Case formulation. Mr Buddy King.  

This case formulation is based upon Mr Buddy King who was recently seen by the psychiatrist. Case formulation is widely used in psychology as a framework for thorough psychological assessment and is key in identifying the source and maintaining factors of an individual’s psychological problems. Case formulation differs from psychiatric diagnosis as it allows collaborative working between the clinician and client to implement a treatment plan tailored to suit their individual needs (Thrower et al, 2024). It is the role of the psychiatrist to apply theory and knowledge to a planned intervention and fostering a client-led holistic approach ensures best practice, as supported by the British Psychological Society (Johnstone, 2018). 

Presenting factors.
Mr Buddy King is a 28-year-old African American male who reluctantly presented to the psychiatrist for case formulation following referral from his GP who had been contacted by his wife, with growing concern about her husband. During the initial consultation, Mrs King reported that her husband was becoming increasingly depressed, with persistent low mood, lethargy, disturbed sleep pattern, difficulty concentrating on day-to-day tasks, negative outlook towards the future, decreased libido and a lack of interest in activities he usually enjoyed. This was all negatively impacting his work, home and social life as he often found it very difficult to get up in the morning to go to work. Mr King has suffered from depression whilst in university followed by a full manic episode which included abnormally persistent elevated mood, hyperactivity, hypersomnia, grandiose delusions, increased libido and risky sexual behaviour. This then led to him engaging in more risky behaviours by way of binge drinking and smoking marijuana. A sexual incident with an underage girl on campus lead to an altercation with campus police, although the charges were later dropped. Following this incident, he was involuntary hospitalised and treated for an acute manic episode. Despite initially refusing to engage with treatment and take medication, he did eventually agree to take haloperidol, sodium valproate and Depakote as an in-patient but resisted Lithium and then discontinued haloperidol on discharge. 

While Mr King managed to complete his studies post discharge, he was forced to transfer to another university which isolated him from his friends who could not comprehend his behaviour. His behaviour greatly upset his family who were very concerned about his non-compliance with medications, causing further rifts and conflict. Although initially unable to find employment upon completion of his studies, he did start work within the family business before settling down with his wife. While Mr King has only experienced one manic episode, he has had recurring bouts of depression but has up until now never sought help, despite his wife’s concerns. 

Proposed diagnosis. 
Given his history, the main influential factors which have brought Mr King to the attention of the psychiatrist is a recent major depressive episode and one acute manic episode. Mr King has experienced extremely debilitating depressive symptoms which are negatively impacting his psycho-social relationships. Extreme episodes of depression can cause sufferers to become crippled by feelings of overwhelming worthlessness and hopelessness, which can lead to suicidal thoughts and ideation (Vandeleur et al., 2017). Mr King has also on occasion expressed suicidal thoughts. Bailey et al. (2011) found that while African American males reported fewer overall depressive symptoms when compared to Caucasians, their feelings of hopelessness were more chronic and severely debilitating to activities of daily living leading to greater likelihood of suicidal ideation. According to the American Psychological Association Diagnostic and Statistical Manual of Mental Health Disorders (DSM-5; American Psychiatric Association [APA], 2013) 5 or more symptoms must be present during a two-week period to meet the criteria for a major depressive episode. This is characterised by Mr King as a persistent depressed mood, loss of pleasure in usual activities, sleep disturbances, inability to concentrate and suicidal thoughts. 

Looking into his manic episode, Mr King experienced abnormally elevated mood, hyperactivity, grandiose delusions, a decreased need to sleep and participation in risky behaviours which was unusual for him. According to the DSM-5 guidelines, a combination of a major depressive episode and at least one manic episode not caused by any other identifiable means contributes to a diagnosis of Bipolar I and it is evident from his past history that Mr King meets the criteria for this. 

Whilst the DSM-5 is regarded as the gold-standard framework in psychiatry, psychiatric diagnosis faces some criticism amongst professionals surrounding inconsistencies in classification of disorders which could potentially lead to inappropriate intervention or discrepancies in treatment (Kriegler & Bester, 2014). There too has been lack of agreement between clinicians around psychological formulation (Ridley et al., 2024). Often critiqued for generating negative associations surrounding the controversial issues of labelling and stigma, this can have detrimental de-humanising effects on psychologically vulnerable individuals (Welch et al., 2013). However, the British Psychological Society Good Practice Guidelines on the use of psychological formulation sets out to ensure all case formulations encompass the same core elements (British Psychological Society [BPS], 2011). Collaborative working with Mr King as part of this case formulation will be key to minimise any negative effects.

