Psychological Case Formulation

Introduction 
This psychological case formulation will use the biopsychosocial approach along with the diathesis-stress model, which studies both biological and psychosocial factors (Broerman, 2020). This formulation will follow the 5P’s model of psychological case formulation, which has been suggested to be a valuable model that is supported by the British Psychological Society (BPS) (Johnstone, 2018), following the BPS case formulation good practice guidelines (Cole et al., 2011).
Presenting factors
Patient
Buddy King is a 28-year-old African-American male, who is married and runs a family business. He has been referred to a psychiatrist by his GP. 
Present clinical information
The patient was referred by the GP as the patient’s wife expressed concern that he was displaying symptoms of depression; low mood, low energy, withdrawal, lack of concentration, sleep disturbances, lack of interest, decrease in sexual desire, pessimism, and suicidal ideation. These symptoms had become increasingly obvious over the last 2-3 months and were beginning to interfere with everyday life with discontinuations of hobbies and difficulty attending employment. The patient was initially reluctant to engage with a psychiatrist due to a perception of appearing weak and the stigmatisation of mental health but is now compliant. 

Past clinical history
During his final year of college, the patient experienced symptoms of depression which accumulated into a manic episode. This episode displayed a heightened mood, feelings of grandiosity, paranoia, hyperactivity, decreased sleep and an increase in libido along with alcohol and marijuana abuse. The patient was arrested for sexual relations with a minor and hospitalised involuntarily for six weeks and diagnosed with an acute manic episode. Medication was prescribed at the time, after two weeks of refusal, the patient agreed to the following medication: Haloperidol, Sodium Valporate and Depakote. The patient voluntarily discontinued Haloperidol upon discharge. Shortly after discharge, there was a refusal to continue with therapeutic medication. No further manic episodes occurred after, but short episodes of depression have occurred, with no treatment until this referral.

Diagnosis
The diagnostic tool used is The Diagnostic and Statistical Manual of Mental Disorders (5th ed.; DSM–5; American Psychiatric Association [APA], 2013). The DSM-5 has received some criticism regarding its revision of diagnostic criteria and the potential for false positives (Wakefield, 2016) and its validity in forensic use (Thomas, 2013). However, it remains a useful and valid tool that with continued revision, will remain valuable in practice (Mehdi et al., 2022). The revision to version five encompasses cultural and contextual considerations which demonstrates it is an evolving document (Bredström, 2019) that is valued provided critical awareness is applied (Young, 2013).
A manic episode in bipolar disorder (BD) is defined by the DSM-5 as a period of one week, or of any length if hospitalisation is involved, where there is distinctive mood alteration. This period of mood alteration should include at least three symptoms from the diagnostic criteria list (APA, 2013). The patient experienced an episode during college where his mood was abnormally elevated resulting in hospitalisation and behaviours displayed that fit the DSM-5 symptoms such as feelings of grandiosity, binge drinking, hyperactivity, decreased need for sleep, sexual indiscretions, and risky behaviours (APA, 2013). These symptoms satisfy at least three symptoms of the manic episode symptoms. This episode was not triggered by substance abuse or the effects of medication. The patient has also displayed the symptoms of a major depressive episode as per DSM-5 at the point of referral and had previous episodes. The current presenting episode displays; a depressed mood for 2-3 months, lack of interest, sleep difficulties, inability to concentrate, suicidal ideations and low energy as reported by the patient’s wife, all of which concur with the symptoms of a major depressive episode. Therefore, as the patient has had one manic episode and at least one major depressive episode in their lifetime, they fulfil the DSM-5 criteria for Bipolar 1 (BD1) (APA, 2013). The relevant coding of the patient’s current diagnosis would fit 296.53 (F31.4), due to the current episode being depressive and severe, as the symptoms are having a marked impact on their social and occupational life. The patient fits the criterion for Bipolar 1 rather than Bipolar 2 as they have a confirmed manic episode resulting in hospitalisation rather than a hypomanic episode, along with depressive episodes as explained above. 
To support this diagnosis, some bio-social factors are important to note. The patient has a family history of mood disorders in his immediate family; genetics can play a part in the likelihood of BD (Bearden et al., 2016). Twin and adoptive studies conclude the significance of the link between parents and offspring having BD or mood disorders (Craddock & Sklar, 2013).  Research suggests that those who have immediate family members with mental health disorders have a higher liability of developing BD (Rasic et al., 2014). Although, this can be perpetuated by the family environment (Stapp et al., 2023) and the patient describes a pressured family environment with conflicts and dysfunction. The suggested average onset for BD is between the ages of 15-35 (Dagani et al., 2019), which fits the patient’s age of onset. 
A genetic indicator of BD is the presence of specific neurotransmitter abnormalities. Genetic variations that affect the production or function of neurotransmitters such as dopamine can increase the risk of developing BD, highlighting the importance of genetic factors in the disorder. One gene that has been linked to BD is CACNA1C, which plays a role in regulating calcium channels in the brain. Variations in this gene are more common in individuals with BD (Smedler et al., 2020). More recent research has shown a link between the A-kinase anchoring protein 11 (AKAP11) gene and BD (Zhang et al., 2023) however, no relevant data for the patient is included to confirm these links. Future clinical investigations of the patient could be useful to determine the above. 
Predisposing factors
Research on BD has suggested that biological and inflammatory markers can be present in neuroimaging (Sagar & Pattanayak, 2017), however, there is no evidence of the patient having had the relevant tests to confirm this. One of the key indicators of BD is a family history of the illness. This suggests a strong genetic component to the development of BD, as individuals inherit certain genetic variations that predispose them to the disorder. The patient’s mother suffered from chronic depression treated with antidepressants. Research has shown maternal depression can predispose children to BD (Doucette et al., 2016).  The patient’s maternal grandmother, paternal uncle and elder brother also suffered from depression. This family history of depression could be a predisposing factor to the patient having an increased likelihood of developing BD (Antypa, & Serretti, 2014) and can contribute to its severity (Antypa & Serretti, 2014). There was anecdotal evidence that an uncle also had BD, however this was not confirmed. Epigenetic changes can alter the expression of genes that are associated with mood regulation and neurotransmitter function, leading to abnormalities in brain function that contribute to the symptoms of BD (Ludwig & Dwivedi, 2016). Therefore, if the patient is genetically predisposed to BD, then his family environment could have increased liability of developing BD. The patient appears to have experienced a high-pressured childhood with stress factors and a pressured authoritarian parenting style. This aspect links to the diathesis-stress model; children who experience early trauma and altered family dynamics may affect BD progression (Aldinger & Schulze, 2017). More recent research has linked family environment to BD; those with higher stress and conflict in the family environment are more likely to present with BD (Stapp et al., 2023). 

