
AP Psychology 

Mental Disorders Case Studies 

 

**USE THE DSM 5 CHART PROVIDED IN CLASS TO COMPLETE THE CASE STUDY ACTIVITY** 

Directions: Read each case study.  Complete the chart below each case to identify the specific symptoms each patient is exhibiting, when 

the symptoms onset (began), and what etiology (cause/s) is evident (when applicable).  Compare the symptoms you’ve identified in the 

case study to the various disorders described in the DSM 5 chart.  Provide a diagnosis for each case study and explain your choice by 

defining the disorder (using the DSM 5 chart).   

 

 

Case Study 1 

Mr. Michaels, a 28-year-old computer programmer, seeks treatment because of fears that prevent him from visiting his terminally ill father-

in-law in the hospital.  He explains that he is afraid of any situation even remotely associated with bodily injury or illness.  For example, he 

cannot bear to have his blood drawn, or to see or even hear about sick people.  These fears are the reason he avoids consulting a doctor 

even when he is sick, and avoids visiting sick friends or family members and even listening to descriptions of medical procedures, physical 

trauma, or illness.  He became a vegetarian 5 years ago in order to avoid thoughts of animals being killed.   

The patient dates the onset of these fears to a particular incident when he was 9 and his Sunday school teacher gave a detailed account of a 

leg operation she had undergone.  As he listened, he began to feel anxious and dizzy, he sweated profusely, and finally he fainted.  He 

recalls great difficult receiving immunizations and being subjected to other routine medical procedures through the rest of his school years, 

as well as numerous fainting and near-fainting episodes throughout his teenage and adult years whenever he witnessed the slightest 

physical trauma, heard of an injury or illness, or saw a sick or disfigured person.  When he recently saw someone in a store in a 

wheelchair, he started wondering if the persona was in pain and became so distressed that he fainted and fell to the floor.  He was greatly 

embarrassed, when he regained consciousness, by the crowd of people surrounding hm.   

Mr. Michaels denies any other emotional problems.  He enjoys his work, seems to get along well with his wife, and has many friends.  

 

  

 

What specific symptoms  

does the patient exhibit? 

When did the symptoms  

seem to onset (begin)? 

What is your diagnosis?   

How is this disorder defined  

(from DSM 5 chart)?  

   

✓ Diagnosis: ___________________ 

 

➢ Definition (from DSM 5 chart):  

 

 

 

 

 

 

 

 



Case Study 2 

Mary is a 35-year old social worker who was referred to a psychiatrist for treatment of chronic pain in her right forearm and hand.  She had 

a complex medical history that included asthma, migraine headaches, diabetes, and obesity.  She was found to be highly hypnotizable, and 

quickly learned to control her pain with self-hypnosis.   

Mary was quite competent in her work, but had a rather non-existent personal life.  She had been married briefly and divorced 10 years 

earlier and had little interest in remarrying.  She spent most of her free time volunteering in a hospice.   

As a thorough psychiatric evaluation continued, she reported the strange observation that on many occasions, when she returned home 

from work the gas tank of the car was nearly full, yet when she got into the car to go to work the next day, it was half empty.  She began to 

keep track of the odometer, and discovered that on many nights 50 to 100 miles would be put on the car overnight, although she had no 

memory of driving it anywhere.  Further questioning revealed that she had gaps in her memory for large parts of her childhood.  

After several months of hypnotic treatment for pain control, an explanation for the lost time emerged.  During hypnosis, the physician again 

asked about the lost time.  Suddenly a different voice responded, “It’s about time you knew about me.”  The (alter) personality with a 

slightly different name, Marian, now spoke and described the drives that she took at night, which were retreats to the nearby hills and 

seashore to “work out problems.”  As the psychiatrist got to know Marian over time, it was apparent that she was as abrupt and hostile as 

Marian was compliant and concerned about others.  Marian considered Mary to be rather pathetic and far too interested in pleasing others, 

and she said that “worrying about anyone but yourself is a waste of time.”   

In the course of therapy, some six other personalities emerged, roughly organized along the lines of a dependent/aggressive continuum.  

Considerable tension and disagreement emerged among these personalities, each of which was rather two-dimensional.  Competition for 

control of time “out” was frequent, and Marian would provoke situations that frightened the others, including one who identified herself as a 

6-year old child.   

