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Case Formulation
Case Study: Mr Carl Landau
Age: 19
Marital Status: Single
Ethnicity: African American 
Sex: Male
The purpose of a case formulation is to act as a guidance for treatment based on the expected diagnosis of the patient (Rainforth & Laurenson, 2014). The patient has been made aware that this formulation is a collaborative process, in which the practitioner and patient work together to establish the basis of a diagnosis and treatment plan. 
Carl Landau has endured an 8-year battle with emotional and behavioural problems. In the last two years Carls symptoms significantly worsened to the point of his inability to function regularly, before being brought for treatment by his parents. Currently, Carl is refusing to participate in any form of personal hygiene due to his fear of contamination and has isolated himself from his friends and family, residing in his bedroom. 
Framework 
Cognitive-behavioural models are widely used to better explain and understand the onset of obsessive-compulsive disorder (OCD), as it has been suggested that although most individuals experience intrusive thoughts, it escalates when the individual perceives personal responsibility for the thought (Dykshoorn, 2014). Therefore, this formulation will use a psycho-social approach, combining theory and empirical evidence based on the development of obsessive-compulsive disorder. 
Diagnosis
The purpose of a diagnosis is to identify the mental illness that the patient is suffering, to enhance their rates of recovery better, however this may be difficult as the symptoms being displayed can be related to multiple diseases (Wakefield, 2010). Mortality rates are significantly increased for individuals who have been misdiagnosed with a mental illness and are more likely to endure a decline in their physical health (Shefer et al., 2014). Research has found that individuals who have been diagnosed with obsessive - compulsive disorder (OCD), 10% have attempted suicide, while one-third have reported currently having suicidal ideation (Stahnke, 2021). Previous research found that a gentleman with a misdiagnosis of major depressive disorder underwent the incorrect treatment, which worsened his symptoms to the point of delusions, to then being diagnosed again with schizoaffective disorder. 20 years later, he was finally diagnosed with OCD and placed on the appropriate treatment plan, with reports of a vast improvement in his symptoms and mental well-being (Leung & Palmer, 2016). It has also been suggested that there is a positive relation between OCD and delusion-like experiences, while there are accounts of a correspondence of psychotic and obsessive-compulsive symptoms, therefore it is possible for individuals with OCD to be misdiagnosed with a psychotic disorder (Bortolon & Raffard, 2015). 
It is suggested that Carl Landau has a diagnosis of OCD, based on the clinical symptoms as reported by Carl and the consultation of the Diagnostic and Statistical Manual of Mental Disorders-DSM-5, published by the American Psychological Association - APA (2013). 
Clinical History
Carl has experienced the need for excessive washing and showering and ceremonial rituals for studying and dressing in the past 8 years, however the severity of his obsessions has significantly increased over the course of 2 years. Thus, leading to lack of care involving his personal hygiene, allowing his hair and beard to grow to an excessive length, due to the anxiety that grooming would interfere with his studying. These signs are in accordance with the DSM-5 description of OCD, as the individual experience’s repetitive behaviours in response to an obsession which are believed to reduce or prevent forms of anxiety or distress for the person (APA, 2013).  According to the DSM-5, the obsessions can impair an individual's ability to function socially and occupationally (APA), which adheres to the references Carl made, informing of his isolation with his family and friends to the extent that he would withdraw to his bedroom. The DSM-5 also suggests that the compulsions can be time-consuming (APA); as noted, Carl spent an excessive amount of time ensuring that the waste baskets and curtains were placed where he believed they must be, he would secure the water baskets on a tilt, while the curtains were to be twisted. 
When consulting the DSM-5 clarification of OCD, it could be suggested that Carl has absent insight and delusional beliefs, where the individual is under the impression that the OCD beliefs are literal (APA). This is attributed to Carl believing that if an object were not placed in a certain way, a catastrophe would fall upon himself and his family, he specifically feared the infection of AIDS. Although Carl would try to resist the urge to perform the ritual behaviours, his distressing thoughts would become more prominent. Carl would often endure harrowing thoughts involving contamination, such as his inability to eat certain foods due to his belief that they contained poisonous germs and diseases. Furthermore, Carl was adamant that the rituals he performed before and during eating (hissing, coughing and head tossing) would lower his probability of contracting a poisonous disease. 
The DSM-5 states that a criterion for OCD is the obsessive thought had by the individual, specifically contamination, and are believed to be intrusive and unwanted (APA). In accordance with the DSM-5 stating that compulsions are performed rituals to naturalise the obsessive thoughts (APA), Carl refused to cut his hair or shave his beard in fear that he would nick himself with the razor, which in turn allowed contaminations into his open wound. He was also carrying out hissing and coughing before swallowing his food, believing that this would clear the air in his mouth of any contamination, therefore the food would be swallowed with clean and sterile air. Carl's symptoms escalated to the point where he would defecate on paper towels and urinate in paper cups in his bedroom, which he would then place in the corner of his closet. Although an explanation for this was not given, it could be hypothesised that this was due to fear of contaminating his family. Thus, leading to a correlation to another criterion by the DSM-5, that states individuals with OCD accumulate objects and are unable to discard of things because of their obsessions (APA). 
Individuals with obsessive-compulsive disorder are usually difficult to diagnose during the beginning, due to the symptoms being an internal dialogue, while the individual may be unaware of their mental illness (Rapp et al, 2016). Furthermore, this may be the reason behind Carl being undiagnosed for 8 years.  Although it is difficult to give a certainty when diagnosing, due to the symptoms being correlated with other disorders (Svenaeus, 2014), it is significantly unlikely that Carl Landau does not have obsessive-compulsive disorder and therefore should be treated accordingly. 
Table of the 5 P’s
	
