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Introduction to theoretical framework:
This psychological formulation will use an integrated biopsychosocial approach, making use of the theory and research based on diathesis stress model. Of borderline personality disorder (BPD), to hypothesize a prognosis in Buddys’ case. 
Buddy displays strong symptoms of BPD and some characteristics of major depressive disorder (MDD) and substance misuse.
Basic demographics of the client:
Age: 28
Sex: Male
Ethnicity: African American
Marital status: Married
Present bio-psycho status: Ongoing involvement with a psychiatrist. Recent history of depressive symptoms including Depressed mood, decreased interest and withdrawal from activities he previously enjoyed, pessimistic views and rumination, sleep disturbances. Some suicidal ideations.
His symptoms have been interfering with his work, social life and marriage. He has found it difficult to get up in the morning and go to work. Having previously been an avid athlete, he has now discontinued all his athletic activities.  
Diagnoses: Borderline personality disorder (BPD), major depressive disorder (MDD) with intermittent episodes of alcohol and substance misuse and risk-taking behaviours. He was diagnosed with these in line with DSM-5, (2013), criteria which states that a diagnosis of BPD can be made following a manic episode that has been preceded and may also follow hypo-manic or major depressive episodes.
Client background summary 
Buddy is a married, 28-year-old African American male who works as manager at his family food business, having previously gained his degree in business management aged 24. He has been referred to psychiatry following a referral from his GP after his wife expressed concerns that he had becoming increasingly depressed over the last 2-3 months. His symptoms include depressed mood, lack of energy, difficulty concentrating, decreased interest and withdrawal from activities he previously enjoyed. He was also reported to be suffering from pessimistic views and rumination about the future with sleep disturbances in the early hours of the morning.  He has recently suffered with a decrease in sexual relations with his wife and has had occasional suicidal thoughts. Previous literature has suggested that this stage can be more challenging than the mania itself due to the high risk of suicide in patients, (Manning, 2005)
He was initially hesitant to see a psychiatrist due to a fear and stigma of being revealed to be mentally ill. However, his symptoms have begun to interfere with his work, social life and marriage. 
His decision to agree to see a psychiatrist was also influenced by his experiences in college, where he began experiencing symptoms of depression in his senior year. He was under a lot of stress to finish his degree by his family, and he also had his own worries about what he would do for a career after completing his studies. During this period, following his period of depression, he experienced more dramatic symptoms and a full manic episode which was characterised by his symptoms of persistent elevated mood, grandiose and persecutory delusions, hyperactivity and less need for sleep. These symptoms are consistent with BPD and according to DSM-5, (2013), there is only the need for one manic episode in a lifetime required to make a diagnosis of BPD. 
Following the manic episode, Buddys’ academic performance suffered and although Buddy was previously a sensible drinker, he began to binge on alcohol and marijuana. This episode was also accompanied by both risky and bizarre behaviour, including an increase in sexual appetite and a subsequent arrest after being found naked with a 15-year-old, although these charges were later dropped. This behaviour correlates with the symptoms of a Hypomanic Episode which usually lasts at least 4 consecutive days and is present for most of the day, every day (DSM-5, 2013)
Following this episode, he was hospitalised involuntarily with a diagnosis of an acute manic episode. The episode lasted six weeks, and for the first two weeks he refused medication or treatment. Eventually Buddy went on to eventually accept some medication. He refused lithium so was treated with haloperidol, sodium valproate and Depakote. On his discharge he was insistent that he would discontinue the haloperidol but would continue with the sodium valproate and the Depakote. 
Following Buddys’ discharge, he struggled with inter-personal relationships and was forced to continue his studies in a different university after his previous university refused to let him return following the incident. Buddy became non-compliant with his medication and was under pressure from his family to be more compliant. He was also subjected to regular tests to ensure he was receiving the correct therapeutic dosage. 
