Case formulation

Case study
Name: Carl Landau
Age: 19
African American
Sex; Male

Proposed Diagnosis 
Obsessive-compulsive disorder (OCD)
Symptoms include:
1. Excessive washing and showering: Carl demonstrated obsessive cleanliness, spending excessive time on grooming and cleaning rituals that interfered with his daily life.
2. Ceremonial rituals: Carl engaged in specific, ritualistic behaviours related to dressing, studying, and handling objects in a compulsive manner.
3. Grotesque hissing, coughing, and head tossing: These behaviours during eating represent ritualistic actions aimed at reducing perceived contamination or poisoning.
4. Shuffling and wiping feet while walking: Carl displayed repetitive movements or rituals while walking, such as shuffling, taking small steps on toes, and continually looking back, checking, and rechecking.
5. Isolation and withdrawal: He isolated himself from friends and family, refused meals, and neglected personal appearance, including refusing to cut his hair or trim his beard for an extended period.
6. Fear of contamination: Carl exhibited a fear of contamination, leading to extreme behaviours such as not engaging in personal hygiene, defecating, and urinating in his bedroom, and storing waste materials.
7. Limited food intake and specific food avoidance: His eating habits were ritualistic and limited, with narrow food choices and avoidance of certain foods due to fears of contamination or germs.
8. Preoccupations and distressing thoughts: He spent excessive time arranging objects and experienced distressing thoughts if rituals were not performed, such as tilting wastebaskets and twisting curtains.
9. Attempts to reduce contamination fears: The rituals during eating, such as loud hissing sounds and coughing, were attempts to create a perceived sterile environment in his stomach to prevent contamination.

