, old-style talk therapy might not fit what a person thinks about mental health due to their
culture. Yet, CBT can change to add values and ideas from one's culture. For instance, if
therapists work with people from cultures that value the group more than the self, they can
shape mind change methods to focus on the good of the family and the group, not just the
person alone. Also, the set way CBT is built helps bring in new tech, like online CBT tools and
guides you can use by yourself, which help add to face-to-face care and make getting help
easier (Andersson et al., 2020). By using CBT as the main way to help, the doctor can give the
person a care plan that's based on facts, respects their culture, and helps build strong, long-

term emotional strength.

Intervention for the Client’s Family or Community

Having family help is key for good mental health care. Getting support from loved ones

can really aid a person's healing and health. Family teaching plans work well; they tell kin about



depression, show them how to spot early signs, and give them tools to help right (Reupert et al.,
2020). These plans make it clear that depression is a health issue, not a flaw. This cuts down

bad feelings and helps kin feel for each other. Also, talks can check how the family talks to one
another, making sure the person in care feels backed, not blamed. When kin join in on the care,

people often stick better to their therapy, don't fall back as much, and feel better in the end.

Beyond just help from family, support from the whole town can also play a big role in
helping people get better. Studies show that groups where people with like experiences share
their stories and ways of dealing can make them feel they belong and less alone (Mead et al.,
2021). For the person in this story, taking part in town mental health plans or local health
events could give more help outside of their therapy talks. Also, adding lessons on mental
health to schools, work, and places of worship can make talking about depression normal and
let more people get to the help they need. By using both family and town help, the plan can
build a lasting support network that gives power to the person while also making more people

aware of mental health.

Conclusion

This work looked at how to know if a person with sad feelings has Major Depressive
Disorder, and not Generalized Anxiety Disorder or Post-Traumatic Stress Disorder. By using the
DSM-5-TR rules, it was found right to pick Major Depressive Disorder due to the client’s ongoing
low mood, lack of joy, tiredness, and sense of no hope. Also, tools like the PHQ-9 and SCID-5

were suggested to make sure the check is right and to cut down on mistakes by the clinician.



The talk also showed how key it is to use ways that fit the client’s culture, stressing teaching,

community work, and new tech to help keep the client involved and stick to treatment.

Also, Cognitive Behavioral Therapy (CBT) was picked as the best theory style for help, as
it has strong full test help and can fit into many world settings. The planned helps go past just
one person. They include help from family and the whole community to make sure they last
long. By using a full, strong look that knows the small (one person), mid (family), and big
(community) parts, this help fits with the top ways in high-level general social work. From now
on, using care that knows about past hurt, thinking about own work, and ways that fight being
unfair will be key. They help in fixing gaps and making sure all people get fair and strong mind

health help.
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