	Psychological Case Formulation: BK	
The client
Name: Buddy King (BK)
Age: 28 years old
Gender: Male
Ethnicity: African American
Marital status: Married
Support structure: Family involved in life, no evidence of support. No current friends disclosed. His wife is supportive.
Use of health services: GP and Psychiatrist
Diagnosis: Bipolar I Disorder
Current symptoms: Observed increase in depression by his wife over a two to three-month period. Symptoms included depressed mood, lack of energy, difficulty concentrating, decreased interest and withdrawal from activities previously enjoyed, Pessimistic views and ruminations about the future and sleep disturbance. More recently, a decrease in sexual activity and occasional suicidal thoughts.  
History: Repeated episodes of depression. One acute manic episode was previously diagnosed. 
Recommended treatment options: Continuing his use of current medications with the addition of antidepressants (short term) combined with psychotherapy such as Cognitive Behavioural Therapy. Psychoeducational approaches should be included in the treatment plan. Options are listed in treatment options and need to be considered by BK. 
Introduction
Buddy King shows symptoms and characteristics of an individual with bipolar disorder. This formulation will use relevant literature, Research and the DSM5 to establish that BK is likely exhibiting symptoms from a depressive episode brought on by his bipolar disorder. This formulation will also look at triggering, maintaining and protective factors within BK’s life. To conclude, treatment options will be discussed for BK. 
Current symptoms and background.
BK is currently showing symptoms attributed to a Major Depressive Episode (MDE) as categorised by the DSM5 (American Psychiatric Association, 2013). All criteria are taken from the DSM5. His wife observed (Criteria A one) increased depression over a two to three-month period. This included a sustained period of depression (Criteria A one), lack of energy (Criteria A six), difficulty concentrating (Criteria A eight), decreased interest and withdrawal from activities previously enjoyed (Criteria A two), Pessimistic views and ruminations about the future and sleep disturbance (Criteria A four). More recently, a decrease in sexual activity and occasional suicidal thoughts (Criteria A nine). Evidence of a change in behaviour as required from MDE criteria A is that BK now struggles to get up and go to work (previously not an issue) and has stopped all athletic activities. Impact on his life includes interference with work, social life, and marriage. This fulfils criteria B of the DSM5. There is no evidence of a substance or other medical condition affecting BK. This fulfils criteria C. Considering that five or more criteria need to be fulfilled in Criteria A and have been for a prolonged time. Criteria B and C have also been met. This indicates that BK is suffering from an MDE. 
BK’s past is essential to his diagnosis. BK has had experience with depressive episodes in the past and brief ongoing episodes. He has also had an acute manic episode. The DSM5 (American Psychiatric Association, 2013) will be used to assess criteria. Symptoms included abnormally persistent elevated mood (Criteria A), grandiose (Criteria B one) and persecutory delusions, hyperactivity (Criteria B six), and a decreased need for sleep (Criteria B two). His academic performance deteriorated, and he skipped classes altogether (Criteria B five and C). He was previously a sensible drinker but started binge drinking alcohol and marijuana (Criteria B seven). Other bizarre and risky behaviour was mentioned but not disclosed. His sexual appetite increased (Criteria B six), and he was found naked next to a fifteen-year-old girl in an empty building (Criteria B seven and C). BK was involuntarily hospitalised (Criteria C and A) and was diagnosed with an acute manic episode. The use of drugs and alcohol was only raised once the manic episode began and no other medical condition was disclosed. This fulfils criteria D. Considering that criteria B requires only three symptoms, BK has surpassed and fulfilled all other criteria. It is agreeable to conclude with the diagnosis that BK had an acute manic episode. 
BK is a 28-year-old African American. The first reported onset of his depression and a manic episode happened in his senior year at college, approximately 24 years old. This fits the typical onset of bipolar disorder with the mean age being 18 (American Psychiatric Association, 2013) and affecting early adulthood (Kupfer et al., 2005). 
BK fulfils all criteria needed for a current MDE and a past manic episode. Under the DSM5 (American Psychiatric Association, 2013), it is likely (considering the previous manic episode and the current and previous MDEs) that BK has Bipolar I disorder. 
Triggers factors
The primary triggers that are evident from the information by BK are around his family. Miklowitz (2007) indicates the importance of family in preventing relapse and as the potential cause of the depressive episode. BK mentioned that he worked for his family and that the family dynamic caused conflict and could be attributed to his recent depression. BK is likely correct in assuming that the family dynamic influences his depressive episodes.  