	Environmental
	Cognitive

	Predisposing
	· Few friends
· Quiet and withdrawn.
· Religion 
· Object of jokes and ridicule. 
	· Anxiety.
· Psychological torment. 
· Emotional distress. 

	Precipitating
	· Lost friends
· Social isolation
· Withdrew from college. 
· Lost weight.
· Unmet dietary needs. 
	· Believed eating was barbaric. 
· Fear of contamination
· Distressing thoughts.  

	Perpetuating 
	· Lack of socialising. 
· No friends to talk to. 
· Religious upbringing

	· Fear of contamination
· Anxiety
· Belief of contracting diseases. 
· Scared of a catastrophic event. 
· Problem behaviours. 
· Intrusive thoughts.
· Thoughts worsen if belief is unmet.

	Protective
	· Caring family.
· Family intervention.
	· Therapy

	Presenting
	· Not leaving bedroom.
· Isolating himself from friends and family. 
· Time-consuming rituals. 
· Excessively long hair and beard.
· Poor personal hygiene. 
· Ritual behaviours – placement of objects.
	· Distressing thoughts. 
· Unable to decipher rational thoughts.
· Fear of contamination or poisoning. 
· Delusional thought process.
· Obsessive. 



Peer victimisation
The psychological and social development of children and adolescents can be significantly altered when faced with the scrutiny of their peers (Storch et al., 2005). Research suggests that an individual's perception of themselves can become negative when they have endured threatening and dangerous behaviour towards them by a peer, moreover, can lead the individual to withdraw from social situations (Storch et al). Research has found that children and adolescents of ethnicity are in the majority bullied by their peers, however those of African American decent have the highest ratings of bullying (Patton et al, 2013). Bullying can take many forms, from physical to verbal and exclusion, with research indicating the bully/s usually has a more dominant personality, while the victim is believed to be less powerful (Patton et al.). The report suggests that Carl has always been quiet and withdrawn, fitting the narrative of a typical victim. Although it has not been stated what Carl was ridiculed about, it can be hypothesised that it was due to his race. 
Being a victim of bullying can cause an array of psychological and emotional problems, while research has also found a positive correlation between being bullied and low academic achievement (Rothon et al, 2011), this may indicate the deterioration of Carls academic performance which led to him missing school altogether. Furthermore, there is research to suggest that bullying can lead the victim to experience anxiety, depression, suicidal ideation, and suicidal behaviour, especially among adolescents (Man et al, 2022). Trauma experienced in childhood can significantly increase an individual's likelihood of developing a psychiatric disorder; previous research has been able to find a small but significant overlap between emotional childhood trauma and symptoms of OCD (Mathews et al., 2008), thus leading to the argument that Carl developed his symptoms as a response to his emotional distress from being bullied. 
Secrecy of homosexuality
Carl has not made his sexuality known but has reported an intense fear of him or his family from contracting AIDS. This may be due to Carl realising that he is homosexual. Based on social identity theory, a group membership significantly influences an individual's sense of identity and self-esteem, the theory believes that unacceptance of others in their group may have adverse effects (Masson & Nkosi, 2017). Within the Christianity religion, it is evident that heterosexuality is the only accepted form of sexuality, with some referring homosexuality as a sinful act (Masson & Nkosi). In the report it states that Carl’s father is a minister at a local church, insinuating that the family is of Christian religion, therefore if Carl is homosexual, he may fear the repercussions of admitting this to his family. 
Research has shown that OCD is comorbid with other forms of mental illness, such as depression and anxiety, while it has also been argued that self-perception can determine the behaviour that follows an intrusive thought (Doron & Kyrios, 2005). It is theorised that if the individual believes that the intrusive thought may impact their sense of self, this will lead the individual to participate in irrational behaviours to prevent the thoughts from happening (Doron & Kyrios). It is hypothesised that Carl is unsure of his sense of identity, as he believes his sexuality is a sin and he will now longer be a member of his religious group or his family group. This fear may have caused Carl anxiety, which in turn escalated to his intrusive thoughts, obsessions, and compulsions. 
Religious household