Obsessions, compulsions, or both are recognised as the main features of obsessive-compulsive disorder (OCD) by the American Psychological Association (APA, 2013) Diagnostic and Statistical Manual of Mental Disorder, Fifth Edition (DSM-5). Repetitive thoughts or behaviours, even when they are unrelated to reason, that are done to calm anxiety or prevent unpleasant events are known as compulsions. Continual, bothersome thoughts, cravings, or images that significantly worsen one's life are referred to as obsessions. The diagnosis criteria encompass factors such as the obsessions or compulsions' time-consuming nature (requiring over an hour per day), significant suffering, or impairment in multiple domains of life. One of the exclusion criteria is the presence of symptoms that are better explained by another mental disease or that cannot be linked to medicines or illnesses. An official diagnosis of OCD should only be made after a comprehensive evaluation by a licenced mental health professional due to the disorder's complexity and range of presentation. According to APA (2013), this enables the treatment plan to be tailored to the particular requirements and circumstances of every person.
Based on the symptoms described, Carl appears to meet several criteria outlined in the DSM-5 for obsessive-compulsive disorder (OCD):
1. Presence of obsessions and/or compulsions: Carl exhibits both obsessions (intrusive thoughts of contamination, fear of germs) and compulsions (excessive washing, specific behaviors during eating) that consume a significant amount of time.
2. Interference in daily life: His behaviors significantly interfere with multiple aspects of his daily functioning, such as isolation from friends and family, refusal of meals, neglect of personal hygiene, and withdrawal from school.
3. Recognition that obsessions and compulsions are excessive or unreasonable: While not explicitly mentioned, there's an indication that Carl recognizes the irrationality of his actions. For instance, his refusal to engage in hygiene despite previously showering excessively and his awareness that his eating rituals are unusual.
4. Significant distress: Carl experiences distressing thoughts and exhibits distress-motivated behaviours, as seen in his extreme rituals and avoidance behaviours related to contamination fears.
5. The duration of symptoms: Carl has a history of symptoms for at least eight years, with a worsening of symptoms over the past two years.
Carl seems to fit the criteria for the diagnosis of obsessive-compulsive disorder based on the information supplied. This is because he has compulsions and obsessions that significantly disrupt his everyday life and cause him great misery. But only after a thorough assessment can a licenced mental health practitioner issue a formal diagnosis.
OCD is more common in women than in men, according to Himle et al. (2011) and Fawcett et al. (2020). With a lifetime incidence of 2-3% for both genders, OCD affects more than 1% of individuals globally. Early adolescent or late childhood are the typical times for the illness to initially appear, followed by early adulthood. OCD is more common in boys than in girls, and it often runs in families, according to Del Casale et al. (2019). According to research such as Pauls et al. (2014), between 30 and 50 percent of instances of OCD begin in childhood, and the disorder impacts persons from early infancy to adulthood.
[bookmark: _Hlk155209826]Predisposing Factors
[bookmark: _Hlk155271593]Carl was growing up in a loving family with his mother, father, who served as the local church's minister, and a younger brother. Carl had only few friends.
It's unclear or unknown whether Carl has any family or religious affiliations or issues. According to Smorti (2012) OCD in children and teenagers is greatly impacted by specific parental characteristics. Family dynamics, which are marked by highly expressed emotion, excessive control, and over-protection, are associated with the development of OCD in young people. As a result, it is often advised that families be included in the treatment of children and adolescents who suffer from OCD. 
Families are heavily involved in controlling OCD symptoms, according to research by Albert et al. (2010) and Lebowitz et al. (2012). This is mainly because the symptoms have a major impact on the patient's life at home. Family accommodations for OCD sufferer. According to Devi et al. (2023), family accommodation (FA) in OCD refers to relatives participating in certain activities or abstaining from them to adjust to the symptoms of the OCD patient. This conduct is common in OCD sufferers' families and is linked to worse family functioning and more severe symptoms include rituals, avoiding situations that make them anxious, and routine modifications made by family members to accommodate the affected member.  Furthermore, Biswas et al. (2019) hypothesised a possible connection between rigorous potty training during the anal period and punitive parenting and the development of OCD. Because of what they believe to be inadequate parenting, these events may cause ambivalence and resentment in those who are affected.
According to clinical research by Himle et al. (2011) and Yorulmaz et al. (2009), greater religiosity increases the likelihood of meeting OCD criteria, having severe symptoms, and endorsing OCD symptoms that are connected to religion, which increases religious conflict. Religious people who are very religious, regardless of their faith, frequently link religiosity with several components of OCD, including higher rates of obsessional thoughts and checking symptoms, heightened concerns about thought relevance, and moral fusion. Religion may have a part in the development of OCD, according to Ayub's (2023) as well, especially for those who were raised in very religious households. Patients with OCD often have religious urges and hygiene rituals associated with religious duties or the idea of sin. Conversely, Lewis and Loewenthal (2018) opine that certain individuals place greater value on personal spiritual encounters than on collective religious rites. Current studies cast doubt on presumptions regarding religious rituals' purported ability to exacerbate OCD by highlighting their emotional and spiritual aspects.
It's worth checking how puberty triggers hormonal shifts, neurotransmitter changes, and brain development, affecting mental health. This phase's vulnerabilities may contribute to the onset or worsening of Carl OCD symptoms.
Studies reported in 'Sex Hormones Fluctuation and Obsessive-Compulsive Disorder' (2016) indicate that changes in progesterone and estragon levels may increase the risk of OCD via affecting serotonin levels. OCD frequently becomes worse or manifests worse after significant life events (28–64%), which may be related to these hormonal shifts. Glutamate's function in the CSTC circuit and limbic regions in OCD is examined by Boff et al. (2022), who also look at how it interacts with other neurotransmitters and genetics. They investigate glutamatergic medication therapy for anxiety disorders and OCD. Moreover, Pauls et al. (2014) propose that a combination of hereditary and environmental variables contribute to OCD, and that the executive function deficits associated with OCD are linked to the Cortico-Striatal-Thalamic circuit via neuroimaging. Genetic research suggests that this circuit is mediated by genes linked to the glutamate, dopamine, and serotonin systems. Changes in the environment brought on by trauma may influence the expression of risk genes and cause OCD behaviours.
Through twin research, Fontenelle et al. (2021) bolster the genetic foundation of OCD. A mutual genetic foundation may be suggested by the shared genetic variants revealed in Khoodoruth et al.'s review on OCD-TS comorbidity from 2023. Despite their complex genetic foundations, post-infectious variables are thought to affect the development of TS-OCD, even if their genetic connections are still unknown.
It's critical to determine whether Carl's OCD coexists with any other mental illnesses. The substantial detrimental effects of OCD are shown by studies by Angelakis et al. (2015), Murphy et al. (2010), and Bhattacharyya et al. (2005). OCD impairs social and professional functioning and frequently co-occurs with mood disorders such depression and severe anxiety. According to research, up to 80% of OCD patients also have psychiatric comorbidities, which exacerbates the overall effects of the condition. Furthermore, according to Cavaco and Ribeiro (2023), schizophrenia affects roughly 1% of the population, while OCD affects 2-3%. OCD rates range from 7.8% to 31.7%, whereas co-occurring obsessive-compulsive symptoms (OCS) range from 10% to 64% in people with schizophrenia. According to recent studies, OCS affects about 25% of patients and OCD affects 12% of instances.
Various aspects influencing Carl's circumstances are discussed, such as biological changes associated with puberty, family dynamics, OCD onset, risk factors, and possible connections with disorders like depression. The intricacy Carl's experiences and mental health issues are enhanced by each of these components.