Other areas to consider are that BK stopped all athletics when his depression became severe enough, which he previously enjoyed. This is a symptom and a potential trigger for worsening his depressive episode. Studies have shown that exercise decreases the likelihood of depressive episodes (Ehrbar et al., 2018). This indicates that BK withdrawing from his usual activities could negatively affect his mental health. 
A strong social support structure is vital in decreasing symptoms of bipolar disorder (Studart et al., 2016). A lack of adequate social support could be attributed to depressive episodes for BK. He has his wife (positive influence-encouraged to seek support), his family (trigger-conflict) and no mention of any friends except to say that his friends shunned him after his manic episode. 
BK describes himself as a perfectionist, especially in school and athletics. Perfectionist behaviour can increase the likelihood of anxiety symptoms and the development of bipolar disorder symptoms (Corry et al., 2017). 
Environmental, Social and Maintaining factors
Depressive episodes are understood to be caused by early traumatic events, negative cognitive styles, adverse life events, a lack of social support and family criticism (Kring & Johnson, 2019). BK’s experiences significantly impact how BK perceives and copes with stressors in his everyday life (Charles et al., 2013).
Family is indicated in many of BK recollections of increased pressure and conflict. He mentions that his family caused him stress as they were upset that he took too long in college. BK was also concerned about his career once completing university. This was then proceeded by a depressive and then a manic episode. Studies have shown that higher education will likely increase stress levels (Bayram & Bilgel, 2008). The added pressure from the parents could have caused the depressive episode as the family plays an essential role in prevention and relapse (Miklowitz, 2007).
BK would not have been entirely in control during his manic episode (American Psychiatric Association, 2013). His family were deeply upset after the manic episode. Although understandable to be upset, the family added more pressure to BK.
The family pressured him to comply with medication and were disappointed when he became non-compliant. He was required to test to ensure he was taking the required dose of medication. Disputes and heated discussions followed. Noncompliance with medication could be for many reasons, especially how the medication makes a person feel. Possible alternatives should have been made available instead of the increased stress of noncompliance. Potential therapies such as CBT and other psychotherapeutic options could have been offered. Alternative medications could have been discussed (Breen & Thornhill, 1998). This could have reduced pressure and made the therapeutic approaches more successful. BK’s experience could potentially harm his compliance with medication in the future. (Breen & Thornhill)
BK also supplies information on his childhood experiences with his family. He describes a very high pressured and high achieving family. He is the youngest of five, causing competitions with his older brothers, extra pressure to go the extra mile to appease his parents, a non-tolerant family dynamic where a difference of opinion means to be ostracised with emotional and financial support withheld. BK also discusses his attitudes as a child. He describes himself as hyper conscientious and driven, which he attributed to his family, and he recalls being a perfectionist in school and athletics. The information BK supplies show that the family has been a cause of stress since BK was a child. His brothers’ increased pressure and competition caused BK to develop a hyper conscientious and driven attitude, combining this information with the potential threat of being ostracised by the family for a difference of opinion. It becomes evident that stress would increase when conflict arose. The family conflict is having a negative effect on BKs mental health (Kring & Johnson, 2019).
Bk acknowledges the potential cause of his depression. He recently recognised that the family dynamic contributed to conflict within the family business decisions and his recent depression. The fact that BK works for the family business will ensure his interaction with the family and increased stress levels. Financial security is a concern as he could be ostracised from the family. 
BKs family affect all areas of his life, including environmental factors (he works in the company), Social (Spending time with his family) and Maintaining factors (The family dynamic has not changed). The family is also a potential trigger for BK (Conflict). Studies have indicated that families have influenced depressive episodes (Miklowitz, 2007). The family influence on BK needs to be considered in treatment options. 
BK continues to suffer from brief bouts of depression after his initial experience. There is not enough information on the frequency and exact duration. These bouts are untreated. However, the bouts of depression could have been causing a detrimental effect on BK, essentially wearing him down until the most recent depressive episode (Charles et al., 2013). 
A few key life events could be affecting his current way of thinking. These include the loss of his friends and having to change university due to his manic episode. BK describes this as a hard time. The loss of his university placement and subsequent change of university would have increased the negative impact on BK at that time. They would affect his cognitive style as he would feel he was fully responsible (Kring & Johnson, 2019). The loss of his social support network would damage his mental health (Studart et al., 2016). The effects of which combined with his family pressure could be the reason for his reluctance to be labelled weak or mentally ill. There is also the notion of stigma within the society, further increasing reluctance (Walker, 1993). Thus, preventing him from attaining the help that he needs.
