Using the case study provided, create a psychological formulation of the problems and potential treatment options that may apply to this individual.

Service users background
John was the youngest of four children. Both of his parents were Irish and he was often caught in the middle of his parents heated arguments. John grew up to hate his father, and at the age of 12, Johns father passed away, he felt full of guilt and regret as he recalled wishing for his father to die. John was rather socially withdrawn as a child, and would rather be alone or with his mother John was a well-behaved student in school and was one of the best students in his class. Finishing school John decided to mull over what he wanted to do for the rest of his future, this led John into taking on jobs that he considered were temporary. John was described as reserved and somewhat withdrawn by his colleagues and could not maintain relationships past the casual stage. John sister was concerned about Johns daydreaming and social isolation, that john unwillingly made an appointment with a therapist to please his sister Susie and her partner, with whom he is living with. 
Susie was concerned about his unusual behaviour and social isolation, daydreaming and mumbling things that did not make sense, his mother was also concerned about his social isolation. He believed that if he could stop daydreaming then his problems would be resolved as he struggled to fit into Susie’s family routine. He assured the therapist that he did not need psychological treatment. John was concerned about his sexual orientation and was concerned about the aftermaths and his encounters with other men. The topic concerning his sexual orientation was consistent for many weeks in therapy. Daydreaming was concerning for John as it interrupted his everyday doings activities. Johns thoughts were invasive and repetitive. John realised that people were talking about him, and that strangely, people had taken a special interest in him. John became increasingly anxious, until it clicked that he was secretly recorded by conspirators, and they had released film regarding his homosexual encounters. John was convinced his sexual encounters with men were filmed by friends and family, and the money made from the film was sent to the Republican Army. John believed he was reliable for the deaths caused by numerous bombing in Ireland. John was fearful for his life that someone was going to kill him, if he knew about the movie. 
Why the service user may have developed and maintained these difficulties and how the service user’s difficulties relate to one another
John’s parents were both Irish, and many of his relatives still lived in Ireland. John may have experienced secondary childhood trauma, through direct family members impacting his emotional wellbeing from a young age, through repetitive family telling of previous atrocities linking the family to the Irish Republican Army. Childhood trauma is associated with an acute form of stress which assumes that individuals with a past of childhood trauma, are more prone in developing schizophrenia. Childhood trauma may influence the genome-environmental interaction which facilitates the histone modification and DNA methylation mediated by the epigenetic processers (Fischer, 2014). In patients who had a past of childhood trauma, the - hypomethylation of DNA recurring system, was identified when they experienced their first schizophrenia episode (Misiak et al., 2015). In patients with schizophrenia, there was a correlation between childhood trauma and a rise in the HDAC1 levels in the blood (Bahari-Javan et al., 2017). This is consistent with other findings that HDACI levels rise in the hippocampus and prefrontal cortex  (Bahari-Javan et al., 2017; Benes et al., 2007 John held himself accountable for the death of the people who had died in recent bombing in Ireland which might have been the result of childhood trauma and the depth of the stories told. 
Patients with Schizophrenia are thought to be more sensitive to emotions than healthy individuals, therefore can make them more vulnerable towards stressors such as anxiety and high arousal  (Docherty et al., 2009). John had a closer relationship to his mother than his father, and remembered his father as being withdrawn and insensitive. He recalled being caught in the middle of his parent’s arguments, which was a frequent recurrence for John. John grew up to hate his father whom became gravely ill when he was twelve years old, and wished for his father to die. The neural diathesis-stress model proposed that triggers and symptoms of schizophrenia can ascend from psychological stress from past vulnerabilities (Walker & Diforio, 1997). In addition, a study was conducted, by using mice who had been exposed to early stress as a replica of childhood trauma. The findings concluded that HDAC1 expression gene was amplified in the hippocampus and the prefrontal cortex. The mice exhibited schizophrenia-like symptoms such as insufficiencies in the working memory and synaptic plasticity (Bahari-Javan et al., 2017). 
