A Psychological Case Formulation with the potential option of the treatment: Buddy King 

Introduction 
This psychological formulation will identify the mental illness symptoms, understand the triggers, and find the best strategy and treatment for 28 years old African American male Buddy King using the interactive biopsychological approach. According to Babalola et al. (2017), the biopsychological approach has been successfully used in psychiatry and medicine since the late 20th century. Moreover, Babalola et al. (2017) argue that the biopsychological approach considers biological, psychological, and social factors in determining the causes of mental illness and finding the appropriate treatment in holistic care delivery. 
This formulation will use the theory and empirical evidence to understand Mr Buddy King's mental illness and hypothesise the prognosis for Buddy and his treatment.
After Buddy's wife was concerned about his increased depressive symptoms, Buddy went to see the general practitioner, who referred him to the psychiatrist. Approximately 2-3 months before the referral, Mr King's depressive symptoms escalated. He had trouble concentrating, a lack of energy, a pessimistic view, rumination about the future, sleep disturbance and difficulty getting up from bed. Moreover, there was a decrease in sexual activity and occasional suicidal thoughts. Buddy avoided seeing the psychiatrist about his symptoms because he feared being perceived as mentally ill and weak; however, when the symptoms escalated and impacted his work, relationship, and social life, he agreed to see a specialist.
Diagnoses
[bookmark: _Hlk128428527]According to the DSM-5 (2013), Bipolar, schizophrenia, and depressive disorders can be distinguished from delusional disorders by the severity of the mood disturbances and their progression; this suggests that if delusions only occur during terrible mood episodes, the disorder might be bipolar with psychotic features or depression. DSM-5 (2013) recognised bipolar I and bipolar II disorder. Individuals with Bipolar I experience manic episodes and depressive episodes in contrast to those affected by bipolar II disorder, who experience at least one of the hypomanic and depressive episodes during their lives.
Historically Buddy was diagnosed with a full manic episode which was the aftermath of depressive symptoms experienced a few days earlier. This event happened five years ago during his senior year of university when he was under much stress linked to pressure and expectation from his family and his fear of his future carrier. During the manic episode, Buddy was hyperactive; he experienced grandiose and persecutory delusions, abnormally persistent elevated mood, and decreased sleep. 
DSM-5 (2013) noted that manic episodes are present in Bipolar disorder (BD); relating this statement to the Buddy case and his symptoms, there is a possibility that he suffers from BD, even if they primarily related diagnosis could be depressive disorder. 