The memories that emerged with these dissociated personalities included recollections of physical and sexual abuse at the hands of her 

father and others, and considerable guilt about not having protected other children in the family from such abuse.  Mary recalled her 

mother as being infrequently abusive, but quite dependent, and forcing Mary to cook and clean from a very early age.   

After about 4 years of psychotherapy, Mary gradually integrated portions of these personality states.  Two similar personalities merged, 

although she remained partially dissociated.  The personality states were aware of one another, and continued to “fight” with each other 

periodically.   

 

 

What specific symptoms  

does the patient exhibit? 

What possible etiology (cause/s)  

is evident in this case?  

What is your diagnosis?   

How is this disorder defined  

(from DSM 5 chart)?  

   

✓ Diagnosis: ___________________ 

 

➢ Definition (from DSM 5 chart):  

 

 

 

 

 

 

 

 

 



Case Study 3 

Fred is a 45 year old lawyer who seeks treatment at his wife’s insistence.  She is fed up with their marriage; she can no longer tolerate his 

emotional coldness, rigid demands, bullying behavior, long work hours, and frequent business trips.  The patient feels no particular 

distress in his marriage, and has agreed to the consultation only to humor his wife.   

It soon develops, however, that the patient is troubled by problems at work.  He is known as the hardest-driving member of a hard-driving 

law firm.  He was the youngest full partner in the firm’s history, and is famous for being able to handle many cases at the same time.  

Lately, he finds himself increasingly unable to stay on top of his schedule.  People at work complain that his attention to details and inability 

to delegate responsibility are reducing his efficiency.  He has had two or three secretaries a year for 15 years.  No one can tolerate working 

for him for very long because he is so critical of any mistakes made by others.  When assignments get backed up, he cannot decide which 

to address first, starts them and works 15 hours a day.  He finds it difficult to be decisive now that his work has expanded beyond his own 

direct control.   

The patient discusses his children as if they were mechanical dolls, but also with a clear underlying affection.  He describes his wife as a 

“suitable mate” and has trouble understanding why she is dissatisfied.  He is exact in his manners and dress and slow and ponderous in 

his speech, dry, and humorless, with a stubborn determination to get his point across.   

The patient is the son of two upwardly mobile, extremely hard-working parents.  He grew up feeling he was never working hard enough, 

that he had much to achieve and very little time.  He was a superior student, a “bookworm,” awkward and unpopular in adolescent social 

pursuits.  He has always been competitive and a high achiever.  He has trouble relaxing on vacations, develops elaborate activities schedule 

for every family member, and becomes impatient and furious if they refuse to follow his plans.  He likes sports, but has little time for them 

and refuses to play if he can’t be at the top of his form.  He is a ferocious competitor on the tennis courts and a poor loser.   

 

 

What specific symptoms  

does the patient exhibit? 

What possible etiology (cause/s)  

is evident in this case?  

What is your diagnosis?   

How is this disorder defined  

(from DSM 5 chart)?  

   

✓ Diagnosis: ___________________ 

 

  ➢ Definition (from DSM 5 chart):  

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Case Study 4 

Gregory, a 42-year old theatrical manager, was evaluated at an eating disorders clinic in San Francisco.  Although he had lost 58 points in 

the last 5 months, dropping from 250 to 192 pounds on a 6’1 frame, he was still terrified of getting fat.   

Gregory first began to diet 5 months earlier when his wife told him he was a “fat slob” and implied that she might be considering a divorce.  

This terrified him and started him on a strict dietary regimen: an omelet and bran for breakfast, coffee for lunch and salad and shrimp or 

chicken for dinner.  His original goal was to lose about 50 pounds.  When dieting did not result in sufficiently rapid loss of weight, he 

started sticking his finger down his throat to induce vomiting after meals. 

Gregory is now “obsessed” with food.  Before he goes to a restaurant, he worries about what he will order.  He has done a study of what he 

eats in terms of what is easiest to purge, and he knows all the bathrooms in the areas he frequents.  He cannot bear feeling full after eating 

and worries that his stomach is “fat.”  Three or four times a week he is unable to resist the urge to “binge.”  At those times he feels that his 

eating is out of control, and he may gobble down as much as three hamburgers, two orders of French fries, a pint of ice cream, and two 

packages of Oreo cookies.  He always induces vomiting after a binge.  He has never used laxatives, diuretics, or diet pills to lose weight.   

