Using the case study provided, create a psychological formulation of the problems and potential treatment options that may apply to this individual. 
	
Service users background
John is twenty-five years old, single, and unemployed. He has been visiting his local health centre for around six months meeting with a therapist. John grew up in Manchester in a large family as the youngest of three siblings. Both of John’s parents were Irish and came from large families, most of whom live in Ireland. When John was a child he was often caught in the middle of fights between his parents. When John was 12 his father became ill and passed away. John performed well at school, unsure of what course to study at college he took a position as a bank clerk to allow himself time to ponder his future career. Whilst working as a bank clerk, John moved from his family home into an efficiency apartment. John performed well at this role, deciding to leave after two years to allow himself more time to consider his future, taking a position as an elevator operator. A few months after taking this position John became disorganised, beginning to display peculiar behaviours such as mumbling to himself, shortly after John was fired from his job and moved into his mother’s apartment.  Currently, John is living with his sister Suzie, her husband and three young children, a decision that was made as tensions between John and his mother became problematic.

Summary of service users core problems
John was encouraged to seek professional help by his sister Suzie because of her concerns with his peculiar behaviour and social isolation. Reluctantly, John made an appointment at his local mental health centre where he began to engage with a therapist, discussing his daydreaming and tendency to talk to himself. John acknowledged that he ought to keep more regular hours and assume greater responsibility but continued to insist that he did not require psychological help. John’s therapist noted that he occasionally blinked and shook his head as if he were trying to return his conversation to the topic at hand, when asked about these twitches John denied that they were of any significance. John insisted that if he could stop daydreaming that his problems would be solved.
Several weeks into therapy John’s concerns about his sexual orientation became central within the sessions. John’s daydreaming was also pursued further as he felt that it was significantly interfering with his daily activities. John described being distracted by intrusive and repetitive thoughts that were simple, but alien to his own belief system, after which he felt compelled to repeat a sequence of self-statements designed to correct the intrusive thought. These self-statements accounted for John’s mumbling to himself and were often accompanied by the head shaking and unusual blinking that were identified by the therapist several weeks prior.
John’s therapist became aware of his extensive delusional belief system after John’s brother in law contacted him with concerns about John’s ideas. John discussed how he realised something strange was happening after moving into his sister’s home, that people were taking a special interest in him and often talking about him behind his back. One night in front of the TV John realized that a group of conspirators had secretly produced and distributed a film about his homosexual experiences. John believes that the film grossed over £120 million, and that this money had been sent to the Irish Republican army to purchase arms an ammunition. As a result, John held himself responsible for the deaths of dozens in recent bombings in Ireland, experiencing a great deal of guilt. Further, John expressed that he had not confided in anyone prior to this point as the conspirators had agreed to kill him if he found out about the movie, leaving him fearful for his life.
John’s delusional beliefs have been exacerbated by the voices that he has been hearing for the past several weeks. He frequently hears male voices discussing his sexual behaviour and arguing about what action should be taken to punish him. John’s delusional belief system is very elaborate, representing a complex web of both imaginary events and reality.