Support structures/Protective factors 
BK gives information on his support structure. Friends are not mentioned, and his family are a cause of a lot of the extra pressures and stress in his life. His wife, however, is a protective factor. She was the one that observed the behavioural changes and convinced BK to go and seek help for his depression. His wife should be included in the treatment options as a positive influence to increase the chance of successfully reducing symptoms or inducing remission (Kring & Johnson, 2019).
Through twin studies, evidence suggests that bipolar and depression are heritable (Kring & Johnson, 2019). Worth mentioning is that BK supplies the information that his mother has recurring bouts of depression. His grandmother, uncle, and brother have all had depression previously. His uncle was also potentially bipolar. This could indicate that BK has a predisposition towards mood disorders that were triggered by life events.
Treatment Plans
Note: BK’s wife has positively influenced him to access services for his depression. All treatment options offered should have the wife in mind to support BK to succeed in the chosen therapies. Treatment options were selected for their appropriateness for BK. They can be used together or separately. However, a combined approach is advised. Other treatment options are available for the treatment of bipolar disorder.  
Pharmacology
Drug therapy is necessary to treat bipolar disorder (Kring & Johnson, 2019). Various drugs can manage the symptoms of manic and depressive episodes. Manic episodes are usually treated with lithium, commonly used as a mood stabiliser (Kring & Johnson). However, BK has a history of noncompliance. Other options are FDA approved and can be prescribed, such as Divalproex sodium (Sodium valproate), an anticonvulsant (Currently prescribed) and Olanzapine, an antipsychotic. Both medications are used if the patient can not tolerate the side effects of lithium. Although mood stabilisers influence both manic and depressive episodes, antidepressants are routinely used to combat depressive episodes if there remains a high degree of difficulty with depressive episodes (Kring & Johnson).
BK was compliant with medications except for lithium and haloperidol. Haloperidol was discontinued after discharge from the hospital. Sodium valproate and Depakote were preferred and continued to remain good treatment options. BK has had no further manic episodes in the past four years and has only suffered from bouts of depression. Continuation of Sodium valproate and Depakote is advised with the addition of antidepressants to combat the depressive episodes. 
Cognitive Behavioural Therapy
Cognitive Behavioural Therapy (CBT) pays attention to private events such as thoughts, perceptions, and judgements. Cognitive restructuring (changing patterns of thought) is used to break negative thought patterns and develop a more positive thought process. The process affects not only thoughts and feelings but also behaviour (Kring & Johnson, 2019). CBT has been shown to be effective in reducing depressive episodes and increasing quality of life. CBT could be an effective treatment option for BK. It has the potential to reduce the severity and lower the frequency of his depressive episodes. However, potential adverse reactions must be monitored, including an increase in anxiety and an increase in the use of antidepressants (Gonzalez-Pinto et al., 2004).   
Psychoeducational approach
Psychoeducational approaches educate the patient around their specific disorder, supplying information on biological and psychological triggers, symptoms, and a potential time scale on the symptoms. Evidence supports that Psychoeducation improves the patients’ medication use, especially after symptoms abate (Kring & Johnson, 2019). Evidence suggests that symptom detection is improved, and patients seek help faster when educated. Lifestyle changes are also explained to allow the patient to thoroughly understand the disorder’s impact (Gonzalez-Pinto et al., 2004). Studies have shown that Psychoeducation can potently lower relapse rates in patients (Kring & Johnson). Although BK has had a diagnosis of bipolar for four years, he may benefit from having more information and potentially could benefit from a lower relapse rate. 
Interpersonal Therapy 
Interpersonal Therapy assumes that depression is linked to interpersonal problems. These issues are then examined to identify how the patient feels, make decisions and effect changes to resolve specific problems. IPT has evidence indicating that it is as effective in treating bipolar disorder as CBT (Kring & Johnson, 2019). BK should be offered IPT specifically looking at interpersonal conflict, which is frequently mentioned in his account.
Family Therapy
Currently, not a good option for BK could be considered in the future. Family therapy is used to treat childhood problems and increase communication to solve problems. As BK described it, the family dynamic would have to change before family therapy could succeed. 
Sport Therapy
Sports can reduce the likelihood and severity of depressive episodes (Ehrbar et al., 2018). BK should be encouraged to return to athletics when he feels ready. 
Social Prescribing 
Social Prescribing is the process of being prescribed attending a local community social care service and structured activities. The purpose is to bring people together to build a support network. Studies have found that they effectively increase the quality of life for individuals with a mood disorder and some potential health benefits (Aggar et al., 2020). Social prescribing could be effective for BK to improve his social support network as no current friends were mentioned.  
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