Gregory is also preoccupied with being thing.  He has progressively revised downward his original goal in dieting, first to 190, and then to 

185 pounds.  He has begun to exercise, walking at least an hour a day and, more recently, working out with weights several times a week.  

He believes that women look at him differently now: when he was heavy, they glanced down at him casually; now their response is 

“admiring.”  

Gregory has always been somewhat heavy, turning to food in times of stress, but he never worried about his weight until his wife criticized 

his appearance.  He can no longer enjoy any meals and feels he has lost control of this area of his life as he cannot stop dieting, even 

though his wife has told him he is now too thin.     

 

 

What specific symptoms  

does the patient exhibit? 

What possible etiology (cause/s)  

is evident in this case? 

What is your diagnosis?   

How is this disorder defined  

(from DSM 5 chart)?  

   

✓ Diagnosis: ___________________ 

 

➢ Definition (from DSM 5 chart):  

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Case Study 5 

An orthopedic surgeon in Seattle requested a psychiatric consultation on Peggy, a 28-year old single, graduate student who was recovering 

from a recent spinal fusion, because he thought she was not complying with physical therapy.   

The psychiatrist noted that Peggy was an attractive young woman with a below-the-knee amputation of her left leg.  She was oddly 

ingratiating and cheerful, and didn’t seem to be appropriately troubled by her deteriorating medical condition.  She reported that 5 years 

previously she had been thrown to the ground by a boyfriend, injuring her back.  Over the next 2 years she had multiple surgical 

procedures on her back.  Finally, a fusion left her pain free until 6 months ago, when she was diagnosed with spinal degenerative changes 

and was referred for physical therapy. 

Amazed that she didn’t volunteer any information about her amputation, the psychiatrist asked how it happened and learned that shortly 

after the original surgery to her back, she had been in a motorcycle accident, sustaining burns to her left ankle.  This became a chronic 

injury and ultimately led to amputation of her leg, a year and a half ago.  She reported this calmly and denied any distress over the 

disfigurement or disability.  She also calmly reported that fluctuating swelling of her stump and recurrent ulcers had interfered with her 

being successfully fitted with a prosthesis.  Thus, she had remained in a wheelchair.   

The psychiatrist called the surgeon who had performed her amputation.  He reported that the original burn had quickly progressed to a 

chronic injury, with chronic pain and swelling of the left leg.  When the leg proved unresponsive to medical management, the patient 

received a series of skin grafts, all of which failed because of infection.  She was instructed to keep her leg elevated, but did not comply, 

and her leg continued to deteriorate.  She saw many doctors, and was followed in a pain clinic, but continued to experience pain and 

recurring infections.  Peggy repeatedly urged her surgeon to amputate her leg, claiming it was painful and of no use to her.  Ultimately he 

complied.  

The surgeon who performed the amputation also reported that Peggy had several admissions for left-sided weakness and numbness.  

Physical findings were inconsistent, and the workup was negative. It was shortly thereafter that her back pain recurred.  The surgeon also 

commented that various physicians involved in the management of her leg injury had raised the possibility that her symptoms might be 

self-induced.   

Peggy is an only child, born to a middle-class family.  By her own account, after graduating from college, she moved from job to job for 

number of years, generally leaving because of medical problems and repeated hospitalizations.  At the time of admission she was a part-

time graduate student, being supported by social security.  No one had accompanied her to the hospital, and she had no visitors during her 

hospitalizations.  She asked that her doctors not contact her family.  

Peggy was transferred to an inpatient rehabilitation unit, where she quickly developed a string of largely unexplained medical problems, 

including gastroenteritis with diarrhea and fever, painful swelling of the right hand and wrist, a rash on her back and torso, and atypical 

mental status changes including difficulty doing rudimentary calculations and inconsistent memory deficits.  Meanwhile, she repeatedly 

refused to comply with safety procedures on the unit, leaving her wheelchair unlocked and her bed rail down, despite constant reminders 

by staff.  Over time she generated a good deal of anger and frustration among most staff members, although a few found her a particular 

sad and pathetic case.   

After her previous surgeon had been contacted, the staff became suspicious about the role that she might be playing in the development of 

her symptoms.  Peggy’s room was searched and furosemide (a diuretic) and an exercise band that could serve as a tourniquet were found.  

These were believed possibly to explain many of her symptoms as well as the unexplained metabolic abnormalities that had been noted in 

her chart.   

