Psychological Case Formulation of Mr Buddy King
Introduction
Based on the Diatheses Stress Module, this Psychological Case Formulation illustrates how stress from life events interacts with predisposed biological, biochemical, and neurological conditions to lead to the illness in vulnerable individuals (Power, 2005). 
The Five P's will be used to formulate the psychological case, which is a framework based on five factors developed by Macneil et al. (2012). In their conceptualization, they addressed clients and their problems systematically and holistically by considering the Presenting problem, Predisposing factors, Precipitating factors, Perpetuating factors, and Protecting factors. This framework promotes a very clear and systematic approach to case formulation or assessment which may provide a wealth of data while also providing opportunities for a variety of interventions and strategies that can be tailored specifically to a client.  Additionally, clinicians can focus on specific areas of concern. As an idiographic framework, clients are looked at individually and holistically (Marquis & Holden, 2008).
Diagnosis
The case study initially suggests that Buddy is suffering from Major Depressive Disorder (MDD). 
The fifth edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM–5, American Psychiatric Association, 2013), outlines criterion to make a diagnosis of depression which include many of the symptoms that Buddy is reporting. The DSM-5 states that the individual must be experiencing five or more symptoms during the same 2-week period and at least one of the symptoms should be either (1) depressed mood or (2) loss of interest or pleasure. The case study confirms that Buddy has been experiencing depressive symptoms for two to three months (1) and has withdrawn from activities which he usually enjoyed (2). 
Referring to the criterion listed in the DSM-5, Buddy is experiencing sustained depressed mood (1), decreased interest and withdrawal from activities (2), a reduction of physical movement (4) sleep disturbance and difficulties getting up in the morning (5), difficulties concentrating (7), and suicidal thoughts (8). The case study also states that Buddy is experiencing pessimistic views but does not expand further on this, so for the purpose of this case formulation it will be assumed that these views include feelings of worthlessness (6). 
Further reading of the case study reveals that historically, Buddy has experienced a ‘full manic episode’.
According to the DSM-5, a person must have experienced at least one episode of mania or hypomania to be diagnosed as Bipolar. In order to qualify as mania, the elevated, expansive, or irritable mood must last at least one week and be present most of the day, almost every day. (American Psychiatric Association, 2013).
During this manic period, Buddy experienced grandiose and persecutory delusions (1) decreased need for sleep (2) hyperactivity (3) and engaging in bizarre and risky behavior (7) which satisfy the requirement of three or more symptoms of a manic episode as listed in the DSM-5. 
The depressive side of bipolar disorder is marked by episodes of major depression resulting in depressed mood or loss of interest or pleasure in daily activities. (American Psychiatric Association, 2013). As set out above, Buddy has symptoms matching the criteria for five or more of these criterion. 
Previously called manic depression, bipolar disorder is a recurrent chronic illness with a variable course which often results in cognitive impairment and a reduction in quality of life (Martinez-Aran et al, 2007) Researchers found that bipolar disorder had the second greatest impact on time off work out of all mental illnesses. (Alonso et al, 2011) More than 1% of the world's population suffers from bipolar disorder, regardless of nationality, ethnicity, or socioeconomic status (Grande et al, 2016). Worldwide, about 45 million people suffer from bipolar disorder (World Health Organization, 2019).
Bipolar I is distinguished from Bipolar II Disorder by the presence of a manic episode as opposed to a hypomanic episode (Grande et al, 2016). As Buddy has experienced with a full blown manic episode with episodes of major depression, he therefore presents with a DSM-5 diagnosis of Bipolar I.


Presenting Issues
The Patient, Buddy King, is a married, 28 year old African-American male, who presents for evaluation and treatment after being persuaded to seek help for his symptoms by his wife.  Buddy is experiencing a profound change in his behaviour over a period of 2 -3 months manifested by markedly reduced interactions with social stimuli (withdrawal from his hobby) by cognitive distortions (depressed mood, pessimistic views, rumination about the future) and by altered physiological behaviours (sleep, concentration, energy level, decreased sexual relations)
This not the first psychiatric consultation for this male; his clinical history includes one severe manic episode lasting around six weeks. This resulted in involuntary detention in a psychiatric facility.   
