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Identification of symptoms
BK’s referral via the GP states that his wife was becoming increasingly concerned regarding his symptoms of depressed / low mood, withdrawal from leisure activities and intimacy, decreased concentration, sleep disturbance, pessimistic and ruminating thoughts. The referral states that symptoms exacerbated over a two-three-month period. The referral also states that BK has suffered from suicidal ideation, although it is not stated that he has attempted or acted upon his thoughts. The symptoms indicate that BK is suffering from depressive episode, which requires a minimum of 5 of the following characteristics displayed over a two-week period: depressed mood most of the day (nearly every day), loss of interest / pleasure in activities, significant weight loss or change in appetite, purposeless movements, fatigue / loss of energy, feelings of worthlessness / guilt, lack of concentration and recurrent thoughts of death or recurrent suicidal ideation without a specific plan, or a suicide attempt (APA, 2013).  BK meets each diagnostic criterion aside from the changes to appetite and purposeless movements, we can therefore ascertain that he is currently suffering from depression. 
It is important to note that BK’s case notes refer to previous periods of depression whilst at university, followed by a significant change in behaviour. Symptoms displayed at the time are coherent with a manic episode as described in the DSM-5; abnormal and persistent elevated mood, reduced need for sleep, grandiose and persecutory delusions, risky behaviour with the potential for painful consequences such as alcohol and substance misuse and risky sexual behaviour (APA, 2013). The manic episode at university resulted in BK being admitted involuntary into hospital and later diagnosed with suffering from an acute manic episode. Case notes from the time highlight that BK was reluctant to partake in any treatment initially and refused to take any medication, however over the 6-week period that he was hospitalised, he began treatment with Depakote, Sodium Valporate and Haloperidol. It is noted that BK refused to take Lithium, and although it is not stated why, potentially this could be in light of the side effects (Goodwin et al., 2003). Upon discharge, BK discontinued using Haloperidol, whilst continuing with the other drugs although at present he is not taking any form of medication. 
Identification of trigger factors
Weerasekera’s framework (Johnstone & Dallos, 2013) 
	
	Individual factors
	Systemic factors

	Predisposing
(Traumatic events, genetic vulnerability (heritability), ethnicity)
	Case notes suggest that there is a family history of mood disorders, alcohol misuse and bi-polar disorder, indicating that there may be a strong heritability factor or genetic vulnerability for BK. 
 




	Family (environmental stressors & genetic / heritability influence).
High achieving family environment which resulting in the likelihood of feeling inadequate, manifesting as perfectionism and low confidence. 

The history of depression and mood disorders in Buddy’s family indicate that there is a high possibility of contributing genetic factors and as such environmental factors and learned behaviour that may also be contributing. 

	Precipitating 
(Events that catalyse / exacerbate persons problems – directly leading or increasing severity) 
	Buddy’s clinical history indicates that the first manic episode presented in early adulthood, during his time studying at university. He recalls feeling highly stressed and worried about his future after graduating. 

This indicates that stress may have been the primary trigger factor for the initial onset / expression of bi-polar symptoms in early adulthood - and subsequently a catalyst for further episodes. Therefore, learning to manage stress levels effectively could be a crucial factor to consider in treatment. 




	Family pressure and high expectations BK recognises that family dynamics and pressures may be a contributing factor to his recent depressive episode. 

Prior to his first manic episode BK recalls feeling stressed due to feeling pressurised by his family for what they perceived as him taking ‘too long’ at university.  

During his current depressive episode, it is noted that BK has experienced pessimistic and ruminating thoughts regarding his future. And it has been highlighted that BK felt there was an expectation to work at family business, due being unable to find alternative employment. As such, he may feel a sense of hopelessness and lack of control over his future. It is likely therefore, that improving his perception of self, self- esteem and confidence may prove beneficial in regaining a sense of agency – and thus a more positive outlook on his future. 

BK misused substances during his manic episode (something that he does not typically partake or have issues with) including marijuana and alcohol. This is likely to have exacerbated symptoms, particularly in reference to delusions (Jawad et al., 2018) and something to take into consideration if BK were to reconsider drug treatment in future. 

	Perpetuating 
(Maintaining factors) 
	BK does not appear to reach out for support when needed and appears to have perfectionist and over-achieving tendencies. This is likely to have stemmed from his familial environment as a child, where he recalls feeling ‘hyper-conscientious’ and felt that he was required to compete with his older brothers. 



	BK is likely to perceive asking for support as a ‘weakness’ due to his recollection of being required to ‘live up’ to his parents' high expectations and his experience of seeing his siblings being ostracized from the family if they did not comply with parental views (only being allowed to return home once they changed their viewpoint). BK also recalls the expectations from his family to be compliant with his medication – and their disappointment when he was not. This could be another factor to consider in why BK is reluctant to seek psychiatric support. 


	Protective
(Strengths)  
	Although hesitant, BK has agreed to seek support. This suggests that he does recognise that he may require support and thus willing to engage and contribute to the treatment plan. 

BK has received treatment previously and appears to have maintained stability in his life, despite his previous manic episode at university - and subsequently graduated despite the trauma of being admitted into hospital and losing his social support. This indicates a high level of resilience, which is a crucial protective factor for maintaining positive wellbeing (Harrington, 2013). 

BK clearly has high intellectual abilities (graduating from a prestigious university, despite encountering difficulties) and whilst this could be recognised as a potential barrier in a sense of perfectionism (Corry et al., 2017) it could also indicate that BK will be highly capable (with the right tools / treatment) to recognise and understand his condition. This could be an important factor in how he maintains and manages his treatment long term. As such, this has been incorporated and reflected in the treatment plan. 

