Psychological Case Formulation
Case study for Carl Landau (CL), 19 years old, African American male
Presenting problem
The proposed diagnosis for CL is obsessive compulsive disorder (OCD). According to the DSM-5, an individual would have to have the following clinical characteristics in order to be diagnosed with OCD; the presence of obsessions, compulsions, or both. The obsessions are defined by two characteristics; recurring and consistent thoughts, urges, or images that are experienced, at some time during the disturbance, as unwelcome and unpleasant, and that in most individuals cause significant anxiety or distress; the individual attempts to disregard or suppress such thoughts, urges, or images, or to offset them with some other thought or action, typically by performing a compulsion. The compulsion element of OCD is defined as; constant repetitive behaviours, or mental acts that the individual feels dedicated to perform in reply to an obsession or according to rules that must be applied; generally, the behaviours or mental acts are aimed at reducing distress or anxiety, or preventing a bad event or situation the individual could find themselves in. These behaviours or mental acts are not connected in a pragmatic way with what they are designed to counteract or prevent or are clearly excessive. In accordance with the DSM-5, to be diagnosed with OCD, an individual must show the obsessions or compulsions are time-consuming (at least 1-hour per day), or cause significant distress or an impairment in social, occupational, or other areas of functioning important to the individual (American Psychiatric Association, 2013). 
Besides the use of the DSM-5, there could potentially be alternatives used to diagnose an individual with OCD, such as CT, PET, or MRI scans. A PET scan would be more favourably used in the diagnosis of OCD as it’s neuroimaging technology can measure neurotransmitter levels (Ceccarini, et al., 2020). A meta-analysis by Fullana et al. (2020) found OCD was significantly linked with numerous neurocognitive biomarkers and a number of biochemical, neurophysiological, and neuroimaging biomarkers also showed to be present in patients with OCD. The Yale-Brown Obsessive-Compulsive Scale (Y-BOCS) is also used to help aid a therapist in making a diagnosis for OCD in patients. 
According to the DSM-5, typical compulsions include handwashing, ordering, checking, praying, counting, or repeating words. CL has been displaying incapacitating symptoms and behaviours for 8 years, these include excessive washing and showering; ceremonial rituals for dressing and studying; compulsive placement of any objects he handled; grotesque hissing, coughing and head tossing while eating; shuffling and wiping his feet while walking; continually looking back, checking and rechecking when walking. These behaviours affected every aspect of CL’s daily functioning. 
Given the symptoms CL displays, this would be better characterised by OCD rather than any other psychological disorder and his symptoms are not attributable to substance use. Many individuals like CL have irrational and dysfunctional beliefs. These beliefs are often strong and overwhelming. They give the individual an “inflated sense of responsibility and the tendency to overestimate threat” (American Psychiatric Association, 2013). Those diagnosed with OCD believe that having a specific obsession and not completing the compulsion, will lead to something bad occurring. CL experienced distressing thoughts unless he engaged in the actions. CL spent excessive time ensuring wastebaskets and curtains were in their allocated places and would periodically check these throughout the day. CL believed eating was “barbaric” and certain foods contained diseases and germs. CL would make loud hissing sounds and cough to exhale air from his lungs, allowing the food he swallowed to enter an air-free and sterile environment. CL displays good or fair insight as stated by “CL realised that this was not rational but was strongly driven by the idea of reducing any chance of contamination”.
Predisposing factors
CL comes from a religious family, had a sheltered upbringing, and has had a naïve background. In a study by Rakesh et al. (2021) looking at the role of religiosity and guilt in symptomatology and outcome of OCD found greater religious beliefs have often been associated with enhanced OCD behaviours. The study also suggests fear of guilt for behaving irresponsibly against their religion may also lead to significant OCD behaviours. A study found highly religious people tend to have greater obsessions related to their elevated sense of personal guilt and beliefs that they are responsible for trying to control unwanted, threatening, and intrusive thoughts (Arntz, et al., 2007).
CL was bullied from the age of 11 and became the brunt of jokes and ridicule by his peers. In research conducted by Hashorva et al. (2017) found the impact of bullying can cause depression, anxiety, and especially OCD in adults. Participants in the study were found to be 6 times more likely to develop a psychiatric disorder due to intense bullying during childhood and were 11 times more likely to develop OCD than those who were not bullied in childhood. Males start to experience puberty from the age of 8 to 13; at the age of 11, CL would have been experiencing hormonal changes in his body and his brain function, the neurotransmitters are affected by puberty and the changes in hormones. The brain experiences an increase of myelin synthesis in the frontal lobe, which affects cognitive processes during adolescence (Arain, et al., 2013); being a potential marker for the development of CL’s OCD. OCD usually starts developing in adolescence (Kessler, et al., 2010). CL has a construct known as behavioural inhibition, he is introverted and doesn’t mix well or like socialising with others. 
