Psychological Case Formulation- Buddy King
Introduction of Mr Buddy King
Buddy King is a 28-year-old male who is of African American decent. He is married and after graduating in business management at the age of 24, he is a manager in the successful family food business. Buddy has recently been showing signs of depressive behaviour, which he has experienced bouts of before, however are steadily getting worse and are lasting longer, this caused his wife concern and led her to refer him to his GP for treatment. 
Buddy’s current symptoms include prolonged depressed mood, a lack of energy, trouble concentrating and a decrease in interest and discontinuation of activities he previously enjoyed, including his love of exercise. His libido has also been negatively affected and he has experienced disturbed sleep, rumination of pessimistic thoughts and at times, are of a suicidal nature. 
His previous medical history states Buddy experienced a full manic episode whilst studying at university, his symptoms included continually elevated mood, hyperactivity, grandiose and a diminished need for sleep. His academic performance was negatively impacted and he stopped attending his classes. His behaviour displayed risky elements, his drinking became heavier, he started to take marijuana and his sexual appetite was more pronounced which led to him being arrested by campus police for being found naked with a 15-year-old girl. Charges were later dropped however, he had to switch to a less prestigious University and was shunned by his friends. Buddy underwent treatment at hospital and was prescribed medication to stabilise his mood, he was later discharged but faced regular blood tests to establish the correct dosage, this was a contentious issue with his family who pressurised him to comply with medication, which exacerbated an already somewhat fraught relationship. He has continued to suffer bouts of depression however, this current episode has lasted around 3 months, leading his wife to seek medical help.
Potential Diagnosis
According to the American Psychiatric Association’s Diagnostic and Statistical Manual of Mental Disorders (DSM-5), a diagnostic tool which allows physicians to diagnose patients with mental illness based on a set of specific criteria (APA, 2013). As highlighted above, whilst Buddy was studying at university, he experienced a manic episode which lasted for a total of six weeks, he had feelings which were grandiose in nature, a reduced need for sleep, hyperactivity and he partook in risky behaviour. These factors, coupled with episodes of depression, which included symptoms of feeling morose and hopeless, loss of interest in things which would ordinarily be pleasing and suicidal thoughts for a period of 2 weeks or more are consistent with the DSM-5’s diagnosis of bipolar disorder. Bipolar is described as a group of brain disorders which cause excessive fluctuation in an individual’s mood, level of energy and ability to function (APA, 2013).
A singular episode of mania consisting of at least three of the seven symptoms showcased below and lasting at least 3-4 consecutive days which are ordinarily uncharacteristic to the individual are an indicator of bipolar disorder:
1. Exaggerated self-esteem or grandiosity
2. A reduced need for sleep
3. Increased talkativeness
4. Racing thoughts
5. Easily distracted
6. Increase in psychomotor agitation
7. Participating in activities that have potentially harmful consequences
It is evident that Buddy has displayed at least 4 of these symptoms in his manic episode, and he is currently presenting symptoms of depression meaning we can determine that Buddy has bipolar disorder (APA, 2013).
Predisposing Factors
Heritability
According to research by (Cross-Disorder Group of the Psychiatric Genomics Consortium, 2013) bipolar disorder along with major depression are two of the five major psychiatric disorders that has some evidence of heritability. The research examined both twin and family studies, it was found that the gene known as CACNA1C is understood to affect brain circuitry involved in emotion, thinking, attention and memory — functions that can be disrupted in mental illnesses, is linked to bipolar and depression and was found to run in families. Individuals can be at a greater risk if a first-degree relative has the disorder, such as a parent or sibling (Cross-Disorder Group of the Psychiatric Genomics Consortium, 2013). Buddy’s mother and brother have both suffered reoccurring bouts of depression in the past as well as other members of the family having mental health issues which corroborates the evidence above.
Ethnic background
Buddy is an African American, there is evidence to suggest that individuals who come from African heritage in comparison to Caucasians have a higher risk of mental health disorders (Gara et al., 2012). Moreover, in research by (Breslau et al., 2004) it was found that Non-Hispanic Blacks were found to be more persistently unwell with mood and anxiety disorders. In light of this evidence, Buddy may be more predisposed to mental health disorders and be more frequently unwell due to his heritage.
