Psychological Case Formulation:  Buddy King

Introduction to Mr. King
The case study sets out a short biography of Mr. King and describes the events and factors that have affected Mr. King’s mental ill health.
Mr. King is a 28 year old married African-American man.  He is currently working as a manager at his family’s food business after gaining a degree in business management at the age of 24.
Mr. King has been referred by his GP, after his wife had called the doctor to express concern 
over her observations that her husband was becoming increasingly depressed.  In the 2-3 months prior to this call, Mr. King’s symptoms had progressively escalated, and included 
sustained depressed mood, lack of energy, difficulty concentrating, decreased interest and withdrawal from activities he usually enjoyed.  In addition he suffered from pessimistic views and rumination about the future with sleep disturbance in the early hours of the morning.  More recently he had suffered a decrease in sexual relations with his wife and occasionally he had suicidal thoughts. 
Mr. King reported that this was not the first time that he had experienced symptoms of depression.  In his senior year, he had experienced similar feelings.  He reports that this had stemmed from stress he was under relating to pressure from his family regarding his future prospects.
Following this depression, Mr. King had experienced a full manic episode characterised by symptoms of abnormally persistent elevated mood, grandiose and persecutory delusions, hyperactivity and a decreased need for sleep.  This episode had repercussions on his academic performance, and Mr. King started to misuse substances as a coping mechanism, turning to alcohol and marijuana.  His manic symptoms were accompanied by unusual behavior, which was fueled by his increase in sexual appetite.  This concluded with Mr. King
being arrested by Campus police when found naked with a 15 year old girl in an empty building on campus.  Although threatened with charges, these were later dropped. 

The morning after his arrest he was involuntarily hospitalised with the diagnosis of an acute manic episode lasting 6 weeks.  Mr. King was initially resistant to treatment and refused medication, although he eventually accepted medication but refused lithium and instead was treated with a combination of haloperidol, sodium valproate and Depakote. On discharge from hospital, he insisted on discontinuation of haloperidol but continued with the other medication. 
After leaving hospital, Mr. King was forced to face difficult consequences of his actions.
Although the charges were dropped, the college refused to let him return to study, forcing him to transfer and complete his studies at another university.  He became estranged from his friends, and faced disappointment and frustration from his family who pressurised him to comply with his medication as he had become non-compliant.  This led to a further strain on his relationship with his family.
Mr. King suffered no further manic episodes, he continued to experience brief episodes of depression but not long enough to cause him to seek treatment despite his wife urging him to do so. This time however, he reluctantly took his wife’s advice. 
Theoretical Framework

This psychological formulation will be based on the diathesis stress model and will use theory and research based on the etiopathogenesis of Bipolar 1in order to hypothesize a prognosis for Mr. Buddy King, whose symptoms appear to align with those of Bipolar 1. 
Diagnosis
Mr. King’s diagnosis has been reached by referencing the DSM-5 (American Psychiatric Association, 2013).
 By applying  the diagnostic criteria for bipolar 1 to Mr. King’s clinical history, criterion (A) ‘a distinct period of abnormally and persistently elevated, expansive, or irritable mood and abnormally and persistently increased goal-directed activity, or energy, lasting at least one week and present most of the day, nearly every day (p. 140), it clearly aligns with the manic episode that Mr. King experienced during his last year of college.  During that period, Mr. King was described as having an elevated mood and hyperactivity, which are the cornerstones of a manic episode.
By considering criterion (b) of the DSM-5 diagnostic criteria for bipolar 1, this also matches to the depressive episodes that Mr. King has experienced.  The criteria includes symptoms such as a depressed mood most of the day, diminished interest or pleasure in activities and fatigue (p. 125).  These symptoms need to have been experienced for at least two weeks in order to constitute a depressive episode.  These criteria are almost identical to the symptoms described by Mr. King and his wife in initial conversations with doctors.  Moreover, Mr. King’s wife confirmed with doctors that his depressive symptoms had been present for the last 2-3 months, greatly surpassing the criteria of two weeks.  It is unknown for how long Mr. King’s previous depressive episodes lasted.
The presence of both the high oil an acute manic episode earlier in life, as well as recurring bouts of the lows of depression, certainly suggests that Mr. King is experiencing bipolar 1.
This diagnosis also matches the average age of onset for bipolar, which is between 15 and 44.  While it is uncertain as to when exactly the onset of Mr. King’s bipolar occurred, it is within this timeframe.
The formulation will aim to make connections between Mr. King’s current symptoms and his childhood and genetic predisposition to mood disorders. 