CL had a shy personality and is described as quiet and withdrawn. Anxiety is one part of OCD, which typically causes the individual to act on the obsessions, as they become too anxious that if they do not complete the compulsion, their fear will come true. It is theorised that due to CL’s bullying, he developed anxiety and experienced social anxiety as he started withdrawing to his bedroom and eating alone, sheltered away from others. CL may have been experiencing uncontrollable thoughts and intrusive images of his peers’ making jokes and humiliating him which would exacerbate his OCD obsessions further (Wade, et al., 2022). OCD has a comorbidity with anxiety (Goodwin, 2015). OCD was initially conceptualised as an anxiety disorder due to the intense fear and unwanted thoughts, urges and images (Valentine & McGrath, 2023).
Himle et al. (2017) found that for African Americans frequent negative interactions with family and friends had a higher likelihood for developing OCD. CL started with only a few friends, when his OCD became progressively worse, he had no friends and would isolate himself from his family members. Additionally, Himle et al. (2017) stated those with OCD may have a smaller group of friends. Furthermore, this is supported by Kim and colleagues who found children with OCD have reduced social competence, fewer friendships and have greater difficulty making friends compared to those without psychiatric disorders (Kim, et al., 2012). Abramowitz (2010) stated OCD can destroy interpersonal relationships and school functioning, both of which were experienced by CL.
CL started to lack personal hygiene and disregarded his appearance. It is highly likely CL has developed an additional comorbidity of depression. OCD is a depressive debilitating disorder due to the nature of the unwanted thoughts, images and urges and constant need to complete the compulsions. Studies have found many people diagnosed with OCD also meet the DSM-5 diagnostic criteria for a depressive disorder, which includes not finding joy in usual activities, feeling isolated and a troubled appetite (Abramowitz, 2010) all of which are experienced by CL. Studies have indicated depression occurs as a response to the distress associated with living with OCD. 
There is no clinical history of CL’s family members to ascertain whether there is a genetic underpinning of OCD. However, Pauls (2010) stated familial aggregation studies have shown that OCD is hereditary. Results from twin studies demonstrate that OCD is, in part, due to familial genetic factors. van Grootheest et al. (2005) determined in children, OCD symptoms are hereditary with genetic influences in the range of 45% to 65%. The onset of CL’s OCD coincides with the DSM-5 as adolescence and adulthood.
Precipitating factors
Any form of emotional distress, including bullying, can often be the trigger factor for OCD, particularly if the patient has a personality with a negative view of oneself, which CL does. CL was a loner and did not have a support network. A study by Haaland et al. (2019) found people with OCD have developed it due to using it as a coping strategy for dealing with helplessness and feelings triggered by bad life experiences and found OCD was helpful in managing anxiety related feelings. Additionally, they found the unimaginable life experiences happened usually during childhood or adolescence, which is the case for CL as he was bullied from the age of 11 and suffered considerable emotional distress as a result. OCD typically develops in patients when they feel powerless with few alternatives for coping and adaptation (Haaland, et al., 2019), this was evident for CL as he suffered 8 years of emotional and behavioural problems which had become increasingly severe and started the excessive routines. Furthermore, Haaland et al. (2019) found some patients developed OCD as a reaction to fear. This is evident for CL as his mannerisms were so intense due to the fear him and his family would contract AIDS and if he were to resist engaging in the problem behaviour, his thoughts became more distressing. CL also developed an intense fear of infection, this was displayed by his narrow intake of food and significantly reduced diet, resulting in him losing 20 pounds.
CL struggled to regulate his emotions, and used OCD as a way to gain control, even though his rituals were maladaptive and irrational, which is supported by the findings of Haaland et al. (2019). Wang (2020) and Ye et al. (2008) stated people with OCD usually strive for perfection and have ambitious standards. It could be hypothesised that due to CL living in a religious family, the expectations to succeed, follow rules and fear of making mistakes was quite high, therefore he would use the OCD obsessions as a mechanism to cope. CL’s self-esteem was affected after being bullied which caused CL to develop unhealthy aspects of perfectionism and problematic affect regulation and coping (Ye at al., 2008). In addition, perfectionistic beliefs may explain CL’s experiences of depression and impairment in his friendship groups and his deterioration with school. Ye et al. (2008), Hewitt et al. (2001), McCloskey & Stuewig (2001), Rice et al. (2004), Rice & Leever (2007), & Swedo et al. (1989) studies all show maladaptive aspects of perfectionism were found to be positively associated with depression or negatively associated with happiness and satisfaction. 