 

 

 

 



What specific symptoms  

does the patient exhibit? 

When did the symptoms  

seem to onset (begin)? 

What is your diagnosis?   

How is this disorder defined  

(from DSM 5 chart)?  

   

✓ Diagnosis: ___________________ 

 

➢ Definition (from DSM 5 chart):  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Case Study 6 

Kevin is a playful 6-year old child who is in first grade in a suburban school.  His mother brought him for an evaluation saying, “He won’t 

speak in school or in any social situations.”  During the evaluation he whispers to his mother, but won’t speak to the interviewer.  His mood 

seems good, his affect very broad, with exuberance, some apprehensiveness when he’s expected to speak, but no sadness.  He agrees with 

his mother that not speaking is a real problem, and he wants to overcome it.   

Kevin’s mother reports that he has been reluctant to speak to people outside of his home setting since he was about 2.  He never answered 

a greeting, and there are very few people he will talk to if he is outside his home.  He did not speak in kindergarten at all.  He likes going to 

parties and playing with others—laughing, running around, singing—but will not converse.  He doesn’t avoid social situations or strangers.  

He takes piano lessons, and will play in front of others, but won’t speak.  He enjoys going shopping and will sing out loud in the 

supermarket, but when people speak to him, he becomes mute.  At home he can amuse himself with games and puzzles, as well as play 

happily with other children.  

There is no history of medical problems.  His mother describes him as a low-key kid, always easy to get along with, and quite verbal when 

he’s alone with his family.  He has always been very bright and has done well academically.   

In kindergarten he was referred for “play therapy” with a private psychologist, but several months of treatment did not result in any change 

in his symptoms.   

 

 

What specific symptoms  

does the patient exhibit? 

When did the symptoms  

seem to onset (begin)? 

What is your diagnosis?   

How is this disorder defined  

(from DSM 5 chart)?  

   

✓ Diagnosis: ___________________ 

 

➢ Definition (from DSM 5 chart):  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Case Study 7 

Bruce is a 6-year old boy whose mother brought him to the emergency room because she was frightened that she could not prevent the child from 

setting fires, which he had done several times in the last year and a half.  Although he had so far managed to put out all the fires he set himself, his 

mother was afraid that he would set the house on fire while she and his sister were asleep.  She complained that he was sneaky about setting the fires, 

making it impossible for her to control him or to know how many fires he had actually set.   

Bruce says that he has set fires because a “man in my head tells me to.”  This “man” stays in his room when he is awake and “goes away” when he is 

asleep.  The make makes a noise (“brrr”), which Bruce interprets as a command to “set fires.”  He is afraid to talk to anyone about the man or not to obey 

his commands, “because he might beat me up.”  His mother apparently does not take the voice seriously, stating that Bruce has offered a variety of 

different reasons for setting fires, depending on to whom he was talking.  Both agree that he sets fires in retaliation against his mother when he is angry 

with her.   

Bruce has been fascinated with setting fires for the last 2 years.  His mother remembers that he and a friend set the fire first by burning holes in the 

plastic sheets on his and his sister’s beds.  His mother found out about the incident later and reacted by hitting him on his hands and telling him how 

dangerous fires were.  During the next fire-setting incident, Bruce used a lighter to try to burn a door frame that his mother had just painted.  This time 

he was not hit, but was forbidden to ride his bicycle for a week.  His mother was sleeping during a third episode, in which he set the garbage on fire with 

a table lighter.  He then took a broom and beat out the fire.  His mother awoke to a funny smell and remembers that he was running all over the house in 

a peculiar manner.  She related this incident with amusement at the child’s antics.   

The last two fires had taken place 3 weeks previously, when Bruce first tried to burn a dishtowel on a gas flame.  After he burned the fringe, he rolled up 

the towel and threw it in the garbage.  His mother, who was just outside the apartment at the time, sent him to bed and later explained to him about the 

dangers of fire setting.  During the last incident, he took a stretch monster toy that was kept in a Styrofoam box and burned holes with a lighter on the 

sides of the box that corresponded to the monster’s arms and feet.  

Apart from these incidents, his mother remembers that Bruce would find matches or go into the bathroom with a lighter and try to “smoke”.  His mother 

has talked to him at length about fires, how they get bigger with alcohol, and can be put out with water.  He becomes excited during these discussions, 

but then promises never again to play with fire.   