Precipitating factors (triggers)
Carl was badly impacted by ongoing bullying, which made his mental problems and maybe his OCD symptoms worse. His mental health was severely impacted by the pressure, which resulted in unfavourable personality changes, increasing loneliness and isolation, and maybe school avoidance was coping methods for the pain brought on by bullying.
De Camargo et al. (2022) suggest that bullying correlates with panic attacks, obsessive-compulsive disorders, and separation anxiety. Fontenelle et al. (2021) mention traumatic life experiences as potential environmental risk factors for OCD. Additionally, Sandoval et al. (2015) found a higher prevalence of childhood bullying among adults with social phobia or OCD. Research by Berlin et al. (2008) has shown that psychological trauma may be a factor in some OCD cases.
Timpano et al. (2014) found that loneliness correlates specifically with obsessions and checking symptoms in OCD, emphasizing OCD's association with the isolating aspect of loneliness. Edwards et al. (2023) noted a decline in close relationships, poor parental bonding, attachment insecurity, and loneliness in individuals with OCD, along with reduced social contact. Additionally, Ypsilanti et al. (2019) highlighted that increased loneliness leads to negative self-perceptions, including self-blame, low self-worth, dysphoria, and lower self-esteem, contributing to social isolation and mental health issues.
In summary, loneliness exacerbates OCD symptoms and isolation, while bullying exacerbates anxiety problems associated with OCD symptoms. Both have a major effect on the severity of OCD, highlighting the critical role that social events have in making OCD sufferers' problems worse.

Perpetuating factors
Carl concluded that his behaviour was illogical and that the need to reduce the risk of contamination was what was driving it instead. This idea also motivated Carl to give up using the loo and showers. Carl was worried that if he cut himself while shaving, toxins might enter his body and maybe kill him. The shirt sleeve, the curtains, and the trash basket were all thoughtfully positioned to protect him and his family from future catastrophes like AIDS. The more Carl tried to ignore his thoughts or abstain from acting on a harmful conduct, the more unsettling his thoughts were.

Protective factors (treatment)
Carl's behaviour concerned his parents enough to seek professional help. This led to Carl being admitted to a psychiatric hospital and  receiving treatment.
Getting advice from mental health professionals makes it easier to create individualized plans that combine different strategies to effectively manage his symptoms and improve his overall well-being. Medication (such as SSRIs or SNRIs), cognitive-behavioural therapy (particularly exposure and response prevention), and possibly dietary changes are the main treatments for obsessive compulsive disorder (OCD). 