Perpetuating factors
CL knew the behaviour and thoughts were not rational, however, he could not stop himself acting upon the obsessions. The obsessions and compulsions became essential to his daily functioning, and he made it a part of his everyday routine. CL had ceremonial rituals whereby he could not function without partaking in the routine. CL added meaning and importance to the obsessions by carrying out the compulsions. CL had taken his obsessions and compulsions to an irrational level, such as worrying about poison, contamination, and AIDS. Mind (2023) suggests it is important for OCD sufferers not to add meaning to obsessions in order to not feel distressed and act out the compulsions, leading them into the OCD cycle. 
Typically, one of the most perpetuating factors of OCD is friends or family members taking part in the rituals to ‘help’ or offer reassurance (National Collaborating Centre for Mental Health, 2006). This behaviour reinforces the importance of continuing with such behaviour in the sufferers’ mind. Although it does not clearly state in the case study that CLs family members were helping complete his rituals, it should not be ruled out as a perpetuating factor as they were not directly trying to encourage CL not to participate in the rituals or challenge his irrational thoughts, he was often left in his bedroom to suffer. 
Ramezani et al. (2016) & the Obsessive Compulsive Cognitions Working Group (2005) suggested six cognitive processes which play an important role in the maintenance of OCD; overestimation of responsibility: the sufferer believes they are responsible for the cause or preventing of a negative event or its outcomes, because of their intrusive thoughts; overestimation of threat: the sufferer will anticipate negative events or substantial consequences of such to be very likely; perfectionism: the sufferer will believe it is necessary to be perfect and make no mistakes; intolerance of uncertainty: the sufferer believes they must have 100 percent guarantee of safety and negative events must not occur; over-importance of thought: the belief that the negative obsessions can cause a negative event or having bad thoughts are the equivalent of performing an atrocious act; control of thought: a sufferer will believe that complete control of intrusive thoughts is necessary and possible. CL follows the majority of these cognitive processes and so by having these persistent thoughts, he is maintaining his OCD.
Furthermore, Pace et al. (2011) found criticism is a perpetuating factor for many with OCD, including that of self-criticism. Experiencing regular or significant criticism in childhood and adolescence might be distressing for the individual, in CLs case, this was bullying in school from his peers, this can cause the individual to fear criticism in the future and lead them to strategies such as OCD to prevent a form of punishment i.e. self-harm. Salkovskis et al. (1999) stated individuals who conform to active avoidance strategies tend to become responsible for preventing hazards which could entice criticism, for CL this is apparent with his fear of contracting AIDS and his fears of poisonous foods and cleanliness. 
Finally, as previously discussed, OCD can be caused by neurotransmitters in the brain, which could be a perpetuating factor for CL. 
Protective factors
CL is aware he has symptoms of OCD but is unable to stop the obsessions and compulsions. CL had been admitted to a psychiatric hospital for treatment and support. Hofer et al. (2020) suggested parental emotional warmth had a positive influence on patients’ ability to manage their OCD. His family are supportive and concerned; they want to help him and for his symptoms to improve. They are a close loving family and they admitted him to the hospital for treatment following his deterioration.
Proposed treatment plan
Both psychopharmacological and behavioural therapies have been shown to be effective treatment for OCD (Gragnani, et al., 2022). In order to treat CL’s OCD, it is recommended he completes a course of cognitive behavioural therapy (CBT) using exposure and response prevention (ERP). For this approach, the patient is deliberately exposed to the feared object or idea and is then discouraged from carrying out the typical compulsive response. In many cases, the patient gradually experiences less anxiety from the obsessive thoughts and becomes able to resist the urge to carry out compulsions for extended periods of time. 
CL is exhibiting significant persistent symptoms which will require long-term therapy. CBT will help change CLs negative thinking pattern, enable him to challenge his irrational thoughts, and replace them with more helpful and rational thoughts. By following CBT, it will result in a positive change in behaviour for CL. 90% of patients who received a form of behaviour therapy showed at least a 30% reduction in their obsessions and compulsions, primarily due to exposure and ritual prevention (Gragnani, et al., 2022). According to Frost et al. (2011), on 16 studies, at a mean follow up period of 29 months, 76% of patients were “very much” or “much” improved. 
Selective serotonin reuptake inhibitors (SSRI’s) are used as a pharmacological response to treat both OCD and depression. Patients who declined to access therapy have shown an improvement from pharmacotherapy treatment, however, symptoms will persist after medication is stopped. When used to treat OCD, SSRIs should be seen as anti-obsessive agents rather than anti-depressants and the dosage should be higher than that required to treat depression (Bally, et al., 2023). 
As CL is displaying signs of depression, this could interfere with the effects of CBT, however, this treatment plan if the most effective method for treating OCD and has shown significant improvement for between 60-80% of people who receive this form of treatment. Severely depressed patients with OCD do not show as much of an improvement as non-depressed or less depressed OCD patients (Abramowitz, 2010), this tends to be due to depression making it challenging for people to give a lot of energy and hard work as it makes people lethargic.
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