A Psychological Case Formulation for Mr Buddy King.
Theoretical framework
The current psychological formulation combines biological, psychological, and social aspects relative to the patient via the biopsychosocial approach to inform prognosis and a consequential treatment plan for the individual (Campbell & Rohrbaugh, 2013). Recommendations from the Division of Clinical Psychology for psychological formulations are also implemented (“Good Practice Guidelines on the Use of Psychological Formulation,” 2011). The patient presents with symptoms of Bipolar II Disorder (BDII) as characterised by the Diagnostic and Statistical Manual of Mental Disorders (5th ed.; DSM-5; American Psychiatric Association, 2013).
Introduction to Mr Buddy King
The individual is a 28-year-old, married man of African American descent who has a Business Management degree. Mr King has been experiencing symptoms of low mood, reduced energy levels, inattentiveness, and withdrawal. He reports a subdued interest in personal activities that typically he finds enjoyable, alongside negative feelings, rumination, and sleeping difficulties. His pessimistic thoughts have recently escalated to a suicidal nature and are impacting his marital relationship. His wife expressed her concerns to Mr King’s clinician which led to his referral for psychiatric care. The patient demonstrated reluctancy due to fear of stigmatisation and being perceived as weak. 						Likewise, Campbell and Mowbray (2016) found that stigma and societal perception significantly impacted African American individuals from seeking mental health support. With Black men additionally susceptible to stigma stemming from gender bias and social norms of masculinity depicted as strength and independence. Meaning that African American men seeking support for mental health are subjected to stigmatised attitudes and considered as being weak or inadequate (Boysen, 2017). Further, mental health issues among African American communities are seemingly rejected. With negative traumatic experiences of Black individuals involved in mental health support services described as suspicion arousing and distrusting (McKenzie et al., 2022). 									Despite this, the escalation and impact of Mr King’s symptoms on his personal and social life superseded his hesitance. He described a previous passion for work and sport which has currently diminished. This causes difficulty with his productivity and has resulted in complete withdrawal from athletic activities. Importantly, reluctancy from Mr King to engage in psychiatric treatment remains. This should be carefully considered among interactions with the patient and during treatment, to provide the best possible outcome and endorse positive and trusting relationships with mental health professionals. Transference is the way a patient relates to their therapist and is a core aspect of psychotherapy. Highlighting the importance of mental health practitioners and their interactions with their patients. This affirming experience between patient and therapist may also positively influence an individual’s personal relationships outside of treatment (Høglend, 2014).
Family history of Mr Buddy King
Mr King has multiple family members living with and receiving treatment for mood disorders. Mr King’s maternal uncle reportedly has alcoholism and bipolar disorder (BD) yet, due to his estrangement from the family, information regarding the manifestation of his disorder is not available. Importantly, research has shown significant heritable associations that may predispose an individual to BD (including type II) (Almeida et al., 2020; Craddock & Sklar, 2013). Correspondingly, the DSM-5 also states that “the risk of bipolar II disorder tends to be highest among relatives of individuals with bipolar II disorder” (American Psychiatric Association, 2013, p.137). Additionally, the evident depression in Mr King’s other relatives must be deliberated upon as this may also be a presentation of BDII, which may have been misdiagnosed as depression (Almeida et al., 2020) due to the major depressive episodes experienced in BDII (American Psychiatric Association, 2013, p.133). 	As a child, Mr King describes himself as perfectionist, meticulous, and highly motivated. His parents own a family food business, and are described as high achievers, successful, and wealthy. The youngest of 5 siblings, Mr King articulates feelings of low self-esteem, inadequacy in comparison to his brothers, and having to compete for his parents’ approval in childhood. He describes being subjected to harsh parenting and manipulation from his parents to conform to their ideals. Non-compliant attitudes that differentiated from the parents were not tolerated. Information acquired suggests that Mr King may have been denied financial support and subjected to emotional maltreatment. His parents reportedly ejected Mr King and his siblings from the family until their independent beliefs returned to submissive and compliant attitudes. This denial of autonomy may have negatively affected his emotional and cognitive development (Ryan et al., 2016). Mr King’s perception of his autonomy considered among this family dynamic, and his past experiences of involuntary psychiatric detention are crucial. This may provide insight into Mr King’s perspective (Knee & Uysal, 2010), his perceived self-efficacy (Bandura, 1977), and his earlier noted feelings of low self-esteem. Similarly, self-determination theory (SDT) suggests that autonomy is one of three fundamental psychological necessities to promote personal motivation, healthy development, and functioning within society (Ryan & Deci, 2000). Parental encouragement of autonomy may positively impact self-concept, interpersonal relationships, and overall wellbeing (Knee & Uysal, 2010). Notably, Mr King has himself reported that the family dynamic may be a contributary factor towards his depression.				