Empirical evidence to support the diagnosis of Bipolar Disorder

Miklowitz & Johnson (2006) argue that bipolar disorder significantly impacts individual social and personal relationships. It is known as a lifelong sequence in the pathological swings in mood of the depressive symptoms, including decreased energy, slower cognition, problems with concentration, volition and lack of physical activity to the stages when an individual feels very energised, presenting risky behaviour and experiencing irritability and manic episodes. Abbaspour et al. (2021) found that, in words, 45 million people are affected by bipolar disorder, and people tend to be diagnosed with BD between the ages of 15 and 24 age (Kupfer et al.,2002). That age gap will support the hypothesis that Buddy got BP as he was diagnosed with manic episodes at 23.
DSM-5(2013) describe manic episodes as an increased level of energy, mood disturbance, grandiose delusion and increased sexual drive. Buddy's sexual needs increased during the manic episodes, too, and he was arrested after being found with a 15-year-old girl in the empty campus without any clothes on. 
However, Buddy has never been charged; instead involuntarily admitted to the hospital, where the diagnosis of an acute manic episode was made. The manic episodes last up to 6 weeks, including the first two weeks without any treatment as refused. After those two weeks without treatment, Buddy refused the lithium medication. He agreed to a different medication, such as haloperidol, sodium valproate and Depakote, during his stay in the hospital; however, soon after discharge Buddy discontinued haloperidol. The DSM-5(2013) explains Buddy's behaviour as the patients during the manic episodes do not believe they are ill and often resist the treatment. Low acceptance and high denial levels may be detrimental to medication adherence, according to research based on self-reported data that examined 32 individuals with bipolar I disorder (Greenhouse et al.,2000). 
[bookmark: _Hlk127614811]Most gender analyses revealed no proof of distinctions; however, the start of bipolar disorder was accompanied by mania more frequently in males than in women, according to Kawa et al. (2005). Men were likelier to suffer from concurrent alcoholism, cannabis addiction or abuse, compulsive gaming, and conduct disorder. Kawa et al. (2005) argue that during manic episodes, men tend to present behavioural problems, and this can explain why Buddy started to use alcohol and marihuana during the episodes.
Furthermore, Buddy finished his business management degree at a different university, married, and worked in the food family business. In contrast to other patients with the same diagnosis, Buddy did not present any more manic episodes; however, from time to time experienced depressive symptoms. 
Buddy presented suicide intention, and according to Miller & Black (2020), suicide rates are the highest in BD compared to other psychiatric illnesses. They also found that lithium, the same medication which was prescribed to Buddy; however, which he refused, is the only medication that lowers suicide in individuals suffering from BD. Those findings are supported by previous research by Wiglusz & Cubała (2019), who considered lithium more effective as a first medication for patients with BD. Wiglusz & Cubała (2019) highlighted that suicide mortality with BD is 25 times higher than among general society.
[bookmark: _Hlk128085310]One of the newest systematic reviews by Ratheesh et al. (2023) looked at early intervention for bipolar disorder I and  II. They also found that lithium is the most effective treatment for that mental illness. Thus, in contrast with other mood stabilisers, lithium was associated with lower recurrence risk. Moreover, they found that mood stabilisers are more effective in global functioning than antipsychotics. However, Buddy was taking antipsychotics which could affect his depressive mood. 
Buddy experiences sleep disturbance which, according to  Ford & Cooper-Patrick (2001), contributes to developing new episodes of major depression during an individual lifespan. According to Altena et al. (2016), sleep plays a significant role in BD because it affects individual emotions, mood and quality of life. Harvey, A. G. (2008) argue that one of the symptoms of mania and hypomania is decreasing sleep; for example, an individual sleeps just 3 hours and feels that is enough. Additionally, Morton & Murray (2020) stated that individuals with bipolar disorder often suffer from sleep disturbance, which can negatively influence their behaviour. They argue that sleep has a significant role in BD because any abnormalities of circadian function implicate BD pathogenesis, and they strongly modulate sleep. 
Buddy recalled himself as a perfectionist when he attended school, and according to Hewitt et al. (1998), perfectionism is linked to depression and chronic bipolar symptoms. 
Moreover, bipolar has been linked with perfectionism. Egan et al. (2012) found that those with the condition score higher on the perfectionism subscale of the Dysfunctional Behavior Compared to unipolar. Also, they found that perfectionism has been discovered to foretell the start of manic and hypomanic attacks. 
Moreover, Greenberg et al. (2014) argue that epigenetics, which examines how environmental factors affect gene activity, investigates the non-genetic biology of gene expression. Greenberg et al. (2014) demonstrated that social context, particularly early family experiences, can significantly modify the association between genetic vulnerabilities and mental health risks in children, supporting the need for a secure childcare environment. 
Research by Liu & Hu (2020) has shown that bad parenting including emotional abuse, and emotional neglect, can substantially predict depressive symptoms in teenagers. Parenting is a crucial component of family structure. 
Abbaspour et al. (2021) argue that ineffective parenting practices have an impact on the majority of mental cases. It was also proposed that family involvement and bonding were crucial and essential elements in promoting mental health. 
Hudson(2013) stated that children criticised and minimised by their parents are likely to develop difficulty regulating their emotions, leading to emotional problems and mental illness. For example, overprotective parenting behaviour can lead t anxiety disorder in children 

Predisposing factors 
Buddy's got genetic predisposition for the development of bipolar disorder because, in his family, there are few members of the family, including his mother and grandmother, had various mental health illnesses such as depression or bipolar disorder.
Bipolar disorder (BD) is one of the most heritable mental illnesses. However, there are mixed findings in the literature regarding the estimation. For example, Craddock et al. 1999   argue that twin studies research demonstrated 70 % of the inherited genetic factor responsible for BD in monozygotic twins. However, Gordovez & McMahon (2020), in their research based on a large population, found that the heritability of BD is between 25-45%. 
According to Rowland & Marwaha (2018), it is probable that several single nucleotide polymorphisms, which are very common in the general population, contribute to the genetic risk for bipolar disorder. technological progress
Genome-wide association studies have been made possible, allowing for the data to be merged and the identification of numerous genetic loci linked to bipolar cases, indicating a combined polygenic risk (Rowland & Marwaha.,2018)
Moreover, Buddy is the fith child in the family, potentially impacting his mental health. McNamara & Strawn (2014) argue that there is no evidence that birth order can impact the development of BD. However, Gates et al. (1988) stated that firstborns had substantially lower depression scores than younger siblings. Gates et al. (1988) state that compared to third-born, firstborns displayed considerably less anxiety. Additionally, firstborns displayed considerably more significant levels of self-esteem than second and youngest born.

Precipitating factors
There was a statement in Buddy's case that he started to use marijuana and alcohol during the manic episodes. Rowland & Marwaha (2018) found that marijuana use increases the chance of developing bipolar and psychotic illnesses. 
Another precipitation factor in Buddy's mental health illness could be the parental style of his caregivers. Buddy's parents had high expectations regarding their son, especially the father, who could also impact decisions about his children carriere as they all worked in the family company. Wang et al. (2021) argue that parenting style in the development phase of the offspring plays a significant role, especially if the parent experiences depressive symptoms. They found that an indifferent parenting style with low care and autonomy increased the risk of depression in their children compared to care-autonomy parents whose children are less likely to develop depression. 
[bookmark: _Hlk128373188]The relationship between parents and their offspring is significant in developing mental illness, according to Abbaspour et al. (2021). Scholar shows mixed results regarding the parental style associated with the development of bipolar disorder in offspring; however, Abbaspour et al. (2021) show that an ineffective parental style characterised by high care and low control is associated with BD up to 43%. Additionally, Stapp et al. (2020) state that when children had BD, more family conflict was noted compared to families where children did not. They also found increased discipline in the household with children with BD.
[bookmark: _Hlk128373760]The importance of the family setting in a child's physical, psychological, and socioemotional growth is well established by Stapp et al. (2020), who stated that family ideas frequently highlight the bond between parents and children. 
Peng et al. (2021) found that rejection by family or overprotectiveness impacting mental health in study on adolescents. Peng et al. (2021) found that parenting style have a long-lasting effect on the growth of adolescents' personalities and other psychological traits, in addition to directly influencing their mental health.
Peng et al. (2021). argue that parental style influences the family dynamic important for child development. Moreover, negative parenting styles and parental rejection significantly and persistently decrease self-esteem and impact children's mental health. 