At the present time, his mother reports, Bruce is unhappy in school and misses his former friends from the neighborhood the family moved from 3 

months before this evaluation.  She says that he has made no new friends outside school, and that he and his sister complain frequently of boredom.   

Aside from the fire setting, there is no history of any other aggressive or antisocial behavior.  His mother reports that Bruce has been difficult to 

discipline, but mainly because he ignores her.  Bruce’s schoolteacher was surprised to hear of his fire setting.  She described him as a lovely, bright, 

obedient child who played and worked will with both the teacher and his peers.  Upon further inquiry, she could say only that at times he became a “little 

wild” in play.   

Bruce lives with his 10-year old sister and 26-year old mother, who herself was hospitalized as an adolescent after she had been truant from school for 7 

months in retaliation for her mother’s remarriage.  In an initial discussion with the interviewer, she acknowledged that at times she becomes violently 

angry, to the point where she is unable to control herself.   

 

What specific symptoms  

does the patient exhibit? 

What possible etiology (cause/s)  

is evident in this case? 

What is your diagnosis?   

How is this disorder defined  

(from DSM 5 chart)?  

   

✓ Diagnosis: ___________________ 

 

➢ Definition (from DSM 5 chart):  

 

 

 

 

 

 



 

Case study 8 

Tony is a shy, anxious-looking, 31 year old carpenter who has been hospitalized after making a suicide attempt by putting his head in a 

plastic bag.  He asks to meet with the psychiatrist in a darkened room.  He is wearing a baseball cap pulled down over his forehead and 

partially covering his eyes.  Looking down at the floor, Tony says he has no friends, has just been fired from his job, and was recently 

rejected by his girlfriend.  When the psychiatrist askes Tony to elaborate he replies, “It’s really hard to talk about this, Doctor.  I don’t know 

if I can.  It’s too embarrassing.  Well, I guess I should tell you…after all, I’m in the hospital because of it.  It’s my nose.”  “Your nose?” the 

psychiatrist asks.  “Yes, these huge pockmarks on my nose.  They’re grotesque!  I look like a monster.  These marks on my nose are all I 

can think about.  I’ve thought about them every day for the past 15 years.  I even have nightmares about them.  And I think that everyone 

can see them and that they laugh at me because of them.  That’s why I wear this hat all the time.  And that’s why I couldn’t talk to you in a 

bright room…you’d see how ugly I am.”   

The psychiatrist couldn’t see the huge pockmarks that Tony was referring to, even when she later met him in a brightly like room.  Tony is, 

in fact, a handsome man with normal-appearing facial pores.  The psychiatrist says, “I see no ugly pockmarks.  Is it possible that your view 

of your appearance is distorted, that maybe the pockmarks are just normal looking facial pores?”   

“That’s a hard question to answer,” Tony replies.  “I’ve pretty kept this preoccupation a secret because it’s so embarrassing.  I’m afraid 

people will think I’m vain.  But I’ve told a few people about it, and they’ve tried to convince me that the pores really aren’t visible.  

Sometimes I sort of believe them.  I think I probably am distorting and that they’re not so bad.  Then I look in the mirror and see that they’re 

huge and ugly, and I’m convinced that people laugh at them.  Then no one can talk me out of it.  When people try to, I think they just feel 

sorry for me and that they’re trying to make me feel better.  This has affected me in a lot of ways, Doctor,” Tony adds.  “It may be hard for 

you to believe, but this problem has ruined my life.  All I can think of is my face.  I spend hours a day looking at the marks in the mirror.  I 

just can’t resist.  I started missing more and more work, and I stopped going out with my friends and my girlfriend.  I got so anxious when 

people looked at me that I started staying in the house most of the time.  Sometimes when I did go out, I went through red lights so I 

wouldn’t have to sit at the light where people might be staring at me.  The hat helped a little, but it didn’t cover all the marks.  I tried 

covering them with makeup for a while, but I thought people could see the makeup so that didn’t really help.  The only time I really felt 

comfortable was when I wore my nephew’s Batman mask on Halloween.  Then no one could see the marks.  I missed so much work that I 

was fired.  My girlfriend stuck it with me for a long time, but she finally couldn’t take it anymore.  One thing that was really hard for her was 

that I started asking her about 50 times a day whether I looked okay and whether she could see the marks.  I think that was the last straw.  