Genetic Factors
The case study reveal that there was a history of mood disorders in Mr. King’s family.  Firstly, his mother had reoccurring bouts of depression that were treated with anti-depressants, and his maternal grandmother, paternal uncle and oldest brother had also received outpatient treatment for depression. Buddy’s maternal uncle had alcoholism and bipolar disorder, although the presence of the latter diagnosis was uncertain as he had become estranged form the family.
Genetics can be a cause of bipolar disorder, and research exists to support this.  Bipolar disorder, especially bipolar 1, which Mr. King appears to experience has a strong genetic component. There have been many studies carried out on families that have suggested that There are a small collection of genes that can be inherited that can make someone more susceptible to bipolar disorder (Escamilla and Zavala, 2008).  While there is an extensive history of depression among Mr. King’s family, perhaps suggesting a predisposition for mood disorders generally, the only known member of Mr. King’s family to experience bipolar is his maternal uncle.  There is evidence to suggest that bipolar is most likely to be inherited from a person’s maternal family (McMahon et al, 1995).  This could suggest that Mr. King has inherited bipolar from his maternal family, as there us evidence in his clinical history to suggest so.  It is also interesting that Mr. King has struggled with alcoholism as well as bipolar, which mirrors the experiences of his maternal uncle, who also experienced both.