Even though Buddy was no longer taking his medication, he experienced no further manic episodes. He did, however, continue to experience brief episodes of depression for which he received no treatment. 
Buddy was born and raised in a high pressured and high achieving family and as the youngest of five children, he often struggled with competition from his older brothers. His father was harsh but also supportive and much of their support was conditional on compliant attitudes. The children that rebelled or disagreed would be ostracised and only allowed to re-join if they gave up these rebellious attitudes. 
There is a family history on both maternal and paternal sides, of mood disorders, depression, alcoholism and bipolar disorder. 

Pre-disposing factors
According to DSM-5, (2013), the mean age at onset of the first episodes of manic, hypomanic or MDD is approximately 18 years old. Buddy began experiencing symptoms at during university, following an incident with a 15-year-old girl with whom he was found naked with.  Following this he was involuntarily hospitalised and diagnosed with an acute manic episode. 
BPD is often found to be more common in high-income families such as Buddys’, who came from a wealthy family (DSM-5, 2013). However, previous findings by Ballenger, (2012) found that low levels of household income are more likely to be associated with several mental disorders and suicide attempts, while a reduction in the household income is also likely to be associated with increased risk for incident mental disorder. Ballenger, (2012) also found that adversity and stress were also likely to increase the risk of developing a mental illness and during his time in college, Buddy was experiencing a lot of stress from his family who were unhappy at how long he was taking to finish his studies. He was also experiencing his own worries about what he would do for a future career. 
Possibly the most important pre-disposing factor is his family history. There is a strong history of family members suffering from mood disorders, specifically on his maternal side, with his maternal uncle suffering from alcoholism and bipolar. His uncle is estranged from the family so there is little information other than what is provided. According to DSM-5, (2013) there is on average, a ten-fold increase in risk amongst the adult relatives of those suffering with bipolar. It was also found in a study by that the prevalence of BPD at a young age has been associated with a positive family history for depression and drug abuse (Post et al, 2015) both of which are found in both his maternal and paternal family history.

Precipitating factors
Research has suggested that those who already have a genetic predisposition for bipolar could also be very sensitive to triggers such as adverse or stressful situation and be insensitive to signals telling them to stop (Marco Del Giudice, 2018).
As the youngest of five children, Buddy was often under pressure to compete with his older brothers, often feeling like he had to go the extra mile. His described his father as harsh but supportive. However, he only felt supported by his father when he was able to meet with his expectations. He described how a difference of opinion was not tolerated by the family
 Buddys’ time in college was overshadowed by stress, due to pressure from his family and his own worries about the future. Following the incident with the 15-year-old girl and his consequent admission to hospital, he found he was shunned by his friends and family, and his college, despite the fact the charges against him were dropped. He was under immense pressure to comply with his medication and was met with disappointment from his family when he became non-compliant. This behaviour resulted in several family feuds. 
With stress being a major factor in bipolar triggers, it is likely that the combination of all these factors led to his manic episode, (Rantala et al, 2018) In addition to that Rantala et al, (2018) found that low physical activity could also be a trigger. Previously Buddy was an active athlete and prior to his manic episode he had discontinued all athletic activities. This could also be a contributing factor.

Perpetuating factors
As stated above, prior to his manic episode, Buddy had recently discontinued all his athletic activities. With physical activity being a known link to personal wellbeing (Zhang & Chen, 2018) it would be pertinent for him to restart this for him to begin to improve his wellbeing. By doing this it is hoped that he manages his symptoms and alleviate some stress.
In addition to this he had been under a lot of pressure in school to perform academically. According to Moldes et al, (2018) adolescents are more likely to experience peer pressure in school which may account for the lessons he missed and the marijuana and alcohol he consumed. After his involuntary admission he was both reluctant and non-compliant with his medication. After some persuading he continued a combination of Sodium valproate and Depakote. He refused to continue with the haloperidol. Compliance with medication is essential for the management of BPD and regular contact with a GP is important to make sure the correct dose is being taken (NHS, 2021). Despite this, Buddy has been non-compliant and reluctant to submit regular laboratory tests to make sure his dose is correct. This has in turn led to further conflict with his family, leading to further stress.