Age
Diagnosis of bipolar disorder can be difficult and can take years due to the fact that mania is the most obvious of the symptoms but does not always initially present itself, an individual may display depressive symptoms meaning a diagnosis of bipolar can be overlooked (Bebbington & Ramana, 1995). Although people can show symptoms of the disorder at any age, the peak period of manifestation tends to be adolescence and early twenties (Rush, 2003). Most patients however are diagnosed before the age of 30, it is therefore an illness where symptoms tend to be most prevalent in the younger years, this is true in Buddy’s case where he was in his twenties when he first experienced his manic episode. 
Precipitating Factors
Stress
Periods of stress in Buddy’s life such as the demands of university, pressured family environment which included frequent conflicts, the need to compete with his siblings for their parent’s approval and the apparent lack of a good friendship circle tended to trigger episodes of his mental illness.  Families with constant conflicts are typified by a lack of parent/child communication and deep understanding of each other’s expectations (Liu and Chen 1997). Autocratic parents have a tenancy to control their children and the punishment they enforce will only increase the psychological stress (Liu and Chen, 1997). There is evidence in support of stress being a contributory factor in mental disorders (Gu et al., 2016). Furthermore, (Rush, 2003) highlights that there is a significant link between genetic predisposition and environmental influences, including stressful life events, strengthening the evidence that stress is a causative factor in mental health disorders. In addition, there is evidence that indicates that early life stressors, for example that of growing up in a pressured family environment that can represent early markers for both precipitation and the long-term manifestations of mental disorders such as bipolar (Heim et al., 2019; Etain et al., 2013; Aas, et al. 2016). This notion of early life stressors also includes prenatal transmission between the mother and her unborn baby which may have been the case for Buddy’s mother, especially as she suffers from mental health issues herself.
Perfectionist Personality Trait
Buddy has described himself as a perfectionist. Perfectionism is often identified by the following features: 1. adopting standards that are extremely difficult or impossible to accomplish, 2. setting expectations so high that they damage, rather than enhance, their performance and 3. the presence of mental health problems, including depression and anxiety (Antony & Swinson, 2009). The cognitive theory of perfectionism examined by (Flett et al., 2015), proposes that some perfectionists are engaged in chronic overthinking, including the constant need to be perfect and the rumination of mistakes and preservation of failure. In addition, this rumination seems to be rooted in chronic self-uncertainty, self-doubt and the need for validation, something which Buddy would perhaps strive to get from his parents.
Perpetuating Factors
Family and Business Environment
Buddy is part of a high-pressured family where he is the youngest of five children who all work in the successful family business. In family businesses demands and resources are often interchangeable which are often advantageous (Halbesleben et al., 2011) however, family-business permeability can also be problematic, such as greater inter-role disputes and negative emotional overspill among family members coworking in a family business (Boles, 1996; Smyrnios et al., 2003), which could lead to work conflict and reduced performance. The father seems to be a dominant figure, both in the business and in the family environment and meeting his expectations is of importance, in a study by (Miller et al., 2019) an individual highlighted his feelings which seem to echo that of Buddy’s “I’ve been suffering with my mental health for over 4 years… me and my wife work for my parents in a manufacturing business … I feel trapped as I don't want to quit because of the fear of disappointing my parents”. This highlights some aggravating stressors which could impede Buddy’s recovery.
Stigma
Many who suffer from mental health disorders state that the stigma that they face is often worse than the mental health condition itself. Due to their diagnosis, several have to deal with shame, ostracism and marginalisation (The Lancet, 2016). Although more recently mental health is more widely discussed and more readily accepted, there is still a long way to go especially in some cultures, there is some evidence to suggest that in some high-income ethnic minority communities, stigma may be greater due to complex cultural and community reasons (The Lancet, 2016). This can be said in the case of Buddy, he is from a high achieving, wealthy family who are African American, who have in the past ostracised family members for mental illness and being rebellious. Buddy himself conceded that he did not wish to appear weak by seeking medical care, however, by delaying treatment this is something which could be a perpetuating factor.