Predisposing factors.
Mr King is the youngest of five boys, all of which work in the family business established by his father. Being the youngest, he often felt he was in competition with his siblings and had to constantly push himself to ‘go the extra mile’ to keep up. He reports his parents having high expectations of all their children, which he believes strongly contributed to his conscientious and diligent attitude, even as a child. Mr King recalls being a perfectionist in his approach to his studies and athletic abilities. He describes his father as harsh but supportive, as long as the children were compliant and in agreement with their parents. Differences of opinion, non-compliance or rebellion were not tolerated and would be penalised by ostracization and withdrawal of financial and emotional support. This would only be re-instated when the children ceased to rebel and conformed with family expectations. Upon reflection, Mr King realises that this intense family dynamic and harsh parenting styles were responsible for conflict within the family, contributing to his recent episode of depression. 

In addition, there is also a strong family history of mood disorders. Mr King reports his mother experiencing frequent episodes of depression, which required her to take medication. The heritability link between maternal depression and offspring is identified by Tirumalaraju et al. (2020). Systematic review and meta-analysis of longitudinal studies looking at 15,584 depressed mothers and children found offspring of depressed mothers were up to 70% more likely to experience depressive symptoms themselves, with onset often occurring during adolescence or early adulthood. Zhao et al. (2020) identifies both gene and environmental factors as influential risk factors for depression, while Duman et al. (2016) expands on this identifying hereditary, epigenetic, hormonal, social and environmental factors all have a part to play. It is highly likely that in addition to the genetic predisposition for developing depression, the chronic and prolonged levels of stress experienced as a result of family disagreements is a significant environmental factor for Mr King. It is recognised that sustained exposure to stress and limited protective factors contribute to psychological disorder and depression (Deng et al., 2022).

Additionally, the maternal grandmother and paternal uncle also received outpatient treatment for depression, as had his oldest brother. There is also a maternal uncle who was diagnosed with alcoholism and bipolar disorder, although Mr King reports there is little else known about his diagnosis as he has since been ostracised by the family. Bipolar I has one of the highest genetic predispositions and heritability rates of all the psychiatric disorders, typically estimated around 75% as demonstrated with high concordance rates in monozygotic twin studies (Fabbri & Serretti, 2016). Furthermore, alcohol dependence and mental illness has a relatively high heritability rate, with large scale studies demonstrating this to be the case in around 50% of people with bipolar disorder and alcoholism (Verhulst et al., 2015, Mosheva et al., 2020). With regards to Mr King, this association is demonstrative of his increased alcohol binges following the manic episode he experienced. 

Precipitating factors. 
There are several precipitating factors in Mr Kings history which can contribute to the onset of his manic episode and depressive symptoms, both of which began whilst in university. This fits with the mean age of Bipolar I symptom development identified as 18 years of age as per the DSM-5 manual (APA, 2013). During this time, Mr King was under a great deal of pressure from his family and concerns over what he would do for work after graduation. This led to him feeling very depressed during his final year, adding to his stress. The plethora of literature on bipolar disorder cites acute and chronically stressful life events as significant factors to the onset of the disorder. High levels of stressful events can have a significant negative affect on psychological detachment and emotional regulation, not to mention well-being and resilience (Richardson, 2017). Chronic stress, as experienced by Mr King, has been evidenced to alter neural structures and function in the pre-frontal limbic system and the hippocampus area responsible for emotional regulation (Li et al., 2017). Stress, along with hostile family relationships and tense communication styles can all contribute to the onset of a depressed episode, which typically starts during adolescence or early adulthood (Proudfoot et al., 2012). Referring to the DSM-5 a decreased need for sleep often precedes the onset of a manic episode (APA, 2013). A depressed episode accompanied by chaotic life events, substance misuse, lack of sleep and sexual exploitation have all been identified by Proudfoot et al. (2012) as early precipitating factors to manic episodes, all of which were behaviours displayed by Mr King at the time. 

According to the DSM-5 such risky and anti-social behaviours which individuals do not recognise to be harmful are common due to a lack of insight during a manic episode (APA, 2013). Another incident of this nature occurred when he was found naked with a 15-year-old girl, which lead to him being arrested by campus police and despite initially being threatened with charges, they were eventually dropped. This type of behaviour displayed by individuals with Bipolar often occurs due to a lack of insight, responsibility and poorly judged actions and can lead to problems with the law and involuntary hospitalisation, particularly if they are deemed to be a risk to themselves and others (Luo et al., 2019). This unfortunately was the case for Mr King, who after his arrest was involuntary hospitalised and diagnosed with an acute manic episode. 