Renshaw et al. (2005) conducted a review of literature on OCD families, highlighting the influence of different family reactions on treatment results. They advocate for further research and a greater involvement of families in treatment, suggesting that family therapy yields better outcomes.
 According to Thompson-Hollands et al. (2014), family participation in OCD therapy is becoming increasingly important in addressing dysfunction. Further research is needed to fully comprehend the overall impact of "family-inclusive treatment" (FIT). Psychotropic medications and Cognitive-Behavioral Therapy (CBT) are supported by empirical research in the treatment of OCD. According to recent research, CBT had marginally greater benefits than pharmaceutical treatments.
Hirschtritt et al. (2017) point out that the most effective evidence-based treatment for OCD is cognitive-behavioral therapy (CBT), which may even be more effective than medication. Although individual CBT is still the predominant treatment for adult OCD, Murthy et al. (2022) highlight the importance of family dynamics in their argument for better outcomes with family-integrated therapy. However, many affected persons do not receive or fully respond to CBT, according to Hiranandani et al. (2023), even though it is helpful for treating obsessive-compulsive and related disorders (OCRDs).
Abramowitz et al. (2018) and Franklin and Foa (2011) emphasise that exposure and response prevention (ERP), which is frequently used in conjunction with serotonin reuptake inhibitors, is superior to alternative therapy or drugs for OCD. According to Jónsson et al. (2015), evidence-based therapies for OCD treatment, such as medication or ERP-incorporated cognitive-behavioral therapy (CBT), are effective. Still, Abramowitz et al. (2005) contend that for the typical OCD patient, cognitive therapies—alone or in combination with ERP—do not significantly increase treatment efficacy when compared to ERP alone.
McGrath (2019) claims that many OCD patients' children and adolescents do not respond well to cognitive behaviour therapy (CBT) combined with exposure and response prevention (ERP). Research has shown that family characteristics affect how well a patient responds to therapy, which highlights the need for a meta-analysis to determine the specific effects of these variables on OCD processes and symptoms.
According to Del Casale et al. (2019), changes in serotonin transmission that improve postsynaptic signals are responsible for a reduction in obsessive-compulsive (OC) symptoms. By inhibiting membrane transporters, SSRIs raise serotonin levels at the synapses. Because of their high response rates and positive long-term effects, SSRIs are the main therapeutic option, even though clomipramine may demonstrate marginal efficacy superiority. Kayser (2020) emphasises how OCD significantly affects disability and functional impairment. Because serotonin reuptake inhibitors (SRIs) have a favourable side effect profile and have been shown to be more successful than clomipramine in treating OCD symptoms, SRIs are currently the first-choice medicine for treating OCD symptoms according to the FDA. 
Franz et al. (2013) conducted a brief trial using psilocybin found in "magic mushrooms" on nine therapy-resistant OCD patients, showing symptom improvement. However, this study lacks subsequent replication.
Many OCD patients don't respond well to traditional therapies, which increases morbidity, according to Greenblatt (2022). Despite their influence on serotonin, which is important in OCD, dietary deficits are frequently ignored in traditional medicine. Serotonin levels are strongly influenced by specific vitamins, minerals, and amino acids. Comprehensive care is essential, and this includes taking supplements like Pure Encapsulations' SeroPlus. The article "Role of Vitamin B12 and Folic Acid in Obsessive-Compulsive Disorder: Review Article" (2023) addressed folate and vitamin B12, which are necessary for serotonin and have been in the past associated with depression. Studies link OCD with folate/B12 levels. Vitamin D may play a part in the intensity and symptoms of OCD, according to Marazziti et al. (2021), but further studies are required to confirm this and investigate the possibility of vitamin D supplementation for OCD.
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