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Introduction
The following case formulation is based on the diathesis-stress model of psychopathology. This is a framework for understanding how psychological disorders develop. This includes the intensity of triggers and the vulnerability of an individual who has developed an onset of psychological disorders (Broerman, 2017). The following will consider the client Buddy King, and the factors that ultimately led to the diagnosis of Bipolar II Disorder.


Diagnostic proposal
Diagnosis – Bipolar II Disorder, current episode depressed
The client, Buddy King (BK), currently and historically presents symptoms of Bipolar II disorder. As presented in the DSM-V, criteria are met for "at least one hypomanic episode, and at least one major depressive episode" (DSM-V American psychological association, 2013.p.134). According to DSM-V (APA, 2013.p.132-134), this is determined by considering the main criteria A-D of Bipolar II disorder, which includes sub-categorised criteria A-F of a hypomanic episode and criteria A-C under major depressive episode. 
BK presents the following symptoms in line with the criteria set out within DSM-V (APA, 2013).
Criteria A -
Hypomanic Episode (Criteria A-F) – During college, the client experienced a full manic episode that presented itself through elevated mood, delusions, hyperactivity, decreased need for sleep, and increased risky behaviour, including increased sexual needs, excess alcohol and marijuana use. This led to arrest and hospital incarceration, where medications were offered and reluctantly accepted until remission. Although it is not fully clear, the length of symptoms was present in excess of six weeks. It is suggested that the duration of a hypomanic episode without treatment generally lasts between three and six months. Cannabis use can increase the duration. However, with treatment, the duration can be less (Titmarsh, 2013). The symptoms presented were uncharacteristic for the client, leading to loss of friendships and upset within the family. Finally, although the client undertook the use of drugs and alcohol during this episode, they do not appear to be the trigger cause of the episode. This is reflected due to the timing of the consumption. No other hypomanic episodes have been recorded or presented. 
Major depressive episode (Criteria A-C) - The client reluctantly admitted due to his wife's urgency to seek treatment on this occasion. Previously the client admitted to experiencing depressive episodes however he had refused to seek out treatment on these occasions. The client is currently displaying the following symptoms: depressed mood, decreased interest in activities that previously brought pleasure., sleep disturbances, lack of concentration, negative views and suicidal thoughts. All of which present daily. Historical evidence is also present. The escalation of these indicators has been present for the past two to three months. The symptoms are having a significant effect on the client's daily functioning and do not appear to be in line with another medical condition or due to substance use.
Criteria B- No manic episode reported. The previous diagnosis is better described as hypomanic.
Criteria C- The episodes are not better explained by another psychotic disorder. No hallucinations or delusions have been experienced as set out in DSM-V (APA, 2013). The client has previously responded well to medication which generally are prescribed for those undergoing bipolar treatment. These medications may not necessarily have positive effects on other disorders (Cosgrove &Suppes, 2013).
Finally, criteria D- symptoms associated cause significant distress in areas of functioning.
Bipolar disorder is a complex disorder to diagnose. It is often misdiagnosed under other psychotic disorders in around 60% of patients (Phillips & Kupfer, 2019). This is generally due to the experiences being individualised, particularly during the onset. There would also be a lack of history, particularly as patients suffering from bipolar disorder II have a very low count of hypomanic episodes (Phillips & Kupfer, 2019).
Predisposing factors
BK is a 28-year-old, married, African-American man. Although previous research is contradictory on the predictability surrounding the onset of bipolar disorder, an Indian study suggests onset for adolescents under the age of 21 (Soni et al., 2021). In contrast, Rowland and Marwaha, (2018) suggest onset between the ages of 15-24 while arguing there is great difficulty in accuracy for onset estimates. Although BK's onset age is not specified, it occurred during his time in college, which suggests the probability of the age range being accurate in this case. There is also an estimation that around 1.3% of the population is diagnosed with bipolar disorder, with an equal share between males and females (Vega et al., 2011). It is important to consider ethnicity within the diagnosis and treatment, although it is suggested that there is no evidence that bipolar symptoms are experienced differently within variations of race (Perron et al., 2010). However, it is suggested that when considering the African race in comparison to Caucasian, misdiagnosis is higher (Akinhanmi et al., 2018). This information is mostly agreed upon within previous literature, including Bell and Mehta, (1980), who highlight that bipolar disorder is often misdiagnosed with schizophrenia. Alongside, a study conducted by Kupfer et al., (2005), outlined a more significant number of hospitalisations among African-Americans (9.8% vs 4.4% Caucasians) combined with a greater risk of suicide (25% higher risk).