There is a high possibility that Carl’s father is an evangelic minister. This form of religion is significantly common in African Americans, with research suggesting an elevated level of paranoia among those who practice evangelic Christianity, as the religion incorporates beliefs of supernatural occurrences (Carter, 2002). When an adolescent is seen to be participating in events against the religious beliefs of the parents, the parents believe this to be an act of rejection towards the religion (Laresn, 1978). Evangelical supporters deem those who are homosexual are to be considered as mentally ill, with deliverance ministers performing exorcisms on the individual, believing that they are possessed by demonic spirits (Weaver, 2011). Carl may be hiding his sexuality from his parents in fear of either of these situations occurring.
[bookmark: _Int_Ne9W9hz6]Research surrounding the relation between the church and mental distress, found that individuals who have displayed symptoms or concerns about mental distress felt abandoned by the church and were told that their poor mental well-being was due to their sinful behaviour (Lloyd & Hutchinson, 2022). It is believed that seeking help for a mental disorder within this religion would lead the individuals to be labelled as bad Christians and to be lacking faith in God (Lloyd & Waller, 2020). It could be highly likely that Carl’s mental health declined greatly over the years due to the pressure of such an extremely religious family upbringing, he may have felt shame and the possible believe of a demonic spirit residing in him causing any ‘sinful’ behaviour he committed. 
Treatment Plan
Exposure and Response Prevention
The purpose of this treatment is to submit Carl to continual exposure to his obsessional cues, while practicing procedures that are aimed to stop the rituals he performs and discussing the intrusive thoughts that he experiences with a trained professional prior to the exposing exercises. The exposing exercises will be undertaken in a real-life setting with something that Carl fears, such as spending a prolonged amount of time with his family, if Carl finds this too distressing a detailed imaginative script will be established for him to familiarise himself with. Research suggests that these prolonged exposures to something that the individual fears, better establishes and understanding that the obsessive thoughts are unreliable and therefore there will be no need for the compulsions, furthermore, encouraging habituation (Franklin & Foa, 2011). The exposures will begin gradually, with a minor obsession and only becoming more severe when they are overcome, Carl will be encouraged to not participate in any rituals outside of the treatment either. 
Family Therapy
Carl’s family will be involved in the therapy process, this will include psychoeducation, to ensure that the family is knowledgeable about OCD and do not place any blame of Carl for his obsessions and compulsions. The family members will also be given basic training in reinforcement techniques to better aid Carl in reducing the compulsive behaviours. Research shows that parents are useful in decreasing the symptoms of OCD, especially when they are more aware of the condition and can assist the individual in overcoming their fears (Neziroglu et al, 2000). However, this may be difficult due to the religious aspects, as Carl’s father may wish to encourage participating in prayer to overcome the illness can prolong Carl’s distress.
Therefore, the sessions including Carl’s family must be supervised until there is certainty of no interference of religious properties, another alternative is to only include one family member that Carl is comfortable with until he feels ready to expand. A discussion should be had with Carl prior to the ERP, to form a comfortable situation. However, religion may have a beneficial effect on Carl’s condition, as it has been noted that OCD is comorbid with depression, while research has found a positive correlation between religious beliefs and positive mental well-being, specifically within aspects of depression (Lloyd & Hutchinson).
It is highly integral to further expand on the religious beliefs of the family and the influence of these beliefs on Carl and his mental well-being, with more insight into the mental health of his family members, specifically his brother. Furthermore, it is suggested that more about his sexuality should be questioned to understand better if this has influenced his well-being, leading to his fear of contracting AIDS. 
Maintaining factors
It is imperative that for Carl to overcome his obsessive-compulsive disorder successfully, his family must be understanding towards his condition, keeping criticism to a minimum and using words of encouragement. Hostility towards individuals with OCD is the highest-rated predictor of relapsing and early termination of treatment, especially when the hostility is from immediate family members (Abramowitz, 2006).
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