Parenting Styles/Childhood

The case study describes the strain that has existed between Mr. King and his family for most of his life.  Mr. King was born and raised in a very pressured and high achieving family. His father was a successful food manufacturer who gradually incorporated all of his children in the family business.  While his father was supportive, he could also be harsh and there was pressure to comply with the views of the parents, who had very high expectations for all five children.  Mr. King, being the youngest child, felt a lot of pressure to live up to these expectations, not least because financial and emotional support from his parents depended on it. He admits to being a perfectionist as a result of this, and the fact that family relations could have played a part in his most recent depressive episode. 
Parenting Styles
Firstly, the style of parenting that is used by parents during a person’s childhood has been suggested to cause bipolar in both adolescents and adults.  One study that examined the relationship between an ‘affectionless control’ style of parenting and bipolar found a significant, negative relationship between that parenting style and their children later experiencing bipolar (Alloy et al, 2006).  From Mr. King’s case study, it is implied that his parents, particularly his father, used mostly an authoritarian style of parenting where the family were forced to comply to his way of thinking.  This, and the described lack of affection from his parents, suggests that Mr. King was mostly parented with the ‘affectionless control’ style.  Using this theory, it could be suggested that this played a large part in causing Mr. King’s bipolar diagnosis.
Perfectionism Stemming from Familial Expectations
A by-product of Mr. King’s parents’ parenting style is perfectionism, due to the high expectations that Mr. King Sr had for his children.  Research has long implicated perfectionism in bipolar, and it is seen to be a cause of the disorder and to exist alongside it.  A study into whether perfectionism is a vulnerability factor for bipolar concluded that there is a reciprocal relationship between perfectionistic concerns and bipolar symptoms, meaning that perfectionistic concerns predict increased depressive symptoms and vice versa (Corry et al, 2013).  When connecting this research to the case study, it could be suggested that the perfectionism that Mr. King experiences could have been a leading cause of his initial manic episode, as well as his most recent experience of depression.  It is interesting that during his first depressive episode, Mr. King felt pressurized by his parents regarding his future prospects, and in his most recent he was again having ‘ruminations about the future’.  This could suggest that these expectations and this pressure is still very much existent even post-college.
Stressful Events
The episodes of mental ill health in Mr. King’s life have been characterized by times of high stress.  Stressful events can cause the occurrence of episodes of major depression and could be responsible for the onset of one’s first depressive episode (Kessler, 1997).  At the time of his first depressive episode, Mr. King was in his senior year at college, and the episode was so chronic that Mr. King had considered suicide.  College, with the added academic stress of one’s final year, can cause feelings of depression in students.  There is a vast collection of research that supports this hypothesis – one study found that 53% of students experience depression since beginning college, with 9% reporting that they will have considered committing suicide since beginning college.  Using this empirical research, it is certainly plausible that Mr. King’s bipolar could have stemmed from stressful life events, particularly college.  Aside from this, if he felt he wasn’t being fully supported by his family he would have found college particularly difficult. This could suggest that his lack of resilience in the face of stressful life events caused his first depressive episode as well as his manic episode while at college.
Proposed Treatment
Psychopharmacology
Despite the fact that in the case study there are references to Mr. King being resistant to taking drugs to treat his mental ill health, there is strong evidence to suggest that there is a biological cause of his bipolar 1 disorder as a result of a genetic vulnerability.  It would benefit Mr. King to attempt a course of medication, namely lithium.  Lithium is the most common medication prescribed for bipolar disorder, and research has demonstrated that those who take it for a course of six months have mostly positive outcomes (O’Connell et al, 1991).  Given that he will only be on one drug, there is hope that the patient will find it easier to manage than taking multiple at the same time, as he has done in the past.  Mr. King will be monitored during the six months to ensure that the drug is working in the most beneficial way.  Mr. King will receive blood test every 2-3 months to monitor the levels of lithium in his body as per NHS guidelines (NHS, 2021).
CBT 
Mr. King will be referred for a course of CBT to complement his medication.  Throughout his clinical background, it is clear that the patient could benefit from talking therapy to work through some of the stressors that have existed in his life, particularly his relationship with his parents.  It would be worth exploring the effect that Mr. King’s parents’ parenting style has had on him, both in his childhood and adulthood, particularly around the expectations they put on him and how this contributed to his perfectionist behaviors.  Research has demonstrated that CBT can improve outcomes for people with bipolar disorder, particularly in reducing dysfunctional and harmful thoughts, which would be beneficial for Mr. King (Scott et al, 2006).
CBT will only be beneficial for the patient if he is willing to commit to a sustained course and attends the sessions.  It could be that Mr. King will prefer this treatment to psychopharmacology due to it being a medication alternative.  It is also worth noting that Mr. King has never done any sort of talking therapy and got to the root of his mental ill health, which could be his stressful family dynamic.
Combination Therapy
It may be beneficial for Mr. King to carry out combination therapy, which would optimise the benefits of both his medication and his talking therapy sessions.  By receiving the benefits of both, there is a chance that Mr. King will feel more motivated to see through a full course of both treatments.
Electroconvulsive Therapy
There is a chance that, given Mr. King’s history of resisting treatments for his mental ill health, that he may resist both pharmacology and CBT.  If this is the case, it could be worth exploring the idea of electroconvulsive therapy (ECT) as an alternative to these treatments.  ECT has been suggested to significantly help alleviate the symptoms of bipolar I (Medda et al, 2009), however taking this treatment option should not be taken lightly.   ECT This should not be the first treatment explored and the others should be tried properly first, however it can be used as a last resort should Mr. King not be complying with the others.  
Case Discussion
Mr. King is clearly a highly successful person and after achieving academic success has gone onto have success in both career and marriage.  This is a pivotal time in his life to make changes to the unpleasant feelings that have been recurring throughout his life since childhood.  There is a good chance that Mr. King will start to feel better in the coming months, especially if he adheres to a combination of medication and talking therapy.  These will hopefully provide a foundation for sustainable good mental health and Mr. King will be able to go back to the hobbies he enjoyed and get back on track in terms of his career, social life, and marriage.  However, the efficacy of Mr. King’s treatment will depend on his commitment to them, and it is essential that Mr. King complies with at least one of the treatments that have been suggested.  This formulation is always open to editing, and Mr. King’s case will be reviewed regularly in line with his medication and other treatments.
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