Buddy reports a troubled relationship with his immediate family who he describes as being very pressured and high achieving. It is worth noting that Buddy is currently a manager for his family’s food business. 
The patient has previously been prescribed haloperidol, sodium valproate and Depakote. No Adverse drug reactions (ADRs) are noted however a resistance to treatment is reported, in particular a refusal to accept Lithium and discontinuation of haloperidol against clinical advice.  
There is a positive family history for alcoholism, depression, and bipolar disorder. 








Predisposing Factors
Genetics
The case study reports a strong maternal and paternal history of mental health illness, of particular interest is a maternal history of bipolar disorder.  
Bipolar disorder is known to be caused by inherited factors, with studies of families and twins demonstrating the importance of genetic factors. In patients with established disease, a family history of mood or psychotic illness is common (Craddock and Sklar, 2013).
Genetic epidemiological research has produced overwhelming evidence that genes affect predisposition to bipolar disorder (Craddock & Jones 1999). From twin, family and linkage studies, the role of multifactorial genetic factors in bipolar disorder is well established. (Munakata et al, 2007). 
Having a family history of bipolar disorder greatly increases the likelihood that a patient presenting with one or more episodes of depression will go on to develop bipolar disorder (Craddock & Sklar, 2013). The case study describes Buddy experiencing symptoms of depression prior to the onset of his historical manic episode; therefore, it is disappointing that a formal diagnosis of bipolar disorder was not considered at this time. 
Personality Traits
The case study states that Buddy recalls being hyper conscientious and driven as a child, and that he was a perfectionist in school. According to studies investigating the relationship between personality and bipolar disorder, highly conscientious people, particularly those with the Achievement Striving facet, had higher rates of manic symptoms over time. (Lozano and Johnson, 2001).
Gender/Age
Diflorio and Jones, (2010) and Hendrick et al (2000) found that there are no gender distinctions between the rates of bipolar I in men and women, however men generally report an earlier onset of Bipolar symptoms. (Azorin et al, 2013). This would correlate with the case study as Buddy was in his final year in university at the time, he experienced his first manic episode therefore would have been in his very early twenties.
Precipitating Factors
There has been a recognition that stressful situations and negative life experiences can precipitate mental illnesses almost since the beginnings of psychiatry (Garmezy and Rutter, 1985).
Psychological distress is correlated with major life events, with individuals who experience stressful life events reporting more psychological symptoms. (Thoits, 1982)
Research shows that the occurrence of severe negative life events triggers an increase in bipolar depression (Johnson, 2005).
Family
Family impairment has consistently been linked to a greater likelihood of depressive symptoms (Weinstock and Miller, 2010) with family stress being a known trigger for people with bipolar disorder (Rasmana & Bebbington, 1995).
Research by Miklowtz (2004), explored the correlation between Expressed Emotion (EE) attitudes among relatives of people with bipolar, and relapses of bipolar disorder. EE attitudes include criticism, negativity, and hostility, which are all attitudes expressed by Buddy’s immediate family which is found to have a recursive effect on patients diagnosed with bipolar. 
Buddy grew up in a highly pressured home environment where he felt that he had to compete with his siblings in order to gain his parents approval. The case study does not expand on Buddy’s mental health as a young child; however, it would be anticipated that Buddy would have displayed symptoms of childhood depression due to the direct correlation between childhood stressors and the onset of bipolar disorder. (Brietzke et al, 2012, Grandin et al, 2007,).
