Psychological Case Formulation: Buddy King. 

Brief background information on the life of Buddy King. 

Buddy King is a twenty-eight-year-old African American male living with his wife and has a degree in business management and currently works as a manager in the family business. Buddy was a keen athlete but no longer participates in athletic activities. During his years at University he experienced symptoms of depression and also experienced a full manic episode and has not experienced one since. During this time, he had been hospitalised and showed resistance to treatment and medication initially, however, he then accepted medication treatment. He refused Lithium and then refused to continue the use of Haloperidol on his discharge from the hospital. 
He now experiences depressive symptoms among other behaviours which are increasingly worrying his wife who has raised concern to the GP.  

Diagnosis of Buddy King. 

Bipolar 1 disorder (DSM-5, 2013). 
Identified in the DSM-5 (2013), an individual must have had a manic episode before displaying five or more symptoms which are categorised as having a Major Depressive Episode lasting two weeks to be diagnosed with Bipolar Disorder. 

Presenting Problems. 

Presenting problems are those that operate at the time of the event bringing forward stress (Racine, N, M., et al, 2015). 
Buddy has been presenting increasingly depressive behaviour in the prior two to three months which was observed by his wife who has raised concern with the GP. These include lack of energy, difficulty concentrating and decreased interest and withdrawal in activities of which he used to enjoy. Furthermore, Buddy experienced pessimistic views and rumination about the future along with suicidal thoughts. He also displayed a decrease in sexual relations with his wife and early morning sleep disturbance, which may relate to Buddy having difficulty getting up in the morning. 
There are nine symptoms identified in the DSM-5 (2013) where an individual must display five or more of these during a two-week period. It firstly states a depressed mood to which Buddy’s wife had noticed developing over a period of 2-3 months and depressive symptoms are found to be more frequent than manic symptoms which then affects the individual’s family, occupational and social functioning (Calabrese et al, 2004).  
Secondly it says that one shows a noticeable reduced interest in all or almost all activities which again was observed by Buddy’s wife and an observation is an adequate form of information (DSM-5, 2013). Insomnia symptoms are found to be common in Bipolar disorder (Steinan et al, 2015) and it was noted that Buddy struggled with insomnia whereby he experienced sleep disturbance in the mornings, and this is mentioned at number four in the DSM-5 (2013) list of symptoms and although Buddy has only experienced one manic episode previously, evidence suggests that deficiency in sleep may bring on a possible manic episode (Plante & Winkelman, 2008). Fatigue and loss of energy is mentioned at number six in the DSM-5 (2013) and Buddy has shown to be lacking in energy observed by his wife and displays difficulty in concentrating which is marked at number eight in the DSM-5 (2019). 
Suicidal thoughts are the final presenting problem with Buddy and is detailed as the final symptom in the DSM-5 (2013). There is a correlation between suicide and Bipolar disorder with a study finding suicide rates to be as high as 19% (Owen et al, 2015). 
Buddy experienced a full manic episode during his time in University and it has been found that mood disorders generally develop in young adulthood (Demery et al, 2012). He displayed a persistent elevated mood, grandiose and persecutory delusions, hyperactivity and a decreased need for sleep. He also developed a risky behaviour and his sexual appetite increased.  Following the diagnosis of acute manic episode, Buddy has displayed six of the major depressive episode symptoms mentioned in the DSM-5 (2013) and following the diagnostic criteria confirms diagnosis of Bipolar 1 Disorder. 


Predisposing Factors. 

Predisposing factors are those that may put an individual at risk of developing a problem 
(Racine, N, M., et al, 2015). 
Buddy is an African American male and studies have been conducted to determine if there is a correlation between certain diseases and illness and the genetics of an individual and one study by Smith (2009) conducted the first genome-wide association study with individuals with bipolar disorder of African ancestry and suggest that the genetic variations that can contribute to Bipolar can vary as a function of ancestry. 
Buddy has a family history of mental health issues and mood disorders. His mother had reoccurring bouts of depression which was supported with medication and his paternal uncle, maternal grandmother and older brother received support for depression. Bipolar was also in the family affecting is maternal uncle. Heritability for Bipolar is 64% with first degree relatives are at an increased risk for developing this disorder (Lichtenstein et al, 2009). 
Buddy endured pressure from his parents during his childhood with parents demanding high achievements from all the siblings. He was the youngest sibling of five children and had to compete with his older brothers and fought to measure up to his parents’ expectations. He recalls being hyper conscientious very driven as a child and also being a perfectionist academically and athletically. It has been found that Bipolar is significantly associated with childhood emotional abuse (Etain et al, 2013) and the NSPCC describe pushing the child too hard and/or not recognising their limitations and not recognising the child’s individuality and trying to control their lives where Buddy describes living by his parents rules and if they rebelled they would be ostracized. These are factors to be considered as predisposing factors. These factors may also be considered to be cultural factors as the parents show support to all children and strive for achievement from of the children and live by certain family and possibly cultural rules. 


Precipitating Factors. 