Precipitating factors
	
The patient appeared to suffer from heightened stress before his manic episode, he was feeling immense pressure from his family to succeed in his academic studies. One of the key mechanisms through which stress triggers manic episodes is through the activation of the body's stress response system is referred to as the hypothalamic-pituitary-adrenal (HPA) axis. (Herman et al., 2016). Stress activates HPA axis, releasing cortisol, these hormones can disrupt the function of neurotransmitters such as dopamine and serotonin, which are essential in regulating mood and play a crucial role in maintaining emotional stability and mental well-being and behaviour (Yu et al., 2014).  Moreover, stress can also have a direct impact on the individual's cognitive processes, such as attention, memory, and decision-making (Gathmann et al., 2014). This cognitive impairment can further exacerbate the symptoms of mania, as the individual may engage in risky behaviours or exhibit erratic emotional responses. The patient’s history of behaviour concurs with this theory, as they displayed the common symptoms of mania in their initial manic episode after a period of intensified stress. 

The core beliefs of the patient transferred from his family could be said to precipitate the patient’s feelings of inadequacy, self-doubt and therefore mood alteration. Historic interpersonal issues between the patient and his family could have impacted and affected the patient’s susceptibility to developing mood disorders. The parents appeared to be dictatorial with the children not allowing for non-conformity and anecdotal information of the patient having the threat of ostracism if he did not conform to their expectations. Parenting style theory suggests that the patient received an authoritarian parenting style (Baumrind, 1971). Authoritarian parenting styles with high expectations and punitive approaches can affect children’s self-esteem (Jadon & Tripathi, 2017) and can affect children’s emotional regulation (Shaw & Starr, 2019).  The patient recalls being a perfectionist in their academic study and athletics as a child because of their family upbringing. An authoritarian parenting style and pressure to meet expectations set by family members could lead to feelings of anxiety, stress, and depression and could trigger the onset of BD (Ghosh, 2023).

Perpetuating factors

The patient previously refused to cooperate with medications and has historically been non-compliant with prescribed medications and medical follow-ups until now. Non-compliance with medication can exacerbate relapses of BD episodes (Jawad et al., 2018).  As previously mentioned, the factor of stress and pressure being put upon the patient by family members may have perpetuated the condition. The potential of being ostracised from the family because of not achieving could create heightened stress which may have perpetuated the depressive and manic episodes. The chronic unresolved dysfunctional relationships with his parents could affect the patient and perpetuate negative self-beliefs, low self-esteem, feelings of inadequacy, and fear of failure which can be detrimental to one's mental health (Ma et al., 2018). 

Currently, the patient has disengaged from his sporting activities, relations with his wife and general interests. This disengagement may perpetuate the feelings of inadequacy and failure. The patient’s perception of the stigma of mental health issues and the self-belief that he is weak may reinforce these negative emotions and feelings and this stigmatisation can be a barrier to effective treatment (Dockery et al., 2015). The patient is sleep deprived which may have a physical effect on them, and negatively impact mood as sleep deprivation can trigger episodes in BD individuals (Lewis et al., 2017). It appears the current depressive episode has had a marked effect on his wife and his workplace leading to this referral. The patient is suffering from suicidal ideations, which suggest an unmanaged depressive episode.