Perpetuating factors 

Families with BD individuals may struggle to communicate successfully with each other, which can affect family dynamics (Romero et al.,2005). 
Moreover, Rentala et al. (2021) argue that stress triggers sleep problems, mania and inflammation, which affects the routine. Chronic stress as well as  inflammation are common in western culture, where the BD rate is significantly higher than in countries that do not adopt western lifestyles. They conclude that there is an additional risk factor for BD, such as an unhealthy diet, stressful environment, obesity and lack of physical activity. 
[bookmark: _Hlk128372137]Rowland & Marwaha (2018) state that the most common subtype of abuse encountered by bipolar individuals appears to be emotional abuse. This statement is relevant to Buddy's case as he could be a victim of emotional abuse by his father. Those traumatic experiences, according to Rowland & Marwaha (2018), are associated with higher levels of affective instability or emotional dysregulation in bipolar individuals. Rowland & Marwaha (2018).

Protective factors 
Medication seems to be a protective factor as Ratheesh et al. (2023)  found that individuals who introduced lithium in the treatment earlier significantly reduced their risk of rehospitalisation regardless of the type of manic episode. Additionally, lithium is associated with a reduction in mood episodes.
Moreover, support from Buddy's wife seemed crucial in his treatment. Doherty & MacGeorge  (2013) found that support from friends and family can impact recovery but also positively change the lifestyle of the person with BD, among other things, by reducing the stress causing the episodes and supporting them with medication control. 
Treatment 
One option of the tereatment which could be applied to Buddy is Cognitive Behavioural Therapy. Meta-analyses and systematic review by Miklowitz et al. (2021) of almost 40 studies suggest that CBT and psychoeducational therapies are helpful in an individual with BD; however, CBT was the most successful treatment for BD. The research also shows that using CBT focused on active skills learning combined with pharmacotherapy helps stabilise depressive symptoms in individuals with BD. Those findings are supported by previous research by Cuijpers et al. (2020), who also found that in decreasing depressive symptoms, pharmacotherapy needs to be supported by psychotherapy.
[bookmark: _Hlk128082788]Recent research by  Kimura et al. (2023) conducted in Japan shows that prevalence of the bipolar disorder in the population of that country is less than 0.4%. They recommend CBT, psychoeducation, and psychosocial intervention. The positive outcome of CBT in early courses of BD illness was noticed by recent research by Ratheesh et al. (2023).
According to Morton & Murray (2020), 70 % of people with BD experience sleeping disturbance, including over 50 % of individuals with BD with insomnia. Studies show that lack of sleep can cause distress and significantly trigger mood episodes, so appropriate intervention should use the modified BD cognitive–behavioural intervention focused on sleeping management. They recommend eight weekly sessions of 1 hour CBTI on BD with elements of interpersonal and social rhythm therapy, motivational interviewing and chronotherapy.
[bookmark: _Hlk128083819][bookmark: _Hlk128517388]However, Morton & Murray (2020) stated that this type of intervention concentrated on sleep disturbance would improve not just individual sleep but also mood and functioning. In contrast, Rentala et al. (2021) argue that treatment should focus on changing people's unhealthy lifestyles by reducing stress, inflammation and sensitivity.
According to Rasmussen, K. (2002) therapeutic toolbox for BD includes electroconvulsive therapy (ECT), effective in the acute treatment of extreme depressive and manic states, in severely suicidal patients, in those who appear with catatonia, and in patients who drug-resistant. Those findings were supported by Versiani et al. (2011), who argue that ECT is crucial to managing BD, particularly in more severe or resistant instances.
In Buddy's history, there was the refusal of the medication and resistance to the drug, so ECT could be an option to consider in his treatment. 
Perugi et al. (2017)also  found that ECT is successful and  in all stages of severe and drug-resistant BD. The findings showing  that existing and often used  treatment plans need to be changed and ECT should not be used as a last resort like currently happen especially in those with severe BD. Early ECT was also linked to considerably less intensive (2 weeks shorter) and less expensive hospital treatment for each patient with BD ( Patel et al.,2019).
[bookmark: _Hlk128328160]Empirical evidence shows that perfectionism can also be  effectively managed with CBT, decreasing psychopathologies( Egan et al.,2012). 
In conclusion, pharmacotherapy is crucial as a  primary treatment for BD; however, for optimal management of the multidisciplinary illness approach is needed where a psychologist plays a significant key role.
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