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Presenting Issues
This psychological case formulation will take an integrative approach using a diathesis stress model to diagnose and recommend treatment for Buddy King, a 28-year-old African-American male. This approach and model are widely used and have been selected in this case to give the most holistic view of Buddy and his condition. The objective is to build a comprehensive narrative and to incorporate the widest scope of treatments to find the best fit for Buddy for both the short and long term (British Psychological Society, 2011).
Buddy, at the encouragement of his wife, is seeking help for his current depressed mood. He has experienced brief mild depressive episodes over the last four years. However, for the last two to three months, these episodes have become more frequent and severe and have begun to interfere with his daily life. Buddy experiences sustained depressed moods, pessimistic views of the future, a lack of motivation, loss of interest in things he previously enjoyed, a lack of energy, disturbed sleep patterns, difficulty concentrating, as well as decreased physical and sexual activity. His wife has noticed a marked difference in his attitude and behaviours. All of these symptoms are indicative of a major depressive episode as described in the Diagnostic and Statistical Manual of Mental Disorders (5th ed.; DSM-5; American Psychiatric Association, 2013).
In addition, Buddy shared that during his senior year of college he experienced a significant manic episode, as a result of which he was arrested and involuntarily hospitalised. His symptoms included an abnormally persistent elevated mood, grandiose and persecutory delusions, hyperactivity, decreased need for sleep, bizarre and risky behaviours, skipping classes and a significant decline in academic performance, binge drinking and smoking cannabis, as well as a significantly increased sexual appetite which led to his arrest after being found naked on his university campus with a 15-year-old girl. It was immediately after this incident that Buddy was hospitalised. Buddy’s manic behaviours continued for a further six weeks during hospitalisation. Given the absence of any previous psychological conditions or substance misuse prior to the episode and the uncharacteristic nature of these behaviours, Buddy received a diagnosis at the time of an acute manic episode according to DSM-5 criteria (American Psychiatric Association, 2013).
Based upon the known factors, it seems that Buddy is suffering with bipolar I disorder, a severe mood disorder characterised by extreme highs and lows of mood, energy, activity and focus (National Institute of Mental Health, 2018) which pervade every aspect of life (Bipolar UK, n.d.). According to the DSM-5, a patient has bipolar I disorder if they have experienced at least one diagnosed manic episode and this episode and subsequent major depressive episodes are not attributable to another schizophrenic spectrum or psychotic disorder (American Psychiatric Association, 2013). In Buddy’s case, there is no known history of psychosis, and although he has had only one manic episode, he has continued to experience episodic depression and more recently a sustained major depressive state.

Predisposing Factors
Buddy has shared that a number of close family members also experience mood disorders including his mother, oldest brother, maternal grandmother and paternal uncle, all of whom suffer from and receive treatment for depression. His maternal uncle, who is now estranged from the family, has alcoholism and they believe a diagnosis of bipolar disorder. This shows a strong genetic vulnerability in Buddy to also developing a mood disorder (American Psychiatric Association, 2013). Although there are still many unanswered questions (Gordovez & McMahon, 2020), research clearly shows that depression and other mood disorders carry a strong risk of heritability (American Psychiatric Association, 2013; Bennett, 2011; Nolen-Hoeksema, 2014). In 2003, McGuffin et al. looked at the heritability of bipolar and explored its genetic relationship to unipolar depression. After analysing data from 67 pairs of twins they found a concordance of 67% in monozygotic twins and 19% in dizygotic twins. These results were generally in line with a previous study by Bertelsen et al. (1977). Bennett (2011) also cites that concordance rates have been shown to be between 40-72% for monozygotic twins and 5-14% for dizygotic twins. The McGuffin et al. study also investigated the genetic relationship between bipolar disorder and unipolar depression with an expanded sample. They found that whilst bipolar disorder and unipolar depression are not genetically identical, neither are they genetically distinct and that there is a significant genetic overlap. Whilst research in this area of genetic overlap may be ongoing, this and other evidence support the DSM-5 assertion that family history is “one of the strongest and most consistent risk factors for bipolar disorders” (American Psychiatric Association, 2013, p. 130). Research also shows convincing evidence that the closer the family relation, the higher the risk factor (Craddock & Sklar, 2013). These results indicate a significant genetic vulnerability for Buddy given his strong family links with depression and bipolar. 
The evidence that biological markers only play a part in an individual’s vulnerability to bipolar disorder suggests the influence of other risk factors. The impact of environmental and social factors in the aetiology of psychiatric disorders is commonly acknowledged (Tsuang et al., 2004). Studies have shown connections between stress, high levels of pressure, unsupportive familial environments and bipolar disorder (Altman et al., 2006; Nolen-Hoeksema, 2014; Nusslock et al., 2007). These factors were clearly present in Buddy’s life from a young age and have continued into adulthood. Buddy describes his family dynamic as stressful and acknowledges that this dynamic is a likely factor in his current depressive state. Buddy was raised in a family of high achievers and felt a lot of pressure to perform. He has also expressed that, being the youngest of five children, he experienced feelings of comparison and competition and high parental expectations. Additionally, he has described a controlling parenting style where differing views were seen as rebellious and where conformity was expected and rewarded. Given the empirical evidence of the role of socio-environmental factors in the predisposition of mental disorders and bipolar in particular, it is highly likely that this played a significant part in Buddy’s previous manic episode and his current depressive state.