Protective Factors
Protective factors can exist within the individual or the family, community, or organisations and can be biological or psychosocial in nature, they can help a person to deal with stressful situations and mitigate risks (Mrazek & Haggerty, 1994). Thus, the inclusion of good social connections such as someone you can turn to for support such as a spouse, family, or friends, in Buddy’s case it would be his wife. She clearly cares for him and urges him to seek help when he needs it the most. 
Proposed Treatment
The proposed treatment for Buddy would be a combination of medication and Cognitive Behavioural Therapy (CBT) with the addition of family-focused therapy in an attempt to ease tensions in the family. There is much evidence in support of this method, moreover, a greater number of treatment guidelines advise the need to integrate pharmacotherapy with targeted psychotherapy as the optimum management of bipolar disorder (Yatham et al., 2012; Goodwin, 2009). 
Medication
When Buddy experienced his manic episode and was admitted to hospital he was placed on a combination of Haloperidol, (a first generation antipsychotic) Sodium Valproate (a mood stabiliser) and Depakote (an anticonvulsant) the medication clearly had a positive effect as he was discharged from the hospital after six weeks, however on discharge he refused to continue with the Haloperidol which can have some adverse side effects including, tremors, weight gain, insomnia and blurred vision (NICE, 2014). Haloperidol is a first-generation drug, there are now second-generation alternatives such as Olanzapine, which have fewer side effects, this is evident according to research by (Van der Vorst et al., 2020). The combination of Olanzapine, Sodium Valproate and Depakote would be suggested as a viable pharmaceutical treatment for Buddy.
Cognitive Behavioural Therapy (CBT)
Further evidence which suggests the combination of drugs and psychotherapy enhances the long-term preservation and stabilisation of an individual’s mental health is showcased by (Geddes & Miklowitz, 2013). Cognitive behavioural therapy deduces that pessimistic thinking in regard to oneself, the world and the future can determine the recurrence of mood disorders (Beck et al., 1979), this model has been adapted to treat patients with bipolar disorder and recognises that manic episodes are often in conjunction with excessive optimistic thinking and offers tools to patients in which to adapt their way of thinking and better response to life events (Lam et al., 2005). A study which saw patients attend 12-14 sessions of CBT found that they were less likely to encounter episodes of depression and were more adept at functioning socially than those who were routinely treated for 30 months (Kessing et al., 2013). This evidence therefore shows that CBT can aid people’s recovery by showing them ways in which they can help themselves and can be effective in less time than routine treatment, something which could be beneficial for Buddy’s recovery. 
Family-Focused Therapy
Buddy’s family dynamic has been perceived to be a factor which is detrimental to his mental health therefore finding a way which can help alleviate the tensions within the family may aid in his recovery. Family-focused therapy has been found to be an effective method to lessen the reoccurrence of mood disorders and includes up to 21 sessions of training in communication skills, problem solving and psychoeducation involving both the patient and caregivers/family members (Miklowitz, 2008). Furthermore, a study including 66 patients and their caregivers who attended between 12 and 15 family education sessions revealed substantial decreases in depression, particularly if caregivers also showed an improvement in their mood. Consequently, accompanying family interventions can potentially prolong periods of stability and ease any remaining symptoms in maintenance care, something which could be advantageous in Buddy’s case.
Exercise
There is much existing research highlighting the effects of exercise on mental health (Apostolopoulos et al., 2014; Stojanovska et al., 2014). The research continually indicates that regular exercise can have significant mental health benefits such as reducing the symptoms of depression, anxiety, and stress (DiLorenzo et al., 1999; Paluska & Schwenk, 2012; Wegner et al., 2014). It is suggested that 20-40 minutes of daily exercise can improve a person’s mood for several hours (Paluska & Schwenk, 2012). With this in mind, encouraging Buddy to recommence in exercise which he previously enjoyed may further reduce his depressive symptoms and enhance his recovery.
To conclude, Buddy could benefit from all the proposed treatments highlighted, however his engagement in the treatment is paramount in the aid of his recovery.
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