Humiliation
Depressive episodes are strongly correlated with humiliating experiences that devalue an individual in a core role. (Kendler et al, 2003). Buddy has faced rejection from social networks and expulsion from his place of education historically which would inevitably cause him to feel devalued and rejected. In addition to this he has been subjected to ongoing criticism by his family as detailed above. Both depressive and manic symptoms are significantly affected by humiliation and loss events. (Hosang et al, 2011).
Ceasing Athletics
The Case study identifies that Buddy has recently discontinued all of his sporting activities. A study by Morgan et al (2018) found that ceasing physical exercise induced significant increases in depressive symptoms.
Lack of Social Support
Low social support, in addition to certain life events, and a lack of tangible and emotional support is found to be related to depression and negative morale (Schaefer et al, 1981). An individual with a solid social support system may be better able to cope with a major life event, but those with little or no social support may be more vulnerable to life changes, particularly undesirable ones (Thoits, 1982). The case study highlights that Buddy has been shunned by his friends and as a result does not have a social network of support. 
Stressful live events
Buddy has endured a series of stressful life events, particularly at the time of his manic episode. At the time of his manic episode, Buddy was a university student in his final year at a “prestigious” University, at which time he was also under a lot of stress from his family.  High levels of stress are known to be linked with the onset of manic episodes (Malkoff-Schwartz et al, 1998). 
Disturbed sleep pattern
Although Buddy has not experienced an episode of mania for several years, every step needs to be taken to prevent another episode occurring. Whilst a disturbed sleep pattern is a symptom of a depressive episode (American Psychiatric Association, 2013), loss of sleep can also trigger an episode of mania (Patel et al 2013).





Perpetuating Factors
Family
Whilst the role that Buddy’s family situation plays has already been identified as a Precipitating Factor, it is important to note that Buddy’s family environment is also a Perpetuating factor.
Buddy is very much embroiled within his toxic family environment and as he also works for the family business, one can imagine that he feels a sense of entrapment. Research has found that long term entrapment has a direct effect on the onset of depressive episodes. (Kendler et al, 2003)
















Protective Factors
Protective factors move away from the problem areas towards hope and optimism and look to future success and competence (Macneil et al., 2012). 
It is evident from the case study that Buddy’s only protective factor is his wife. Partners are integral to the health and wellbeing of persons with bipolar disorder (Granek et al 2018) with high marital satisfaction being a protective for symptoms of bipolar (Johnson et al, 2017).
Research shows that people who are single may predict a poorer illness course of bipolar, with individuals with bipolar disorder who have never been married typically being three times as likely to be hospitalized after onset (Kessing, Andersen & Mortensen, 1998). Among men with bipolar spectrum disorders, being single is associated with a higher risk of developing a full blown manic episode (Liberman et al, 2010).
Although bipolar disorder is associated with difficulties establishing and maintaining marital relationships, research suggests that strong marital relationships promote better control over symptoms and a reduced severity of symptoms (Johnson et al, 2017). 












Treatment Plan
The case study identifies that Buddy was resistant to see a psychiatrist due to his fear of being revealed as mentally ill or weak. 
The case study also identifies that Buddy has previously shown a resistance to taking psychotropic medication and has previously refused medication. The study does not elaborate on the reasons why Buddy was resistant to medication, however some people with psychiatric illness are reluctant to take medication because of the discrimination and social rejection associated with medication use (Pound et al, 2005, Smith et al, 2000). This would seem to correlate with Buddy’s perceptions of mental illness outlined above. Due to culturally biased self perceptions, African Americans are less likely than white patients to adhere to maintenance pharmacotherapy for bipolar disorder (Fleck et al, 2005).
People with psychiatric illnesses need the freedom to choose, to take control of their lives, and to be empowered (Unzicker et al, 2011) therefore it is vital that Buddy is involved with decision making regarding his ongoing treatment plan. NICE (2020) guidelines do set out that as the depressive aspect of bipolar disorder is making life very difficult, Buddy should be offered an antidepressant such as fluoxetine, together with olanzapine, or quetiapine on its own.  This should be explained to Buddy, and the Pros/cons of combining therapy with medication should be discussed so that he is involved in the decision making process. 