Precipitating Factors
Prior to his first episode, Buddy appears to have been a healthy individual. He experienced his first manic episode in his early 20s. This is slightly older than the DSM-5’s average age of 18 for a first episode (American Psychiatric Association), but within the expected age range (Bennett, 2011; National Institute of Mental Health, 2018). According to a 2014 study, approximately 46.4% of bipolar I patients experienced mania as their initial episode (Baldessarini et al.). The study also found that typically an initial manic episode was indicative of future occurrences of mania. In Buddy’s case, however, this has not been the pattern, as his manic episode has been followed by a relatively euthymic period before developing into a major depressive episode.
Buddy’s first manic episode came during his senior year of college. At the time he was attending a prestigious university and working towards his bachelor’s degree in business management. As this was the setting of his first bipolar episode, it can be concluded that this was a strong precipitating factor and played a key role in triggering his initial episode. A number of studies support the role of highly driven goal pursuit in the triggering of bipolar episodes, particularly manic behaviours (Johnson et al., 2012; Nusslock et al., 2007). These and other studies show that a high incentive sensitivity can be linked to the development of bipolar and can result in an over-reactivity to achieving or failing to achieve the desired goals. Given the emphasis on high achievement growing up, the highly pressured environment of attending a prestigious university and Buddy’s own recognition of being a driven, hyper-conscientious perfectionist, there are strong reasons to believe this played a significant role in triggering his illness (Nolen-Hoeksema, 2014).
As previously mentioned, stressful environments, social dynamics and life events are also key trigger factors in bipolar episodes (Altman et al., 2006; Nolen-Hoeksema, 2014; Nusslock et al., 2007). For Buddy, these have been identified as clear predisposing factors. However, they are also highly likely to be significant precipitating factors. Buddy recalls his family expressing their frustration and disappointment over the length of time he was taking to complete his degree prior to his manic episode. This would have added to the already substantial pressure he was experiencing. Since graduating from college, Buddy has taken a job as a manager at the family’s successful food manufacturing business which has kept him in close contact with his family and further compounds the impact of the dysfunctional family dynamic. Buddy claims that decisions relating to the family business are a current source of conflict and identifies these as contributors to his current depression. His role as a manager involves him further in the business and adds even greater pressure and potential for stress and conflict.

Perpetuating Factors
Similar to the predisposing and precipitating factors, one of the biggest perpetuating factors for Buddy is his close relationship with his family due to the harmful dynamics that are present. Buddy’s role as a manager at the family’s business further adds to the problem as this blurs many of the usual boundaries which would be beneficial in such difficult family relationships. This leaves Buddy vulnerable to continued criticism, pressure and high expectations. In their study into relapse predictors in bipolar disorder, Altman et al. (2006) describe the significant impact that social support, or the lack thereof, plays in the lives of those with bipolar and the continuation of the disordered behaviours. They found especially that in cases where emotional expression was high, the risk factor for depression was also increased. Furthermore, in the light of this evidence that supportive social connections are an effective protective factor, Buddy’s situation is made even more difficult as he states that he was shunned by his friends following his arrest and hospitalisation.
It cannot be ignored that Buddy is probably also experiencing a significant amount of guilt, shame and low self-esteem as a result of his manic behaviour in college, and particularly in relation to the sexual indiscretion which led to his arrest and hospitalisation. With the information Buddy has shared about the kind of conscientious and high-achieving person he was raised to be, this would likely be particularly difficult for him to come to terms with. Furthermore, following this incident, Buddy was expelled from the university he had been studying at and forced to finish his degree at a less prestigious institution which no doubt added to the shame and self-disappointment he felt. Research into the correlation between bipolar and self-esteem has shown that self-esteem is negatively affected by a diagnosis of bipolar (Karidi et al., 2015; Nilsson et al., 2010). A 2010 study comparing individuals with bipolar, MDD and normal controls showed that whilst self-esteem levels were higher for those with bipolar than those with MDD, they were significantly lower than levels in the control group. Moreover, self-esteem was also found to be a strong predictor for more severe depressive symptoms and risk of relapse. It could be suggested that the presence of such internal stigma and struggles could be a part of Buddy’s reluctance to acknowledge his condition and to seek help. In this regard, Buddy’s strongest protective factor is his wife, who expresses great concern over his wellbeing and current depression.
A final concerning perpetuating factor is Buddy’s withdrawal from activities he has previously enjoyed, particularly physical activities which have an excellent stabilising effect (Melo et al., 2019). Engaging in pleasurable activities and maintaining routine are helpful protective factors, so for Buddy to cease these activities leaves him vulnerable and removes any benefits these activities provide.