Precipitating factors are a specific event or trigger to the onset of the current problem (Racine, N, M., et al, 2015). 
These factors are related to environmental triggers and negative experiences. Buddy went to a prestigious University to study business management and gained his degree at the age of 24. During his senior year he experienced depressive symptoms and was under a lot of stress from the family with concern as to how long he was taking in University and when he would begin his career, and stressful life events and general stress are triggers associated with depressive episodes (Proudfoot et al, 2015). It is also found that a high percentage of individuals feel pressure from their parents to achieve academically (Deb et al, 2015). 
 During this time, he experienced an acute manic episode where his mood was elevated and experienced grandiose and persecutory delusions, with this he developed bizarre and risky behaviour. With the risky behaviour and an increase in sexual appetite he was found naked with a 15-year-old girl on campus and following this he was arrested yet the charges were later dropped. This may also be considered a stressful event due to the arrest and the repercussions of this was that Buddy was refused to continue with his studies at his current University and resulted in him to transferring to another University to continue his studies. It is found that stressful life events may affect the process of the course of onset bipolar disorder (Johnson & Roberts, 1995).   
Following his arrest on campus Buddy was involuntary hospitalised and was diagnosed with an acute manic episode. Buddy refused medication for two weeks after being hospitalised and also refused Lithium and the discontinuation of Haloperidol after being discharged. African American patients with Bipolar may be less likely to continue with the maintenance of pharmacotherapy due to 20% describing experiencing physical side effects and also feeling that being prescribed medication as a symbol of mental illness (Fleck et at, 2005). He may have refused the treatment and medication due to the pressure from the family to upstand success and high achievement and may have felt guilt in the diagnosis and possible denial. 
At this time Buddy was shunned by his friends due to the lack of understanding of his behaviour and it is found that adolescents with Bipolar experience difficulties in maintaining positive close friendships (Siegel et al, 2014). 

Perpetuating Factors. 

Perpetuating Factors are those that maintain the problem once it has been established 
(Racine, N, M., et al, 2015). 
Buddy work as a manager at the family food business and was once devoted to his work but now struggles to get up in the morning and go to the office. One study found that Bipolar disorder can have a damaging and severe effect on an individual’s career and occupation (Michalak et al, 2007). Buddy was born into a pressured high achieving family and following the information of his childhood it is understandable why stress and pressure may come from the work environment. Buddy recalls being hyper conscientious and a perfectionist which stems from his parents parenting and being in the presence of his parents and family daily he may feel high pressure to continue with these traits. 
The perpetuation factors mainly focus on the subject of family. He feels has felt pressured and having to live up to certain expectations from a young age, following childhood he received pressure and conflicts with his family during his academic years in University and now due to not being able to find a job after graduation is now working in the family business. There is that contained strain and pressure to uphold his presence.   

Protective Factors. 
Protective factors are the strengths of an individual or the reduction of the severity of the problems and promote a healthy and adaptive functioning (Racine, N, M., et al, 2015). 
Although it is said that Buddy’s father was supportive as a child there was still the harsh presence. It is evident that the supportive factor in Buddy’s life is his wife. She has been a part of his life soon after his graduation. She contacted the GP raising concerns of her husband’s increasing symptoms of depression. 
Buddy himself may be his own protective factor due to being raised to be driven and go the ‘extra mile’. One might argue that resilience influenced a young age may contribute as a protective factor. 

Proposed Treatment. 

Substantial progress has been made over the years to show the benefits of psychotherapy for the treatment of Bipolar (Geddes & Miklowitz, 2013) and is highly beneficial to those with diagnosis of Bipolar (Jones, S., 2004). Although one study that had 66% of participants complete a course of 20 individual sessions of CBT whilst 64% completed 6 sessions of psychoeducation and found that both treatments has a very similar outcome with reduction in symptoms and lower late of relapse and the cost differentiates significantly with psychoeducation session per subject costing $180 compared to $1,200 per subject (Parikh et al, 2012).  
Cognitive Behavioural Therapy for insomnia (CBT-I) has been recognised as a useful and powerful form of therapy involving stimulus control and sleep restriction although sleep deprivation may cause the onset of manic or hypomanic symptoms and moods should be monitored and bedtime routines should be maintained at regular times (Kaplan et al, 2013). 
Buddy refused the use of Lithium, yet Lithium has the strongest evidence in the long-term prevention of relapse (Geddes & Miklowitz, 2013). Carbamazepine has been recognised to be a promising alternative to lithium yet more studies are needed to test the efficacy of the drug (Prien & Gelenberg, 1989). Sodium valproate with added folic acid has also been found to be an effective drug treatment for individuals with Bipolar disorder (Behzadi et al, 2009).  
An alternative form of therapy available is Family based therapy (FBT). Understanding the family issues that Buddy may have it is possible for his wife to participate and it has been found to improve symptoms and individuals have shown to be less depressed (Fredman et al, 2015). 
[bookmark: _GoBack]The use of medication and CBT together has been found to be a highly effective treatment for the diagnosis of Bipolar disorder (Szentagotai & David, 2009). 
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