Why the service user may have developed and maintained these difficulties
As a child, Jon was exposed to a great deal of parental conflict, often being caught in between his mother and father when they fought. John was close to his mother and grew to resent his father, but his enmity was tempered by guilt. With consideration of Bowlby’s (1973) attachment theory, the interactions that an impact experiences with and between attachment figures forms the basis of a core implicit schema of relationships that the individual will carry into adulthood. When John was twelve years old, his father became gravely ill and passed away, john recalls wishing that his father would die, reflecting on this experience with both ambivalence and regret. Stressful life events in childhood, such as the death of a parent has been identified as a key risk factor in the development of psychosis disorders (Scherr, 2012).
John’s problems begin after he left his position as a bank teller to afford himself more time to think about his future, working as an elevator operator. It was at this point that his housemates described his behaviour as peculiar, particularly his mumbling to himself and observable memory difficulties. Around a year prior to this event, John engaged within his first sexual encounter with a man twenty years his senior that he described as moderately enjoyable but primarily anxiety provoking. John then engaged in a small number of sexual encounters with men and women, with one relationship with a woman that lasted more than a few days.
After completing school, John took a position as a bank teller as he wanted time to ponder his future career path. At this point John was engaging in a period defined by Erikson (1950, 1968) as identity exploration, which is believed to be a key developmental task required within the transition to adulthood. Alongside taking time to ponder future career options, John also began to explore his sexuality, engaging in several fleeting sexual encounters with men and women. When later engaging in therapy, John discussed uncertainty regarding his sexuality. The voices that John hears reflect his concerns, as he describes them as male voices discussing how to punish him for his sexual behaviour. Within the process of identity formation, many consider their sexuality to be a core characteristic of their identity (Volman & Landeen, 2007). John remains uncertain about his sexuality, and this uncertainty causes him distress, being central within his therapy sessions for a number of weeks. Issues of identity are considered important within the field of psychological health, personal construct theory (Kelly, 1955) suggests that identity disruptions for the basis of a few psychological conditions, such as psychosis. During this period of exploration, John began to display symptoms characteristic of the prodromal stage of psychotic symptoms, such as mumbling to himself, daydreaming and memory disturbances.
As a result of John’s behaviours, John was fired from his position as an elevator operator and moved to an apartment with his mother. As John was no longer working, he rarely left the apartment and would sit for hours daydreaming in front of the television. John’s mother was concerned, with his social isolation central to her worries. Social isolation is one of the most consistently identified negative symptoms prior to the onset of psychosis (Lencz, Smith, Author, Correll & Cornblatt, 2002). This association has been explained by Hoffman’s Social Deaffaration hypothesis (2007) as an individual creating human-like agents, and an increased belief in the supernatural as they become increasingly socially disconnected. Further an increase in social isolation has been linked to increased severity of hallucinations (both auditory and visual) and delusional beliefs (Michael & Park, 2016).
When John was living with his mother, he recalls that he and his mother made each other anxious. John’s mother had identified a change in his functioning and expressed concern about his well-being. It appears that John’s mother began to display high levels of expressed emotion, through warmth, concern and emotional involvement towards her son. High levels of expressed emotion by family members is an important psychosocial stressor often present within the prodromal stage of psychosis (McFarlane & Cook, 2007). As the tension became too great, the decision was made for John to move into his sister Suzie’s home. Similarly, Suzie raised concerns about John’s behaviours, with her husband concerned about the effect that this was having on their children. It appears that high levels of expressed emotion remain present, from John’s sister and family. High levels of expressed emotion are more likely to occur when an individual experiencing symptoms that disrupt their daily function is living with immediate family members (Nuechterlein 1992).

How the service user’s difficulties relate to one another, drawing on psychological theory
John’s difficulties relate to one another in a number of ways. Firstly, John has been described as being socially withdrawn throughout most of his life. After being fired from his position as an elevator operator and moving into his sister’s home, John became increasingly socially withdrawn over a period of around two years. Social isolation has been consistently linked to the development of delusional beliefs (Mäki et al., 2005). With an increase in social withdrawal considered a risk factor within the development of visual and auditory hallucinations, often mediated by a change in environment, such as moving to a new neighbourhood (Hoffman, Varanko, Gilmore & Mishara, 2008). This experience has been explained by Hoffman’s (2007) social deafferentation hypothesis as occurring through a reorganisation of the social brain network in response to a reduction in social information (through decreased interpersonal contact). Further suggesting that the resulting delusions and hallucinations, fuelled with emotionally charged meanings in some way provide a replacement for social experiences.
Of key importance within this framework lies the meaning within the delusional beliefs or hallucinations. When considering the content of auditory hallucinations the messages portrayed by the voices often reference on-going events and activities of the hearer (Leudar Thomas, McNally & Glinski, 1997). The voices that John frequently hears discuss his sexual behaviour, arguing about how best to punish him. John has expressed his concerns regarding his sexuality with his therapist for several weeks, suggesting that it is a topic that causes him considerable distress. The voices that John hears appear to reflect his concerns regarding his sexuality. Further, John believes that the title of the film ‘honour thy father’ alludes to his disrespect for his own father. When engaging with his therapist John raises the issue of the conflict he experienced as a child as he had learned that he should respect his parents, and that a son should emulate and revere their father, but John grew to hate his father. During the course of his life this conflict has resulted in John experiencing a great deal of guilt.
John’s delusions are persecutory in nature, he believes that conspirators have filmed his sexual encounters to produce a successful box office film. John is fearful for his life and believes that these conspirators have agreed to kill him if he ever learned about the movie. Low self-esteem has emerged as an important factor within the development of persecutory beliefs (Smith et al., 2006). The hallucinations and delusions that occur within socially isolated individuals such as John have been found to be magnified by an individuals impaired self-perception (Bastian & Haslam, 2007). 