Clinical history of Mr Buddy King 
With the patient’s lack of autonomy in mind, it is important to acknowledge that Mr King has also been involuntarily hospitalised previously for an acute manic episode. The potential negative effects of this experience may also induce additional anxiety over receiving mental health support and treatment. Existing legislation such as The Mental Health Act (1983) in the United Kingdom allows individuals to be treated against their will. This has ethical complications particularly concerning the detention of Black, Asian, and minority ethnic (BAME) populations. Research by Barnett et al. (2019) shows that BAME and migrant individuals are increasingly likely to be involuntarily detained compared to others. Yet the reason for this appears unclear. Mr King’s experience of previous hospitalisation may have contributed to his hesitance to seek professional help and he may fear having his autonomy removed once again. 											During his studies at a high-status university, Mr King experienced stress and apprehension over his future, and pressure from his family who wanted him to complete his studies sooner. This resulted in his behaviour transpiring towards an acute manic episode. Mr King demonstrated an abnormal and persistently elevated mood, grandiose, persecutory delusions, hyperactivity, and a reduced requirement to sleep. His commitment to his studies and academic performance declined, he began binge drinking and smoking marijuana heavily. Mr King’s sexual drive drastically increased during this time and his behaviour was sexually problematic. After being discovered undressed with an underage female on campus, Mr King was arrested but not convicted for this behaviour. 						Upon hospitalisation, he exhibited non-compliance with his medication initially. Eventually demonstrating partial refusal of lithium only. Possibly owing to its unpleasant side effects such as sickness, diarrhoea, nausea, gastric pain, and exacerbating symptoms of depression (López-Muñoz et al., 2018). Based on Mr King’s longstanding symptoms of depression, it is plausible that the fear of this worsening may have deterred him from accepting lithium. Although he accepted haloperidol, sodium valproate and Depakote. Upon discharge, Mr King once again refused medication in the form of haloperidol. However, he continued with the afore mentioned medications. 							Following this, Mr King experienced multiple personal difficulties. He was rejected by the university and his friends. His family expressed their dissatisfaction with his non-compliance and pressured him to conform. Possibly reinforcing his earlier feelings of inadequacy, low self-esteem, and lack of autonomy. Mr King was also required to submit samples to ensure he was obtaining the correct levels of medication necessary, which caused conflict within the family. This would suggest that he was not fully receptive or compliant with treatment. A focal point of exploration to discover why, and to provide the patient with an element of control over decisions that affect him. Which is important reflecting on Mr King’s earlier childhood and clinical experiences. Alternatives to medication or other pharmaceutical interventions should also be considered if these are responsible for undesirable effects caused to Mr King. All of which could impede the success of treatment and the long-term benefits on the individual’s well-being.
DSM-5 (2013) 
Mr Buddy King presenting with Bipolar II Disorder (29.6.89 [F31.81]) as characterised by the Diagnostic and Statistical Manual of Mental Disorders (5th ed.; DSM-5; American Psychiatric Association, 2013). The classification criteria for a hypomanic episode that Mr King has demonstrated is: “a distinct period of abnormally and persistently elevated, expansive, or irritable mood and abnormally and persistently increased activity or energy, lasting at least 4 consecutive days” (American Psychiatric Association, 2013, p.132). During the alteration in mood, energy levels and activity, a further 3 specified symptoms must occur. Including an “inflated self-esteem or grandiosity”, “decreased need for sleep”, “excessive involvement in activities that have a high potential for painful consequences e.g. sexual indiscretions”, and an “unequivocal change in functioning that is uncharacteristic of the individual when not symptomatic” (American Psychiatric Association, 2013, p.133). Additionally, the “disturbance in mood and change in functioning are observable by others”, an “unequivocal change in functioning that is uncharacteristic of the individual when not symptomatic”, and the “disturbance of mood and the change in functioning are observable by others” (American Psychiatric Association, 2013, p.133). Further, the DSM-5 states that “the episode is not severe enough to cause marked impairment in social or occupational functioning or to necessitate hospitalisation” and is “not attributable to the physiological effects of a substance” (American Psychiatric Association, 2013, p.133). Although, Mr King was indeed taking substances during this time.							Therefore, the previous involuntary hospitalisation of the patient may not have been necessary. However, research states that acute manic episodes are commonly considered as grounds for emergency hospitalisation (Karamustafalıoğlu et al., 2014). More information is needed surrounding the incident of Mr King’s discovery with an underage girl. It is not clear whether there was any sexual motive, or if Mr King was aware that the young girl was not of age as she was present on a college campus. Therefore, he may not have posed threat to himself or the public at the time of his hospitalisation. There are also existing concerns noted surrounding the use of the DSM-5 within its apparent lack of reliability and validity, along with pathological and ethical issues (Young, 2016). Caution has been taken when assessing Mr King’s presenting symptoms and the criteria set by DSM-5 for BDII. The patient also displays the symptoms of multiple major depressive episodes such as “depressed mood most of the day, markedly diminished interest or pleasure in all, or almost all activities”, “insomnia”, “fatigue or loss of energy every day”, “recurrent thoughts of death”, and “recurrent suicidal ideation” (American Psychiatric Association, 2013, p.133). 		Likewise, the major depressive episodes differentiating bipolar disorder type I (BDI) and type II (BDII) mean that individuals with BDII experience lengthier and chronic depressive symptoms in comparison to hypomania (American Psychiatric Association, 2013, p.136). The severity and functional impairment displayed in a manic episode of BDI is also different to the hypomanic episode required for BDII classification (American Psychiatric Association, 2013, p.135). Mr King has had no further manic episodes since the initial hypomania which also indicates the appropriation of the BDII diagnosis. 