BK has a family history of reoccurring depression experienced by his mother and grandmother. Depression is displayed by an older brother and paternal uncle, and a possible diagnosis of bipolar disorder and alcoholism in the maternal uncle. When considering the family mental illness history, a probability of bipolar disorder exists within BK's uncle. However, research suggests a very low likelihood of genetic association due to it not being present in a first-degree relative and no strong association previously being found (Rowland & Marwaha. 2018). However, there are many strong arguments against that theory. For example, O'Connell and Coombes, (2021), argue that advancements have made it possible to acknowledge that bipolar disorder is, in fact, a strong heritable mental disorder and that it also presents genetic overlap with other disorders. Additionally, a study considered the relationship between bipolar disorder and subsequent psychiatric disorders and found a significant positive correlation between bipolar disorder and depression, anxiety disorders and, not least, personality disorders (Song et al., 2015).

Precipitating and Perpetuating Factors
The precipitating and perpetuating factors are similar, with heavy overlap. There are many issues to consider in the case of BK. Within his history, BK shows frequent stress instigated by family and education. He attended a prestigious university, which alone causes stress, alongside family pressure. It is known that students who experience academic stress are less resilient and hold a lower control of stress, generally leading to physical and mental health issues when not controlled (Kennett et al., 2021). BK holds a previous diagnosis of acute manic episode during that time, where the patient was involuntarily hospitalised for a short term and medicated. Previous literature has considered the strong, distressing feelings an individual suffers following a manic episode. This includes feelings of self-loss, exhaustion, and a hindered ability to continue (Farr et al., 2022). No support was recorded following release. BK admits to having a tough time, and the presence of family conflicts continued. Social support following an episode has significant positive variables for patients with self-esteem and adjustment. Additionally, medication use is more likely to continue, and fewer depressive episodes are recorded (Studart-Botto et al., 2015). BK was forced to transfer colleges following his hospital release, and had no understanding from friends, and was shown to have embarrassed family, which likely only increased the negativity he already felt. No further episodes have been experienced, and medication ceased. Stress, alongside poor social support, have been considered key components in the avoidance of relapse, even more so with bipolar disorder than with schizophrenia (Fuzhong et al., 2021). This information is supported by considering cognitive function, with stress having a direct impact on the functioning of the corticosteroid levels (Umeoka, 2020). BK insisted that he felt consistent pressure to be successful and compliant and felt in competition with his brothers. This is consistent with Lex et al., (2017), who argue that stressful life events are likely to cause relapse in patients with bipolar disorder. Additionally, a study conducted on 204 bipolar patients considering bipolar episode triggers found work and family to be a heavy contributing factor (Smedler et al., 2020). Alongside the family stress, BK also finds himself working within the family business as a manager, where he has noted conflicts surrounding business decisions. Historical abuse of alcohol and marijuana is reported, alongside an arrest with no charges implemented.
Protective Factors
BK has been recently referred by his wife, who has concerns over depressive behaviours being experienced by her husband. Some symptoms of depression in adults generally include irritability or frustration, reduced sex drive, insomnia, decreased concentration, and fatigue (Bhowmik et al, 2012). Each of which is being displayed by BK. It is evident that the wife of BK is persistent in her husband seeking support for his condition, as BK admits to failing to seek treatment in the past regardless of his wife's urgency. An Indian study suggests up to 98% of patients with bipolar disorder are married (Nehra et al., 2014). Before diagnosis, a spouse would view their partner's symptoms and feel confused, often placing blame on themselves. Once diagnosis is achieved, there is often a shift of attitude from the partner to that of concern, sympathy with a display of optimistic behaviours (Davidson, 2016). Evidence suggests that a supportive spouse can lead to security and stability (Azorin et al., 2021). It is, therefore, important to note that BK's wife could hold the ability to be a positive influence. With her support, there is a heightened outcome surrounding confidence in treatment, motivation, the effectiveness of treatment, and less disapproval from the further social network (Muscari & Fleming, 2019). However, previous studies have shown that patients with bipolar disorder are up to three times more likely to divorce or separate (Azorin et al., 2021).