Protective factors

The patient has a history of athleticism and fitness, this could be utilised positively. Once the patient is stabilised with appropriate medications, his athletics and sports interests would be a useful form of protective factors, to motivate and reinforce positive feelings of self-efficacy and could improve physical symptoms. Numerous studies have shown a strong link between exercise and mental health, with regular physical activity being associated with improved mood, decreased symptoms of anxiety and depression, enhanced self-esteem, and better overall well-being (Mikkelsen et al., 2017; Smith & Merwin, 2021). Encouraging the patient to exercise could help to release endorphins and neurotransmitters which enhances mood (Balchin et al., 2016). Additionally, the patient engaging in physical activity may promote better sleep patterns and increase energy levels (Wang & Boros, 2021), also could reduce stress, and improve cognitive function. Exercise has been shown to reduce depressive symptoms and episodes in BD patients whilst increasing functionality (Melo et al., 2016). The patient appears to have good understanding and intelligence, with a good business. These factors could reinforce a sense of achievement promote positive self-perception (Fox & Magnus, 2014), and could also encourage a sense of autonomy and personal achievement. The patient does not have any substance addictions, which is a positive for future treatment trajectories as a co-morbidity of substance abuse is a risk factor for BD patients, although the patient’s alcohol intake should be monitored as a potential risk factor (Lalli et al., 2021).
	
The patient looks to have positive support from his wife, who reached out to the GP. The role of positive social support can encourage effective recovery in BD (Dunne et al., 2019). The patient seems to be able to be somewhat self-reflective in that he acknowledges the current situation and his need for medical help, this co-operation might help with the ongoing treatment.  

Plan of care
Biological
While drug treatment for BD1 can be highly effective, individuals need to work closely with their healthcare provider to find the right combination of medications that works best for them. Long-term treatment for BD1 might be to introduce medications such as lithium to prevent mood alteration episodes and reduce the risk of further manic episodes and suicidal ideations and can be effective in reducing the frequency and intensity of manic episodes by moderating neurotransmitters in the brain that regulate mood (Mohamadian et al., 2023). The option of an antipsychotic such as haloperidol for any manic episodes that may reoccur could also be considered by blocking dopamine, as research has shown that individuals with BD1 have altered levels of dopamine can lead to manic episodes (Pålsson et al., 2023). Anti-depressants in the form of SSRIs might be suitable in combination with the above medications. However, there is some controversy surrounding the use of antidepressants in BD as they can potentially trigger manic episodes in some individuals (Cordeiro et al., 2023), this further supports the hypothesis that dopamine is a factor in mania. All the potential medications should be correctly assessed and prescribed by a psychiatrist or general practitioner to properly suit the patient’s needs. Individuals with BD can be functionally impaired due to relapses of manic/hypomanic episodes and recurring depressive episodes, which makes tailored treatment even more important (Gitlin & Miklowitz, 2017). This appears to be the case with the patient as he has had relapses of depressive episodes that is affecting his functionality in relationships and employment. It could be said that it is affecting his quality of life, which been highlighted as just as important as functionality when considering treatments (Bonnín et al., 2019).
Psychosocial
One of the most common forms of psychological treatment for BD1 is cognitive behavioural therapy (CBT) (Valdivieso-Jiménez, 2023) which shows favourable results alongside medication regimes and can help avoid relapse (Bi Yu Ye et al., 2016). CBT focuses on helping individuals identify and challenge negative thought patterns and behaviours that contribute to their mood changes. By teaching coping strategies and stress management techniques, CBT can help individuals better regulate their emotions and reduce the frequency and severity of manic and depressive episodes.  Psychotherapeutic approaches have proven to be effective with BD (Novick & Swartz, 2019). Counselling or talk therapy could benefit the patient to explore and have a better understanding of any trauma or previous experiences that may contribute to their symptoms. As there is a positive and supportive relationship with their wife, the patient might also benefit from family therapy with his wife as she appears a protective positive factor to the patient. In addition to therapy and medication management, lifestyle changes such as maintaining a regular sleep schedule, eating a balanced diet, and engaging in regular exercise can also be beneficial in managing symptoms of BD1. The patient has a strong history of athletics and sporting activities, which could prove to be therapeutic in rehabilitation once medications have stabilised the condition. Creating a strong support system of family, friends, and healthcare professionals can also help individuals with BD1 navigate their condition and improve their overall quality of life. Therefore, any psychologist or therapist may want to explore the option of reducing contact with family or friends that do not give protective factors and potentially exacerbate the condition. 
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