Perpetuating factors.
Up until now Mr King has been reluctant to seek help with his depression. It is possible that the fear and shame associated with stigma surrounding mental health is what has prevented him from coming forward and it is extremely understandable that he should still have reservations around this issue now and how it would affect his family and social life. Self-stigma surrounding mental health diagnosis has a detrimental effect in the prevention of and delay in individuals accessing appropriate care and support, with label avoidance being a key challenge to overcome for fear of being stereotyped and discriminated against (Ben-Zeev et al., 2010). A systematic review of the literature by Eylem et al. (2020) comprising of 193,418 participants, 35,836 of which were among the racial minority, reports a strong positive association between stigma and mental illness compared to majority groups. It is likely that racial bias, prejudice, discrimination and stereotyping contribute to the increased likelihood of mental illness within minority groups which then leads to increased perceptions of psychological stigma. Such experiences can make individuals reluctant to seek help, as was the case with Mr King.

Apart from his wife, Mr King has never really felt that his family fully understood or accepted his mental health issues and in truth, he believes the stress and conflict generated by his parents’ attitudes largely responsible for his condition. The causal relationship between stressful life events and Bipolar is highlighted by (Lex et al., 2017), whereby levels and re-occurring stress contributes to the aetiology of bipolar disorder. The importance of family support is crucial in bipolar offering a protective factor against relapse and remission (Dunne et al., 2019). 

Protective factors. 
Despite resisting in the past, Mr King now agrees to be seen by a psychiatrist with voluntary participation indicating the first of his many protective factors (Mabeba and Rolland, 2019). Fortunately, he has a very loving and supportive wife who recognises how much her husband struggles with his mental health. Not only does good family support improve psychosocial outcomes, it also improves the well-being of both the individual and caregiver reducing carer burden (Reinares et al., 2016). 

Mr King used to enjoy athletics, therefore it is suggested that he re-visit his interest in physical activity. Regular exercise can actively reduce stress, anxiety and depression (Hills et al., 2015). As well as enhancing feelings of connectedness with others, providing routine, improving self-esteem, well-being, resilience and quality of life by establishing protective long-term measures for good mental health (Schontas-Dijkstra et al., 2016). 


Proposed intervention.
After assessing Mr King and considering his diagnosis of Bipolar I, the following treatment options would be implemented as part of his ongoing plan of care. Collaborative working and active engagement with health professionals has been evidenced by Kraiss et al. (2019) as successful in reducing symptoms and aiding recovery. Psychological intervention by way of cognitive behavioural therapy (CBT) specifically aimed at bipolar disorder delivered in line with current guidelines is one example of best practice (National Institute for Health and Care Excellence [NICE], 2024). This can be delivered individually or a group setting, with or without family involvement and that is largely decided on what would work best for Mr King. Structured sessions should identify trigger factors as well as positive communication and self-management skills to improve functioning and minimise further major depressive episodes or mania.  

Mr King has previously had reservations surrounding medication, which is understandable given concordance rates are typically less than 50% with pharmacological treatments alone (Freeland et al., 2015). This marginally increases with medication and blood plasma monitoring (Renes et al., 2018) which Mr King has been compliant with in the past. However, studies utilising a mixed approach of pharmacology and psychotherapy report concordance rates of up to 90% in bipolar I (Wang et al., 2014) therefore a combined approach of this nature would be applied. Continuation of anti-psychotic medication is crucial to avoid relapse or repeat cycling, with Lithium identified as first the first-line approach. As he has previously refused this, it is vital that rationale is clearly explained along with possible side effects, frequent monitoring methods and plan of titration to ensure he receives best possible treatment in line with gold standards of evidence based practice (NICE, 2024). 

The benefits of this case formulation for Mr King allows him to take ownership and awareness of how best to live with and manage his condition rather than be overwhelmed by it and potentially relapse, as is often the case for those who do not receive help. Techniques acquired through successful pharmacological intervention and CBT would enable him to manage and stabilise his mood and thought processes. Successful outcome measures of good case formulation are reported as reduced or diminished risk of manic episodes and relapse (Ketter et al., 2014). While case formulation is widely used and largely beneficial in psychology, it has also encountered some negative opinions with some individuals feeling de-personalised and overwhelmed. Going forward, recommendations by Thrower et al. (2024) state guidelines should be regularly re-visited and renewed to encompass more socio-economic issues which indeed have a large part to play in holistically assessing individuals and psychological issues today, perhaps more so than ever. 
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