If I had a choice, I’d rather have cancer.  It must be less painful.”   

Tony went on to discuss the fact that he had seen a dermatologist to request dermabrasion, but was refused the procedure because “the 

dermatologist said there was nothing there.”  He finally convinced another dermatologist to do the procedure but thought it did not help.  

Eventually, he felt so desperate over the supposed marks that he made two suicide attempts.  His most recent attempt occurred after he 

looked in the mirror and was horrified by what he saw.  He told the psychiatrist, “I saw how awful I looked, and I thought, I’m not so sure 

it’s worth it to go on living if I have to look like this and think about this all the time.”  His first suicide attempt had also led to 

hospitalization; but, because Tony was so ashamed of his concern and thought it wouldn’t be taken seriously, he had kept it a secret and 

told the staff only that he was depressed.   

 

What specific symptoms  

does the patient exhibit? 

When did the symptoms  

seem to onset (begin)? 

What is your diagnosis?   

How is this disorder defined  

(from DSM 5 chart)?  

   

✓ Diagnosis: ___________________ 

 

➢ Definition (from DSM 5 chart):  

 

 

 

 



Case Study 9 

When Ernest desperate wife finally got him to agree to a comprehensive inpatient evaluation, he was 37, was unemployed, and had been 

essentially nonfunctional for several years.  After a week during which he was partying all night and shopping all day, his wife said that she 

would leave him if he did not check into a psychiatric hospital.  The admitting psychiatrist found him to be a fast-talking, jovial, seductive 

man with no evidence of delusions or hallucinations.   

Ernest’s troubles began 7 years before when he was working as an insurance adjuster and had a few months of mild, intermittent, 

depressive symptoms, anxiety, fatigue, insomnia, and loss of appetite.  At the time, he attributed these symptoms to stress at work, and 

within a few months was back to his usual self.   

A few years later an asymptomatic thyroid mas was noted during a routine physical exam.  One month after removal of the mass, Ernest 

noted dramatic mood changes.  Twenty-five days of remarkable energy, hyperactivity, and euphoria were followed by 5 days of depression 

during which he slept a lot and felt that he could hardly move.  This pattern of alternating periods of elation and depression, apparently with 

few “normal” days, repeated itself continuously over the following years.   

During his energetic periods, Ernest was optimistic and self-confident, but short tempered and easily irritated.  His judgement at work was 

erratic.  He spent large sums of money on unnecessary and, for him, uncharacteristic purchases, such as a high-priced stereo system and 

several Doberman pinschers.  He also had several impulsive sexual flings.   

During his depressive periods, he often stayed in bed all day because of fatigue, lack of motivation, and depressed mood.  He felt guilty 

about the irresponsiblities and excesses of the previous several weeks.  He stopped eating, bathing, and shaving.  After several days of this 

withdrawal, Ernest would rise from bed one morning feeling better and, within 2 days, be back at work, often working feverishly, though 

ineffectively, to catch up on work he had let slide during his depressed periods.  

Although both he and his wife denied any drug use, other than drinking binges during his hyperactive periods, Ernest had been dismissed 

from his job 5 years previously because his supervisor was convinced that his overactivity must be due to drug use.  His wife had 

supported him since then.   

When he finally agreed to a psychiatric evaluation 2 years ago, Ernest was minimally cooperative and noncompliant with several 

medications that were prescribed, including antidepressants.  His mood swings had continued with few interruptions set up to the current 

hospitalization.   

 

 

What specific symptoms  

does the patient exhibit? 

When did the symptoms  

seem to onset (begin)? 

What is your diagnosis?   

How is this disorder defined  

(from DSM 5 chart)?  

   

✓ Diagnosis: ___________________ 

 

➢ Definition (from DSM 5 chart):  

 

 

 

 

 

 

 

 

 



Case Study 10 

Harold was stopped as he was leaving a grocery store with three cans of lobster hidden in his pockets.  He was charged with shoplifting, 

but the court asked for a psychiatric evaluation after determining that he had no prior criminal record and no particular need for the food he 

had stolen.   

Harold is a young-looking, well-groomed, 42 year old man who is married and has two teenage sons.  He has worked for 15 years in an 

insurance company, and has never been arrested before.  He admits to the psychiatrist that he has been shoplifting for years, following a 

pattern that only this time resulted in his arrest.  He describes how he entered the store impulsively, without any specific purpose.  While 

walking around in the store, he experienced an increasing sense of tension, which grew in intensity the longer he remained in the store.  