 The expectation of choosing a profession for John seemed daunting, and he questioned how could he be sure that he wants to do the same job for the rest of his life. Social behaviour is an essential aspect in the workplace (Charisiou, et al., 1989; Lysaker, Bell, Zito, & Bioty, 1995; Solinski, Jackson, & Bell, 1992). However, for people with a mental health conditions, such as schizophrenia, employment problems can arise from the absence of social competence and social skills essential in the workplace. Negative symptoms (Razzano et al., 2005) are often viewed as the most dominant because of their association towards cognitive and social functioning (Schennach, Musil, Möller, & Riedel, 2012; Tsang, Leung, Chung, Bell, & Cheung, 2010). Negative symptoms are associated with motivation and pleasure, with anhedonia, passive withdrawal and avolition influencing a lack of interest to socialise (Blanchard, Park, Catalano, & Bennett, 2015). John was described in work as reliable by supervisors, however he was borderline socially withdrawn as he did not associate with other employees unless required to do so. John was not at risk of losing his job, however he did not have the opportunity to progress. John did not want to progress and believed the job was holding him back from a better career. 
[bookmark: _Hlk40637501]John has likely maintained these difficulties as it is apparent that the majority of individuals with schizophrenia do not believe that they have a mental health condition. John believed that he should accept more accountability and assured the therapist that his problems would be resolved if he did not daydream. Furthermore, John maintained that he did not need psychological treatment. Previous literature exploring schizophrenia has proposed that individuals who experience poor insight into their condition will show negative attitudes towards any treatments as they believe that there is nothing wrong with them which is consistent across different culture (Bajaj, Sengupta, & Gupta, 2009; Umut, Altun, Danismant, Kucukparlak, & Karamustafalioglu, 2012) and are the least likely to stick to treatment if it was provided (Jónsdóttir et al., 2013)
[bookmark: bbb0120]John’s difficulties may relate to one another as the signs that he is displaying are related to psychosis, individuals with psychosis have an array of negative symptoms which John is also displaying. Symptoms include having social withdrawals, nor being able to follow goals, and poor relationships. It has been suggested that individuals with schizophrenia display a minimum of two negative symptoms on the Positive and Negative Syndrome Scale (PANSS) (Bobes, Arango, Garcia-Garcia, & Rejas, 2010). John has only experienced poor relationships such as many sexual encounters. John had become intimate with a man, he described the experience as temperately enjoyable, however it mainly caused him to feel anxious. John had many other sexual experiences after this with both men and women, however it never went any further than the casual stage. Individuals with schizophrenia are more likely to engage in risky sexual behaviour (Gray, Brewin, Noak, Wyke‐Joseph, & Sonik, 2002). Individuals who engage in sexual experiences are more likely to display negative symptoms (Talreja, Shah, & Kataria, 2013),  negative symptoms can lead to a poor quality of life  (Eack and Newhill, 2007). 
Intervention plan
John is showing the signs of schizophrenia; however, John was reluctant that he did not require psychological treatment. In ensuring that John receives the right treatment, the intervention that would be most beneficial towards John would be the support from his family disorders. Social isolation, anxiety and a reduced quality of life are suggested to be higher in families when a family member has schizophrenia compared to healthy families (Hayes, Hawthorne, Farhall, O’Hanlon, & Harvey, 2015). A lack of information, support and engagement from mental health care practitioners is often reported by family members, which results in the outcome of frustration and distress (Dixon et al., 2001; Harvey & O’Hanlon, 2013). In order to overcome these barriers, family psychoeducation provides families the support and information allowing families to gain a better understanding of the mental health condition (Harvey & O’Hanlon, 2013). 
[bookmark: _Hlk40639507]A framework identified as the ‘triangle of care’ (Worthington, Rooney, & Hannan, 2013).  reasons that the understanding and coping with a mental illness should include the patient, family members and a clinician in order to build a better relationship and cooperation (Worthington, Rooney, & Hannan, 2013). The clinical and social needs of patients with schizophrenia are encouraged by creating a cooperative crisis plan between the mental health practitioners, carers and the patient’s family members. The social needs are focused upon by setting goals, which aids the individual to return back to their interests or return to employment; the outcomes of efficient communication and improved management of the patients’ illness can be achieved through improved communication (Killackey, 2015). 