Areas of support needs for Mr Buddy King
Mr King remains employed by the family food business. This presents an area of concern over his wellbeing and treatment success, given the previously mentioned concerns regarding enmeshment to his parents. Alongside his belief that the family system may contribute to his depression. Although, he may feel unable to achieve occupational success independently considering his removal from the university, and his difficulty finding employment after completing his studies. His reoccurring episodes of depression are having a debilitating impact on his personal, social, and work life and should be prioritised in Mr King’s treatment plan. By obtaining employment separately from the family, Mr King could reap the potentially positive effects of working.								Indeed, Borg et al. (2011) conducted qualitative research on the impact of employment on individuals with bipolar disorder. Positive factors of working identified by the participants were: skill development, a contribution to society, self-worth, positive self-identity, and structure. Overall, being in employment was named as a beneficial factor for those living with bipolar disorder. A positive working environment was labelled a significant aspect to allow individuals to goal set, challenge themselves, and feel confident in their abilities. Importantly, many participants explained that stressful and difficult work periods often occurred before the initial episode of their disorder. Alternative employment could facilitate Mr King’s independence without experiencing the pressure that he feels from his family and the impact this poses on his wellbeing. This could also improve his motivation to attend work, reduce his anxiety, and improve his sleep quality which is seemingly affected by melancholic features. These are defined as “loss of pleasure in all, or almost all, activities” and “early-morning awakening” (American Psychiatric Association, 2013, p.151).			Mr King’s reluctance to seek help, alongside his fear of stigma poses a barrier to support services. This should be a key area of focus to mitigate the negative thoughts and feelings that treatment could possibly generate. Similarly, the present lack of motivation within the patient needs improvement to allow him to engage in physical activity, remain in employment, regain his self-efficacy and social life. The afore discussed resistance to medication must also be considered alongside the undesirable symptoms of some existing prescriptions for Bipolar II Disorder that may deter Mr King from accepting medicinal treatment. There is also a potential desire from the patient to retain partial control over decisions in his care. Therefore, treatment plans should be collaborative to ensure the best possible outcome for Mr King (NICE, 2014). 
Positive factors for Mr Buddy King
The wife of the patient is seemingly a robust support source as she has sought professional care for Mr King and has previously urged him to request help. The afore mentioned research (Borg et al., 2011) highlights that their relationship may be beneficial to Mr King’s treatment and support during more severe episodes. Another positive factor to note is that the patient has only experienced a singular hypomanic episode despite not receiving further medication. Mr King’s previous engagement in sport may be beneficial, likewise, his educational attainment may be a protective factor in his case, as stated by the DSM-5 (American Psychiatric Association, 2013, p.137). Mr King himself has also demonstrated an awareness of the psychosocial factors relative to his upbringing that could be subsidising his low mood.
Treatment Plan
It is crucial for Mr King to receive effective treatment due to the impact his symptoms are having on his marital relationship, ability to work, and his vulnerable mental health. Particularly when considering that individuals with bipolar II disorder have impulsive traits, placing them at risk of suicide and substance abuse (American Psychiatric Association, 2013, p.136). There are some existing concerns over Mr King’s engagement and compliance with treatment over his motivational difficulties and refusal of previous medication. However, this should be understood given his past experiences of clinical treatment, lack of autonomy, current condition, and his apparent low self-esteem. The treatment plan should be collaborative involving Mr King, his wife, and other supportive figures in his life. 			It is important to note that the treatment plan will be flexible to the needs of Mr King and undergo regular revision of efficacy and implementation. Treatment will be person-focused, providing the patient with choice over medications, and consideration of how Mr King may be affected by negative side effects. As recommended by the National Institute for Health and Care Excellence (NICE, 2014). Family intervention may be of benefit to Mr King. However, this may present practical issues, be costly (Reinares et al., 2016), and could result in dispute as the family have had previous disagreements with the patient over his treatment compliance. Meaning that the therapist facilitating the intervention may require conflict management and resolution skills. Family engagement may also be difficult to acquire if they feel at risk of stigmatisation or if their community is not supportive of mental health diagnosis (McKenzie et al., 2022). A course of cognitive behavioural therapy (CBT) is recommended for Mr King to reengage in his previous activity levels and redeem satisfaction from athletics (UCL Centre for Outcomes Research and Effectiveness, n.d.).			CBT sessions should be provided for the necessary duration, above the typically recommended 20-25 sessions, to support Mr King with his symptoms based on the psychopathology of the disorder. These sessions will support the patient through his ruminations, feelings of low self-esteem, increase his social and behavioural skillset, and productivity (Özdel et al., 2021).
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