Plan of intervention
Firstly, The National Institute for Health and Care Excellence (2009) guidelines recommend that all service users experiencing first-episode psychosis should be offered at least sixteen sessions of cognitive behavioural therapy for psychosis (CBT-p). Offering John a course of CBT-p could be beneficial to approach his delusional beliefs, as well as the fear and grief that he experiences as a result of his belief system. CBT-p is a structured talking therapy, through which the way that an individual understands and reacts to their experiences is considered (Chawathey & Ford, 2016). The main assumption of CBT-p holds that distress is not caused by an experience alone, but is partly related to the way in which an individual interprets, makes sense of and responds to that experience (British Psychological Society, 2017). The goal of CBT-p is to develop an explanation of symptoms and experiences collaboratively and develop effective mechanisms to increase the service users control of these situations while decreasing distress (Marlowe, 2003).
It is important to highlight that CBT-p, like all psychological therapies are unlikely to be successful without willing engagement of the service user. The first core aspect of CBT-p as outlined by Rector and Beck (2002) is the importance of an accepting, supporting and collaborative therapeutic relationship between the therapist and the service user. Although John was initially reluctant to engage with professional help. As John has been meeting regularly with a therapist for a number of months he is likely to have developed the readiness skills to engage within CBT-p therapy, \that are associated with successful therapeutic outcomes (Sivec, Montaesano, Skubby, Knepp & Muntez, 2017).
CBT-p can be beneficial for addressing a number of issues that John is experiencing, such as his daydreams. When engaging with his therapist, John repeatedly identified his daydreaming as a considerable concern to him that interferes significantly with his daily activities. Cognitive behavioural therapy has been successfully used to reduce daydreaming within a small patient sample (Sommer, 2018). It is important to develop an intervention plan in line with the needs and desires of the service user (British Psychological Society, 2017), informing John that CBT-p could be used to help reduce his daydreaming will likely further increase his acceptability of this treatment option. Alongside addressing the roots of the symptoms experienced, CBT-p can be used to reduce the distress caused by symptoms. The therapist can work with the service user to reduce the stress experienced in response to delusional beliefs when a service user is not yet ready to address the belief system directly (British Psychological Society, 2017).
It is often the case that a combination of pharmacological and psychological interventions produce optimum outcomes in individuals experiencing psychosis. Service users that engaged with CBT-p alongside taking antipsychotic medications experienced a greater reduction in delusions than those taking medication alone, a reduction that was maintained three months later (Pinninti, Rissmiller & Steer, 2010). The second generation antipsychotic Clozapine has been found to be effective not only at reducing positive symptoms such as delusional beliefs, but also a reduction in negative symptoms such as cognitive deficits when used in the short term (Siskind, McCartney, Goldschlager & Kisley, 2016). As Clozapine has led to a reduction in both positive and negative symptoms, such a pharmacological intervention could not only help reduce the severity and frequency of hallucinations an delusions, but could also help John to reduce his daydreaming through improving cognitive function. As John has highlighted that his daydreaming causes considerable disruption to his daily life, this is likely to be one of the primary symptoms that John himself wishes to address. As John’s delusional beliefs, and auditory hallucinations are frequent and have led to John fearing for his life and experiencing considerable guilt as a result of their content, pharmacological treatment alongside engagement with CBT-p could be beneficial.
Alongside CBT-t and a pharmacological intervention (if desired by John), engaging in family therapy would be beneficial for both John and his family members that are also affected by his symptoms. Family therapy involves working with the service user and their family members, focusing on the relationships within which the service user’s behaviours and symptoms and manifested (Burbach, 2018). John’s mother, sister and brother in law have expressed concerns about Johns behaviour and his future. It appears clear that John’s symptoms have affected his family considerably, and the concerns that they are expressing are often experienced by family members in similar situations (Barker, Lavender & Morant, 2001; Onwumere, Bebbington & Kuipers, 2011). High levels of expressed emotion within the household, as is currently the case for John at home, has been identified as an important psychosocial stressor associated with the onset (McFarlane & Cook, 2007) and relapse (Weintraub, Hall, Caebonella, Weisman de Mamanu & Hooley, 2017) of psychosis.
Similarly to CBT-p, family therapy require the development of a collaborative therapeutic relationship between the therapist and family members in order to be successful. The Schizophrenia Patient Outcomes Team (2009) recommend that a family therapy should last between 6-9 months to reduce rates of relapse most efficiently. Successful family interventions include illness education, emotional support, crisis intervention and training on how best to cope with the symptoms and related problems experienced (Dixon et al., 2010). Engaging with family therapy would be beneficial for John and his family, allowing them to work together to support John within his treatment.

Revise and reformulate
Due to the complexities of symptoms that John is currently experiencing, John’s treatment should be revised frequently to ensure that it continues to meet his needs and the needs of his family. Future interventions such as supported employment (Dixon et al., 2010) to help John re-enter the employment market should be offered if John wishes to return to work. It could also be beneficial for John to engage with local colleges if he still wishes to further his education, if he wishes to pursue a career path for which this is necessary.
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