Cognitive Behavioral Therapy (CBT) should be considered to treat Buddy, in particular the ABC model should be Utilised. ABC is an acronym for “Antecedents, Behavior, Consequences”. Using the ABC Model, problem behaviors can be assessed and formed. It is used by Clinicians to identify the "active ingredients" behind a problem behavior (Yomans, 2008). Research has shown that those suffering from bipolar mood disorder can learn both to identify factors that trigger episodes of illness and to recognize early warning signs therefore this model could be beneficial to Buddy. Learning to identify early warning signs can often prevent relapses of depression and mania. (Russell & Browne, 2005).
It is apparent that Buddy’s family system is very much at the core of his illness. Miklowitz et al, (2006) concluded that when combined with pharmacotherapy, family-focused treatment (FFT)is believed to improve the course of bipolar disorder in adults, and therefore should be considered. It seems doubtful that Buddy’s family would be open to this however it should still be offered as an option.
Many health professionals believe that exercise is an effective treatment once mental health problems develop (Morgan and Goldston, 2013). Exercise and physical activity are proven to improve mental health and can even prevent mental health disorders by improving self-confidence, self-concept, and cognition (Taylor et al, 1985). Physical activity has been linked to improvements in mental health after just a single session (Steinberg et al 1997). This should be discussed with Buddy and as athletics is something that he previously enjoyed, referral to a gym or an athletics club could be suggested. 
In addition to prescribing a treatment plan for Buddy, it is also vital to ensure that as his only protective factor and as the case study suggests, his carer, that Buddy’s wife also receives support from services. The caregiver’s role is very demanding, distressing, and harmful to health and quality of life (Struening et al., 2001). A high burden on relatives of bipolar patients has been reported (Dore and Romans, 2001) with recent studies concluding that caregiver’s burden may actually influence the clinical outcome of bipolar disorder (Perlick et al., 2004). Divorce rate amongst persons with bipolar disorder is high and therefore strategies to strengthen the spousal relationship is an essential aspect of care (Granek et al, 2018).
Buddy’s wife should be signposted to organisations such as The Carers Trust (REFERENCE) and to Bipolar UK (REFERENCE)






Discussion
Substance misuse disorders (SUD) are exceptionally common in people with bipolar disorder (Strowksi & Delbello, 2000) with people with bipolar disorder having the highest prevalence of comorbid SUD and dependence than any other psychiatric disorder (Tohen et al, 1998).
The case study does not elaborate on whether Buddy is currently using any illicit substance however further discussion needs to take place to establish whether Buddy is currently misusing any form of substance as he has a notable history of alcohol and marijuana abuse.  
Buddy already has a genetic predisposition to SUD influenced by genetic factors (Dick & Agrawal, 2008). To help Buddy understand the genetic link to substance abuse, it might be useful to inform him about it (Dick & Agrawal, 2008). It should be discussed that substance misuse can lead to a clinically significant problem including increased use, failed attempts to stop, and use leading to an impaired ability to meet role obligations (American Psychiatric Association, 2013). 
Conclusion
As a result of this case formulation, Buddy's difficulties will be explained and the classic questions of "why, what, and why" may be answered in ways that diagnosis alone cannot., Moreover, it will outline a rationale and shared agenda for what to focus on and in what order and as is not fixed it can be reviewed and modified as Buddy’s treatment progresses. 
Although formulation-based approaches have many advantages, some caution must be exercised. Eells et al (1998) conclude that there is little research into the outcome of case formulation and that more research is needed. Chadwick et al (20013) report that some participants described negative aspects following case formulation, including that it had been ‘saddening, upsetting, and worrying’. Research conducted in this study emphasized the importance of developing collaborative formulations in a supportive therapeutic environment at a reasonable pace

