0~sychological Case Formulation: Client - Buddy King

Introduction to theoretical framework: 

This psychological formulation will use an integrated biopsychosocial approach, using research and theory based on Bipolar Disorder (BD) to theorise a prognosis for Buddy, who showed symptoms of Bipolar Disorder, major depressive disorder (MDD) as well as alcohol and drug misuse. The focus of this preparation connects the client with adverse childhood experiences (ACE) and indicators of Bipolar Disorder. NICE, (2020) state the onset of bipolar is usually within the age range of 15-19 years. Vega et al., (2011) found no difference in diagnosis rates of bipolar within male and female populations. Chaudhry et al., (2015) suggests bipolar is often misdiagnosed as anxiety or another depressive disorder. Bipolar is usually a recurring chronic mental illness associated with spells of depression, mania or hypomania (Vieta et al., 2018). Angst et al., (2003) found a slight increased recurrence risk of Bipolar II compared to Bipolar I. MacQueen et al., (2008) conclude that studies consistently indicate 30-60% of patients with BD have impaired psychosocial functioning. Although the causes of this impairment remain unclear, results highlight some people with BD may benefit from rehabilitative therapies to raising their level of functioning. 
Bobo, (2017) refers to suitable managing of BD and that treatments require both psychosocial and pharmacotherapy strategies targeting specific stages of the illness. Parikh et al., (2014) explains the combination treatment seems better compared to previous studies. The factors contributing to Buddy’s disorder include stress and pressure from his parents alongside his own concerns about his career route.  Proudfoot et al. (2012)  found triggers identified with episodes of bipolar include use of recreational drugs and alcohol alongside stressful events in life and deprived sleep. The episodes were recurring throughout Buddy’s adult life and were noticeable when he was experiencing stressful situations and periods of reckless behaviour as Proudfoot et al. (2012) concluded.


Basic demographics of client: 
Age: 28 
Sex: Male 
Ethnicity: African/American
Marital status: Married 
[bookmark: _Hlk129334646]Present bio-psycho status: Ongoing involvement with psychiatrist. Recent episodes of increased depressive symptoms DSM-5 296.53 (F31.4), lack of energy, difficulty concentrating and decreased activities he used to enjoy DSM-5 296.80 (F31.9) (American Psychiatric Association, 2020). Negative thoughts including suicidal feelings, alongside sleep disturbances. Troubled interpersonal relationships with his wife, siblings and parents. The case formulation is based on the psychological diathesis stress model (DSM-5) that aims to explain why individuals acquire mental illnesses (American Psychiatric Association, 2020). It is a primary theory that assumes all mental illnesses are derived from a combination of life experiences and hereditary factors (Colodro-Conde et al. 2018).
Diagnosis: Bipolar disorder II with melancholic features of loss of pleasure in all or almost all activities. 
Client background summary:
Buddy King has suffered depression previously which resulted in a manic episode. He was reluctant to seek psychiatric help due to the pressure from his family and was concerned about being judged by them and being labelled, which could cause his family to ostracise him. His depression symptoms worsened during the last several months including an ongoing dispositional depression, fatigue, inattention, disinterest, and withdrawal from formerly enjoyable activities. In addition to having trouble sleeping, he was also plagued by negative thoughts and preoccupation with the future. This was affecting all aspects of his life including personal relationships with his wife alongside thoughts of suicide. When his illness was at its peak it prevented him from participating in his athletic activities due to fatigue. He agreed to seek medical advice after his wife’s intervention. Previously college life was when he saw a psychiatrist. He had been depressed throughout his final year at a top institution when he was under considerable pressure from his family, who considered he was spending too much time in college, and from his own concerns about his future professional prospects. Whilst in college he had more severe symptoms and went through a complete manic episode, which includes high mood that does not go away, extravagant and persecuting delusions, irritability, and a reduced desire to sleep. During the time he was depressed in college he was drinking excessively and taking marijuana. His also displayed other risky behaviours such as an increase of sexual needs resulting in him being arrested on campus by the campus police. This resulted in him hospitalised as an involuntary patient and diagnosed him with symptoms of manic behaviour. His treatment was for a period of six weeks but he only accepted medication in the last four weeks but refused Lithium. When discharged from hospital he agreed to continue with the majority of the medication he was described. Due to the university not accepting him back but the charges were dropped he transferred to a different university and continued his studies. His behaviour was causing problems with his family and friends mainly around compliance to the medication he had been prescribed. He recovered sufficiently from this manic episode and he was able to complete his degree and start work in the family business. Within a year he met and married his wife but continued experiencing short bouts of depression. After many requests from his wife he reluctantly sort treatment for his mental illness. 

Table of the 5 P’s 
 
	
	Biological
	Psychological
	Social/Environmental

	Predisposing
	Continued pressure from family members.

Maternal mother had depression.

Maternal grandmother had depression.

Paternal brother and Uncle obtained medication for depression

His maternal uncle had alcoholism and bi-polar disorder.

Collage age he used marijuana and binge on alcohol.