In addition to this, he is manager of his family's’ food business, meaning that even in times of conflict with his family, he is unable to get away from it as it is also his job. It is possible that the conflict with his family has led to his lack of motivation to get up and go to work in the morning, knowing that he will spend all day with his family, despite their differences. It was also found in a study of 201 African American adults, (Sanders Thompson et al, 2004) that cultural norms served as barriers to seeking help. There was a fear of distrust and misdiagnosis as well as culturally determined coping styles including self-reliance and dealing with the pain independently (Matthews et al, 2006)
Protective factors
Buddys’ recent visit to the psychiatrist was prompted by his wife who had become increasingly worried that her husband was becoming depressed. It is encouraging that he has taken his wife's advice as it seems he values her opinion and wants to get better for her. Previously it was found that medication worked well for him, however poor compliance led to a relapse. As this happened when he was younger it is likely to be that he had yet to meet his wife and therefore had nothing to prompt him to continue his medication. While medication can be very helpful, poor compliance can hinder its’ effectiveness. This was indeed the case with Buddy when he was younger and began taking medication. Possible because of the stigma attached to his diagnosis, with 3.4% of African American adults having some form of psychological illness, (CDC, 2016). Smilowitz et al (2020) found that the older the patient, the better their compliance with medication. However, it was also found that bipolar sometimes lacked the ability to self-care or were simply too distracted to take their medication, (Sarisoy, 2013; Ellison et al, 2018). 
Proposed treatment
Despite his own cultural norms meaning that Buddy may be reluctant to take part in treatment, the fact that he was willing to go to the psychiatrist is encouraging. 
According to NICE, (2020), patients should be managed by secondary care, such as a psychiatrist, using pharmacological interventions such as haloperidol, olanzapine, quetiapine or risperidone. It is important to check for any comorbidities such as previous responses and side effects to treatment. 
As Buddy previously had success with Depakote and sodium valproate, it might be worth restarting them on the recommended dose. Having previously refused lithium and haloperidol, it is unlikely he will accept it this time round, however it is worth mentioning it again, whilst also explaining to him the importance of not take any other drugs at the same time and that he has his dosage frequently monitored. 
There is the option to change to alternative medications if these are found unsuitable. This can be discussed at his next appointment. When he is settled on his medication there are several interventions that may be suitable for him. 
Cognitive Behavioural Therapy (CBT) combined with antidepressants (NICE, 2020)
· Regular sessions with a therapist can provide immediate support while the medication begins to work. 
· Once the medication begins to work, this can have a combined effect. 
· There may be side effects from the medication, and some people may find it difficult to later stop antidepressant medication.
· CBT focuses on how thoughts, feelings, beliefs and attitudes interact with eachother
· Teaches coping skills to deal with things
· Focuses on resolving issues
· Structured and goal-orientated
Individual CBT (NICE, 2020)
· 16 individual sessions of CBT delivered by a trained practitioner. 
· Additional sessions are available for those with comorbidities such as physical, social or mental needs. 
· Used without the need for medication
Family Therapy (NICE, 2020)
· May help build a stronger relationship with the family
· Help the family to understand the diagnosis 
· Help to solve family conflicts

Given Buddys’ previous history with lack of compliance with his medication it is important to get him started with CBT as soon as possible so that he can start to learn coping mechanisms even if he chooses to go without medication. However, given his history of depression, rumination and suicidal ideation, it is recommended that he considers the pharmacological route as well as beginning therapy. The sessions will last at least 16 weeks.
By taking part in family therapy, the goal will be to improve relationships within the family and therefore make a start on dealing with his depression. Hopefully the CBT he receives. will give him the coping skills to deal with his condition and the way it affects him
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