BK was previously known as an "avid athlete" before the current episode, which consequently led to the cease of activity. The benefits of physical activity are greatly recognised when regularly carried out. Some of the benefits include increases in brain function, the release of endorphins, benefits to the cardiovascular system and the ability to calm stress and anxieties (Elmagd, 2016). In relation to bipolar disorder, it has been evidenced that by undertaking physical activity, mood-enhancing neurotransmitters are positively impacted, alongside stress pathways. Additionally, medicated individuals had higher motivation to manage and comply with their treatment (Ng et al., 2007). Furthermore, patients experiencing bipolar disorder are at greater risk of inflammatory issues and cardiovascular disease, ultimately leading to premature death. However, by engaging in regular physical activity, these potentially life damaging outcomes can be decreased or avoided completely (Vancampfort et al., 2017).
Proposed Treatment
BK has previously received pharmaceutical treatment consisting of a mixture of Haloperidol, Sodium Valproate and Depakote. However, he is reluctant to engage with prescribed medication, with the previous refusal of Lithium and his insistence of discontinuing Haloperidol. Refusal can hinder treatment, as evidence suggests that Lithium targets abnormalities within bipolar type II depression, specifically the amygdala, frontal cortex, ventral striatum, and anterior insula. These areas in comparison to control subjects, have shown to be key areas in depressive episodes (Mah et al., 2007). However, refusal of pharmaceuticals is not unusual surrounding bipolar disorder, with around 32.9% defaulting long-term, and 33.8% missing single doses of medication within America (Vega et al., 2011).
It is believed to be in BK's best interest to carry out a treatment combination of medication and psychotherapy to develop strategies to prevent relapse (Hollon et al., 2010). There is a vast amount of support for therapy being included combined with medication. The blend is cited as having the most significant positive outcome with bipolar disorder. An outcome consisting of longer relapse periods are generally presented. With the effectiveness presenting the largest benefit on depressive episodes (Scott, 2006). It is widely agreed that combining the two treatments gives a optimistic outlook for reducing the symptoms and functional outcomes of bipolar disorder, with the suggestion of cognitive and coping strategy therapies being the key for depressive episodes which BK is currently displaying (Miklowitz, 2008).
Firstly, the medications recommended are Lithium and Sertraline. These are recommended due to the current relapse being focused on depression and a high need for rapid response (Yatham et al., 2018). Additionally, Lithium has been found to cause changes in levels of genes involved in treating bipolar disorder, ultimately leading to a positive required outcome (Hossein Fatemi et al., 2009). With consideration of BK's history surrounding medication, the main elements of refusal indicate to stem from fear and family pressure. Therefore, it is important to be clear and concise with the patient on the effectiveness and possible benefits of undertaking the medication, to eliminate fear. 
Secondly, BK's family also show to add a considerable amount of stress to the individual; therefore, it is recommended that multi-family therapy is undertaken. The therapy could include exploration of a broad definition of the difficulties presented within the family network, while considering the opinion of several family members. This information can be applied to understanding problem areas that require adjustment to avoid conflict and stressors in the future (Crane & Morgan, 2007). Family-focused therapy has given indications of bipolar symptom improvement when applied to high-expressive emotions among relatives (Miklowitz& Chung, 2018). Additionally, systematic family therapy, has been found in a variety of stress-related family settings, that by providing the tools for positive influences. This led to an outcome of reduced pressure, and improved adaptability was recorded (Chen et al., 2021). The application of family therapy for BK, could have a positive outcome surrounding the conflict concerning his brothers, the family business, and the overall family conflict presented. whilst adding the support BK requires throughout and following episodes.
Thirdly, cognitive behavioural therapy is recommended. The therapy has been shown in many studies to be beneficial in preventing relapse, with the aim of managing thoughts, behaviour and perception. It would provide a component to treatment concentrating on mood-stabilising and preventative treatment (Bi-Yu et al., 2016). Group sessions have demonstrated the benefits towards quality of life, when undertaken in studies, the results highlight significant reductions in depressive scores compared to individuals who were not undertaking any therapy (Costa et al., 2012). Additionally, a similar study, considering both individual and group therapy combined with medication use for bipolar disorder, suggested large, positive advances for the individuals, in comparison to those on medication alone, (Swartz & Swanson, 2014).
Finally, it is assumed through previous evidence that BK will resume physical activity once treatment is in place. As discussed, the implementation of physical activity can benefit greatly. 
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