Then he had a desire to take the cans of lobster.  He had no particular need for the food, and actually does not like seafood.  He had not 

been asked by anyone to buy canned lobster, and it is not something that he or his family would usually eat.  He had more than enough 

money in his wallet to buy the lobster had he wanted it.  The tension increased until he could no longer resist it.  He took the cans and 

stuffed them in his pockets, after which he experienced a sense of relief.  He went on to explain that he knew nothing about this particular 

grocery store or about its owners.  The choice of a store was apparently random.   

For the previous few years he and been having similar urges to steal, which he could not resist.  They usually came on suddenly and for no 

apparent reason.  For reasons that he did not understand, he most commonly stole canned seafood.  A few moments after the shoplifting, 

he would have strong feelings of guilt, resolve never to do it again, but would be able to resist the urge for only 2 or 3 weeks before again 

succumbing to the impulse.   

He and his wife have excellent jobs and no financial problems.  He can think of no particular stresses either in his family or at work that 

might be related to the impulse to steal.  He doesn’t know why he takes these “useless little things” and wishes he were able to control the 

urge to steal.   

Harold says that for the past 2 years, he has had a growing sense of futility about his life.  His children are approaching the point when they 

will be leaving home, and he has no interests or hobbies that do not resolve specifically around the children.  He occasionally feels that “life 

is not worth living,” but denies active suicidal thoughts or other persistent symptoms of depression.  His feelings of shame and guilt are 

limited to his shoplifting.  Otherwise, he considers himself to be a hard-working, law abiding person who contributes to his community by 

coaching sports.   

Harold is the only child of an alcoholic father who physical abused his wife.  There were many periods during which he and his mother 

lived away from his father, and he has always felt very close to her.  As an adult he has been dutiful and supportive son.   

He describes himself as an adolescent as being irritable and quite aggressive.  He was often in fights, usually with boys larger than himself 

who had made some kind of derogatory remark about his size.  Generally, his response was grossly out of proportion to the remark.   

 

What specific symptoms  

does the patient exhibit? 

What possible etiology (cause/s)  

is evident in this case?  

What is your diagnosis?   

How is this disorder defined  

(from DSM 5 chart)?  

   

✓ Diagnosis: ___________________ 

 

➢ Definition (from DSM 5 chart):  

 

 

 

 

 

 



Mental Disorders 

Case Studies Answer Key 

Case 

Study # 
Disorder Specific Symptoms (from DSM 5) 

General Category (column 1 

of DSM chart) 

1 
Specific Phobia  Fearful or anxious about or avoidant of 

circumscribed objects or situations 

Anxiety Disorder 

2 

Dissociative Identity 

Disorder  

Presence of two or more distinct personality 

states or an experience of possession and 

recurrent periods of amnesia  

Dissociative Disorders 

3 

Obsessive 

Compulsive 

Personality Disorder 

Pattern of preoccupation with orderliness, 

perfectionism, and control  

Personality Disorders (Cluster 

C) 

4 

Bulimia Nervosa Recurrent episodes of binge eating; recurrent 

inappropriate compensatory behaviors to 

prevent weight gain; self-evaluation that is 

unduly influenced by body shape and weight  

Feeding and Eating 

5 

Factitious Disorder Falsification of physical or psychological signs 

or symptoms, or causing an injury or disease, 

associated with identified deception to oneself 

or another (formerly Munchausen)  

Somatic Disorders  

6 

Selective Mutism  Consistent failure to speak in social situations in 

which there is an expectation to speak even 

though the individual speaks in other situations  

Anxiety Disorders 

7 
Pyromania  Deliberate and purposeful fire setting on more 

than one occasion  

Disruptive, Impulse-Control 

and Conduct Disorders  

8 

Body Dysmorphic 

Disorder 

Preoccupation with one or more perceived 

defects or flaws in physical appearance that are 

not observable to others 

Obsessive Compulsive 

Disorder 

9 
Bipolar I Depressive moods that last at least two weeks 

and manic moods that last at least one week 

Bipolar Disorder 

10 

Kleptomania  Recurrent failure to resist impulses to steal 

objects that are not needed for personal use or 

for their monetary value  

Disruptive, Impulse-Control 

and Conduct Disorders 