Psychoeducation provides information and support concerning Johns mental health. As John lives with his sister and her partner, an increased knowledge and coping strategies (Sin & Norman, 2013) from family members could improve Johns awareness towards his own mental health, which is essential in adherence to medication and an encouraging change in the patient’s attitude (Girón et al., 2015). Once the family and patient have completed the psychoeducation program, it has been suggested that additional monitoring and participation from health professionals is required for effective treatment. Families and individuals with schizophrenia will experience long term issues, therefore long-term support is needed to cope with the difficulties that the families and individuals will face (Carra, Montomoli, Clerici, & Cazzullo, 2007). 
John is experiencing a poor insight relating to his mental health, which can cause extreme difficulty in delivering treatments that are the most effective for his health. When an individual does not believe that they are ill, they are least likely to pursue treatment by themselves and any recommendations concerning treatment may make the feel invasive or domineering towards the patient. Furthermore, modern models of recovery acknowledge that mental health illnesses are built on concept that improvement are seen in a patients’s well-being when they feel as if they are in control of their recovery and feel encouraged and positive when facing psychiatric challenges (Wolthaus et al., 2002). When a patient attends therapy, it is believed that the best outcomes are achieved after three months, however it is important to maintain therapy, as any progress made prior would be incompetent (Buchy, Bodnar, Malla, Joober, & Lepage, 2010; Kulhara, Chakrabarti, Avasthi. Sharma, & Sharma, 2009). 
Stewart (2013) proposed that the quality of the relationship formed between the health professionals and the patient may be essential in achieving effective commitment and enhanced engagement towards treatments. Alliance is believed to be a component that is successful in the outcomes of psychotherapy, and is needed to build successful relationships while problem solving. The three features of Alliance emphasise on the task, goals and bond between health professionals and the patients (Horvath, Del Re, Flückiger, & Symonds, 2011). Furthermore, alliance is important when working with patients with severe mental health conditions. Melau et al (2015) observed the association amongst working alliance, functional and clinical. It was concluded that the outcome of working alliance was strong, and may be a requirement for compliance in services providing specialized therapy in patients with first episode psychosis, proposing a bases for compliance towards treatment. 
[bookmark: _Hlk40724361]Rarely leaving the apartment, John sat around the apartment daydreaming in front of the television. In addition, if the outcomes of the psychoeducation and strong relationship alliance was a positive outcome for John, and he and the mental health professional that anti-psychoses medication would be the best treatment along with talking therapies. A healthy lifestyle would be advisory to John. People suffering with schizophrenia have a lower life expectancy of ten to twenty years than healthy individuals (Brown, Kim, Mitchell, & 2010; Tsoi, Porwal, & Webster, 2013). The most common cause of deaths in people with schizophrenia is caused by physical illness, which makes up for 75% of deaths related to schizophrenia. Cardiovascular disease is the most common (Brown et al., 2010), with a two times higher risk in developing type 2 diabetes than healthy individuals (Holt & Mitchell, 2015). The physical illnesses stem from environmental factors such as physical inactivity and poor diet, and weight gain as an undesirable effect caused by antipsychotic medication (Citrome, Holt, Walker, & Hoffmann, 2011). The Nice guidance has recommended that healthy eating and physical activity programmes should be provided to people with schizophrenia, in particular if they are taking antipsychotic medications (Psychosis N. I. C. E., 2014). John is also engaging in risky sexual behaviour; therefore, it is essential that John is aware of safe sex practices (Adam, 2019). This is also important for John to maintain a healthy lifestyle. 
[bookmark: _GoBack]John is experiencing hallucinations where he has been hearing voices of a heard of males discussing his sexual behaviour, this has been causing John fear as they have been arguing about how they should discipline him. John can find support through The English hearing voice network (HVN) (Romme & Escher 1993, 2000) which is a psychiatric service/user organisation that encourages support for individuals who suffer from auditory verbal hallucinations (hearing voices). The organisation provides coping and recovery strategies to individuals. A main focus of HVN, is the delivery of self-help groups, more commonly know as the hearing voice groups, which attempt to offer and accommodate spaces where individuals can share their experiences, develop a positive identity towards experiencing auditory verbal hallucinations and discuss coping strategies with others (Dillon & Hornstein 2013). A user-led viewpoint highly encourages a framework that the experts are the individuals who hear the voices, this is deemed experts by experience. The HVB is an informal group.  
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