	BK’s wife appears to be a vital support mechanism, upon her actions (contacting the GP) he has agreed to seek further support. 

Until recently, BK has maintained an intimate and seemingly healthy relationship with his wife and enjoys an active lifestyle. This all indicates that BK has core personal skills and attributes that can potentially support the therapeutic process. 





Diagnosis 
Taking into consideration both the historical and presenting symptoms, BK is displaying characteristics of bi-polar disorder as classified in the DSM-5, and given the history and length of BK’s symptoms, including severity of symptoms in both episodes but particularly during the events and implications of the manic episode - this is indicative of bipolar type 1 (APA, 2013). 
Using the diathesis stress model, it is hypothesised that a strong genetic / heritability link (as seen in the family history) has predisposed BK to a genetic vulnerability. The compounding environmental stressors, such as family pressures and studying for a degree at a prestigious university (during the first noted episode) – is likely to have triggered the initial onset of symptoms. It is also hypothesised that BK may possess specific personality or cognitive traits that could make him particularly vulnerable to the disorder (accompanied by the biological and environmental factors / stressors), such as perfectionism, which has a strong co-occurrence with bi-polar disorder (Corry et al., 2017) - although it is noted that the perfectionism traits may have developed due to BK feeling he was required ‘to live up to’ parental and family expectations. 
Treatment plan 
Working with BK to assist him in identifying and recognising the positive qualities he exhibits could help him improve his self-confidence, emotional regulation skills and personal autonomy. This could support him between episodes and lessen the severity of depressive symptoms (Ives-Deliperi et al., 2013). It is also highlighted that BK is reluctant to use pharmaceutical treatments - and with the consideration of high (60%) non-adherence rates during acute episodes (Geddes & Miklowitz, 2013) a multi-faceted treatment approach is proposed initially, without the implementation of drugs. With the understanding that the treatment plan is subject to reformulation as good practice (DCP, 2011) and therefore the use of mood stabilizers may need to be considered if symptoms were not to improve or a second manic episode were to remerge. 
Stress appears to be the common factor or trigger for BK’s episodes, therefore looking to improve his coping methods and equipping him with tools to reduce his stress levels are proposed. Much of BK’s stress appears to stem from family dynamics and subsequently feelings of lack of control / agency, therefore initially it is suggested that BK attend a compassion focussed therapy (CFT) which incorporates self-compassionate meditation, mindful imagery, letter writing and dialogic role-play (Gilbert, 2009). Evidence suggests that improving levels of self-compassion reduces symptoms of depression, psychological distress and can be transferred successfully across a range of mental health disorders, including depression and bi-polar (Wilson et al., 2018). CFT is particularly successful in individuals who may not respond effectively to typical treatments, exhibit high levels of self-criticism (perfectionist tendencies) and shame (Gilbert & Proctor, 2006) – all of which can be applied to BK. In addition to treating symptoms of stress and depression, CFT may prove beneficial if another acute manic episode were to occur, as research suggests low self-compassion is linked to the symptomology in those who suffer from persecutory delusions (Collett et al., 2016) which has been identified in BK. The theoretical framework underpinning CFT, is that of threat, drive and soothing (Gilbert, 2009) therefore it is suggested that if the perceived threat is identified (trigger I.e., stress, family relationships) and by learning skills to enhance self-soothing skills, BK can learn to manage negative thoughts and emotions, with the potential by-product of enhancing self-awareness and thus improving a sense of self and improving interpersonal relationships. 
The mindfulness element of CFT can help those suffering from ruminating thought patterns and promote a sense of presence and awareness (Fros..., this could help support BK in decreasing his negative thoughts on his future and potentially support him in finding a sense of purpose and meaning to work, the other interpersonal skills identified in CFT could also instil self-confidence to and autonomy to feel as though he is in control of changing his future (Gilbert, 2009). During CFT, BK will be encouraged to use therapeutic writing as a tool at home to process his thoughts and feelings. 
The second form of treatment suggested is psychoeducation for both BK and his spouse, this will be offered to the wider family, although given the history it is anticipated that this may not be viable. The aim of psychoeducation will be to improve acceptance of the symptoms for both BK and those around him (Geddes & Miklowitz, 2013) promoting understanding may help BK with coming to terms with his condition and reducing self-blame and negative perception of himself. 
Psychoeducation also aims to support both the individual and those close (I.e., wife) identify triggers and early warning signs / indications of an oncoming episode, thus allowing them to seek support early and potentially reduce the impact and severity of the episode. Whilst at the same time enhancing BK’s ability to recognise and cope with environmental stressors (Geddes & Miklowitz, 2013), this combined with CFT may prove especially effective as self-awareness is enhanced upon. If BK subsequently becomes more inclined to incorporate pharmaceutical methods into treatment (or this becomes necessary), medication adherence could also be incorporated into the psychoeducation model (Jawad et al., 2018). 
The psychoeducation model will also be incorporate / establish a positive routine for BK, incorporating his personal strengths and potential coping styles that were identified using Weerasekera’s framework (Johnstone & Dallos, 2013). As such, BK will be encouraged to gradually start incorporating exercise alongside his talking therapies – should they prove successful, with the aim to gradually increase and build upon. It is also identified that BK has intellectual capabilities (gaining a degree from a prestigious university) and therefore may engage and respond particularly well to an education-based treatment method. A group psychoeducation model will also be offered, which will emphasise awareness and understanding of symptoms and promote acceptance (Colom et al., 2009). This may also expand BK’s social circle and provide him with the confidence and encouragement to speak openly, without judgement, with the aim to combat his negative associations of not being able to speak freely, which is established as a theme from his family dynamics in childhood. 
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