Collage age he engaged in risky sexual behaviour

Although there is no one gene considered to be associated with depression, several genetic effects may be at play.
	Suicidal ideations and self-harm.
 
Oscillations of mood. 

Difficult coping processes. 

Awkward interpersonal skills. 

Unpredictable and erratic behaviours. 

Polarisation of self and others. 
 

	Limited social network. 

Alcohol misuse and mental health in the family environment throughout childhood.

Adverse childhood experiences (ACE).
 
Unsettled personal relationships. 


	Precipitating
	Constant stress associated with expectations of his family relating to his academic and work processes
	Polarisation of self and others. 
Unhelpful interpersonal skills. 
Attachment and abandonment issues. 
Unstable mood. 
	Wife’s wish for treatment as in-patient.

	Perpetuating
	Alcohol and other illegal substance misuse. 

Depression. 

Sexual activities - from inappropriate sexual behaviour to a loss of libido.
	Coping issues. 

Socially inept. 

Separation of self and others. 

Unhelpful interpersonal skills. 

Unstable mood.
	Families pressure on getting an education and then going to family business.

Spouses’ possible alcohol usage. 

Lack of work or college due to limited social network.

	Protective
	His wife showed protective actions to ensure his wellbeing.
 

	
	Loyalty to her wishes

Attention from medical staff, family and friends.

	Presenting
	Intermitted alcohol and drug misuse. 

Recurring suicidal thoughts.

Bouts of depression.

Decreased need of sleep.

Grandiose persecutory of delusions.

Hyperactive
	Suicidal ideations and infliction of self-harm.

Problematic coping mechanisms.

Polarisation of self and others. 

Unstable mood.
	Troubled interpersonal relationships. Limited social network.



Genetics: 
Depressive symptoms that persist more than two weeks and are severe enough to cause considerable emotional and occupational discomfort are symptomatic of a major depressive episode (Judd & Akiskal, 2003). Buddy was previously reported as suffering from episodes of depression while at college and more recently when his wife alerted the GP to the fact that he was becoming increasingly depressed. Buddy’s depression DSM-5 296.53 (F31.4) was confirmed by the GP and because in addition to displaying a depressed mood, Buddy was found to have trouble focusing, reduced interest and withdrawal from his previously enjoyed activities. He also suffered from pessimistic views and ruminations about the future, sleep disturbances, decreased sexual relations with his wife and suicidal thoughts his symptoms which cumulatively would, according to DSM-5 give a code number of 296.89 (F31.81), corresponding to a diagnosis of Bipolar II. The differences in mood and energy levels over time, from college to when his wife contacted the GP are in line with Grande et al., (2016) who found levels of mood and energy fluctuate often and unpredictably throughout the course of the lives of people with bipolar illness.
This change in mood and energy levels is further evidenced during his college years when his conduct, including binge drinking and drug use together with risky sexual behaviour, led to what was described as a full manic episode DSM-5 296.4 (F31.0) which resulted in Buddy being sectioned and hospitalised for 6 weeks.  He refused all medication but after two weeks did agree to some but would not agree to taking Lithium (Malhi et al., 2013) which is often used to treat bipolar disorders because of how it interacts with the brain (Malhi et al., 2013).  
Selvaraj et al., (2012) found that the absence of grey matter in bipolar brain scans compared to neurotypical brain images was a crucial finding. In addition, the frontal and temporal areas, which are primarily responsible for the regulation of inhibition and motivation, were severely disrupted which corresponds to the change in behaviour shown by Buddy. Scherk et al., (2008) state that they learnt a great lot about the possible effects of many psychiatric treatments, notably by detecting the impact of several prominent medications on the grey matter of the brain.
[bookmark: _Hlk129335766]The collection and possible use of this grey matter-related information Selvaraj et al., (2012) is significant because around 40% of the brain is composed of grey matter. The majority of grey matter consists of neurons and is separate from white matter, the infrastructure of the brain. Implications for the treatment of bipolar illness are enormous due to the absence of drugs that protect grey matter. This ground-breaking investigation was conducted by a worldwide ENIGMA (Enhancing Neuro Imaging Genetics Through Metal Analysis). It included 76 distinct study locations and 26 research teams. This was unique research centred at the University of Southern California that required extensive international participation and is of importance because more than one percent of the global population is afflicted by bipolar illnesses, and it does not discriminate based on race, religion, or economic background (Selvaraj et al., 2012). 
Despite the fact that Bipolar I disorder may appear to have a more gruelling evolving and drastic diagnosis than Bipolar II disorder due to cross-sectional clinical symptoms, Bipolar II disorder is accompanied by extreme episode intensity, elevated numbers of psychiatric comorbidities, and persistent suicide ideation that significantly reduce quality of life (Vieta & Suppes, 2008) and this corresponds to the reduced quality of life that Buddy has and continues to experience. 
According to research conducted by (Barnett & Smoller, 2009), the likelihood of acquiring the illness is increased by a factor of 10 for those who have close relatives with the condition. If the affected relative is very close then the risk rises even significantly. Hence, if one of a person’s parents has bipolar illness, their risk of acquiring the disease is higher than if one of their great aunts had the illness. Buddy's mother was treated with antidepressants for recurrent episodes of depression, also his grandmother on the maternal side, paternal uncle, and eldest brother all underwent outpatient therapy for depression.
The amygdala, a brain region involved in emotion processing, may also react differently in those with bipolar illness compared to those with depression and this is shown by the risky behaviour exhibited by Buddy when in college, for example. Korgaonkar et al., (2019) completed research of limited sample size reveals that the left amygdala is less active and related to other brain regions in people with bipolar illness than in those with depression. A majority of people with bipolar illness (about 60%) are first misdiagnosed with depression. Hirschfeld et al., (2003) states that it is hoped that imaging scans, may one day aid in distinguishing between the two illnesses, however, further research is needed. This may explain why Buddy was not given a diagnosis of bipolar after the episode in college. 
Childhood history:
As previously discussed, Buddy grew up in a house with four other siblings, Buddy being the youngest. He struggled with competition from his older brothers and pressure from his parents to measure up to them with high expectations from him. He was not allowed to have different options from his parents who also demanded all his children to be very conscientious and driven to meet his parents’ attributes. When Buddy went to a prestige college his parents expected him to succeed. As van Ingen et al., (2015) states that helicopter parents may nurture reliance rather than independence. While the intention of helicopter parents is to assist their adult college student in achieving success, some practitioners in college counselling centres say that helicopter parenting has harmful effects on college students. One of the primary developmental goals of becoming an autonomous adult may be impeded by helicopter parents who micromanage their college-aged children. Additional negative impacts include stunted interpersonal development in children Schiffrin et al., (2013) and higher tuition expenses due to the additional resources required to meet helicopter parents' expectations.
Parenting styles:  
Ghosh & Vohra, (2021) cites a study by Alloy et al., (2006) who, wrote about a link between authoritarian parenting and bipolar disorders in adolescents. Furthermore, Alloy et al., (2006), in considering studies, by Gerlsma et al., (1990) and Parker (1983) found that in addition to authoritarian parenting style genetics also contributed to the development of mood disorders of their offspring (Ghosh, 2021). This concurs the parenting style Buddy experienced coupled with the fact that members of his family had depression.  
Treatment Plan:
Spelber et al., (2021) the treatment of Bipolar II disorder usually involves a combination approach of medication and psychotherapy. The primary pharmaceuticals prescribed are mood stabilisers, such as Lithium or Valproate, which are effective in reducing the frequency and severity of manic episodes. However, because of Buddy’s previous reluctance to take Lithium then Valproate would be considered. Antidepressants may also be prescribed under close medical monitoring to control depressive symptoms occasionally experienced by patients with Bipolar II. The choice to prescribe anti-depressants would be made if Buddy was willing to take the medication because of his previous reluctance.   
Collaborative care models involving integrated mental health and primary care services, patient engagement with self-management programs, and peer support groups have emerged as promising approaches to enhance outcomes in bipolar-affected individuals. Close monitoring by a specialised team of healthcare professionals is essential to ensure safe and effective treatment of Bipolar II patients. Therefore, the Psychotherapeutic interventions, cognitive behavioural therapy (CBT), interpersonal therapy (IPT), and family-focused therapy (FFT) are recommended for Buddy as they can help patients develop coping strategies, learn to identify mood triggers, and improve communication with their loved ones and would provide close monitoring. 
People with bipolar disorder may resist taking medication for numerous reasons. One of the most common factors is the associated side effects, ranging from weight gain to emotional numbness. Additionally, individuals with bipolar disorder may miss the highs and lows that come with manic and depressive episodes and see these fluctuations as essential aspects of their identities or creative processes. Others may struggle with stigma around mental illness. As Buddy is known for not taking or refusing his medications there needs to be encouraging open communication about concerns and improving access to effective treatments. At present Buddy is seeing a psychiatrist which needs to be continued.
Scott (2001) examined the use of CBT in the treatment of bipolar illness using the model of cognitive therapy which encourages acceptance of the disease; the importance of treatment; to help people identify and handle psychosocial stressors and interpersonal problems; to continue improving medication compliance; to teach coping strategies for depression and hypomania; to teach earlier detection of relapse signs; and to identify and reconfigure automatic adverse thoughts and undesired behaviours.
The goals of cognitive therapy based on an adaptation of Beck's (1963) model include increasing the patient's awareness of and ability to cope with their disorder, as well as their ability to identify and change negative automatic thoughts and behaviours that contribute to their symptoms, as well as improving their medication adherence and quality of life.
Medicines for bipolar disorder:
Antidepressants on their own could contribute to a relapse as people with bipolar need their episodes of depression to be treated marginally differently. This is evident in the treatment of Buddy whilst at college as he was taking both antidepressants and Sodium Valproate, Haloperidol and Depakote which are used to treat psychotic disorders especially bipolar. Unfortunately, there was no mention of when or if Buddy stopped the medication. A possible reason for Buddy’s relapse.
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