Recommended Treatments
Given that bipolar I disorder can have a number of causal factors, when treating the condition it is important to take into account the factors affecting each individual. As discussed, for Buddy there are clear biological and psychosocial factors, therefore effective treatment needs to address both of these areas. 
Drug therapy is a long-established and commonly recognised treatment for addressing the biological factors behind bipolar disorder (Nivoli et al., 2012). A number of studies using randomised control trials have shown significant improvements in drug groups compared with controls (Geddes & Briess, 2007). Buddy is not currently prescribed any medication and has previously been reluctant to take any. During his hospitalisation he took a combination of haloperidol, sodium valproate and depakote, all of which have now ceased. Although lithium is often the preferred choice for treating bipolar due to its efficacy and mood stabilising benefits (Bennett, 2011; Nivoli et al., 2012; Tredget et al., 2010), Buddy refused lithium therapy. Buddy’s reluctance and non-adherence previously caused substantial conflict with his family and prompted them to take an active role in his adherence to treatment to the extent that they required him to have regular tests to ensure he was keeping up with his prescribed medication. Whilst Buddy’s reasons for medication reluctance are uncertain, many patients struggle with medication adherence due to unwanted side effects, medication stigma and the belief that after seeing improvement they no longer require medication (Geddes & Briess, 2007). Medication non-adherence in African Americans in particular has been linked to patient-related factors such as a fear of addiction and the view of medication as a symbol of illness (Fleck et al., 2005). Buddy’s particular issues around lithium may also be due to the fact that lithium has an extremely narrow effective dosage range with an overestimation becoming toxic and causing serious physical problems including kidney failure leading to death (Bennett, 2011; Geddes & Briess, 2007; Nolen-Hoeksema, 2014). However, in 2010 a study by Tredget et al. found that this was only in very rare cases and when patients had been taking lithium for in excess of ten years. 
Given the strong evidence for the efficacy of medication, it is recommended that Buddy begin a course of drug treatment. His initial treatment will be mood stabiliser monotherapy. A systematic review from the British Journal of Psychiatry found monotherapy with mood stabilisers to be an effective treatment for those experiencing bipolar depression and that it is of relatively low risk (Van Lieshout & MacQueen, 2010). This course of treatment will be reviewed after an initial two week period as recommended by the World Federation of Societies of Biological Psychiatry (Nivoli et al., 2012) and adjustments made as necessary. Given Buddy’s medication reluctance and the fact that since his initial manic episode he has shown no further signs of mania, it is not currently considered necessary that he be prescribed additional medication for mania. However, this will remain under review depending on his progress and response to other interventions. 
Drug treatment has been shown to be an effective means of stabilising moods to prepare a patient for additional psychological interventions to address the psychosocial factors. This will be the path of treatment in Buddy’s case as it will help him to address the pressures regarding his family’s expectations, control and conflict. Studies have shown one of the most common and effective psychological treatments for bipolar disorder to be Cognitive Behavioural Therapy (Bennett, 2011; Chiang et al., 2017). A 2017 meta-analysis concluded that Cognitive Behavioural Therapy (CBT) as an addition to drug therapy has positive results in reducing relapse, minimising mania, as well as improving depressive symptoms and psychosocial functioning. It was also found that the duration of CBT sessions had an impact on the treatment’s efficacy with sessions of 90 minutes or more producing better results. Therefore, as part of Buddy’s treatment it is recommended that he begin a 12-week course of 90-minute CBT sessions to address negative thought patterns and establish healthy coping behaviours (Nolen-Hoeksema, 2014).
For Buddy’s long-term treatment, it would be desirable to explore additional psychotherapeutic interventions which could increase the benefit of the CBT and possibly reduce reliance on medication. Promising results have been found through the use of family-focused therapy (Bennett, 2011; Bipolar UK, 2019; Nolen-Hoeksema, 2014), Interpersonal and Social Rhythm Therapy (Nolen-Hoeksema, 2014), MoodMapping (Miller, 2011), self-management techniques (Bipolar UK, 2019), physical activity (Melo et al., 2019) and self-esteem nurturance (Karidi et al., 2015).
This treatment plan will be regularly reviewed and adjusted depending on Buddy’s progress or regression. It is desirable that Buddy continues to be involved in the development of this treatment plan with the added input of his wife as his primary support (National Institute for Health and Care Excellence, 2014).


Appendix I
Case study for Formulation
At the time of referral to a psychiatrist, Buddy King was a 28 year old married African-American manager of a family food business (he had gained his degree in business management at the age of 24). Buddy had been referred by his GP when his wife had called the doctor to express open concern over her observations that her husband was becoming increasingly depressed. 
Over the prior 2-3 months his depressive symptoms had escalated. They included sustained depressed mood, lack of energy, difficulty concentrating, decreased interest and withdrawal from activities he usually enjoyed. In addition he suffered from pessimistic views and rumination about the future with sleep disturbance in the early hours of the morning. 
More recently he had suffered a decrease in sexual relations with his wife and occasionally he had suicidal thoughts. 
Despite the escalation in Buddy`s symptoms he was hesitant to see a psychiatrist due to his fear of being revealed as mentally ill or weak. However, his symptoms were interfering with work, social life and marriage. He had previously been energetic and devoted to his work, but he now found it difficult to get up in the morning and go to the office. Furthermore, he had been an avid athlete, but recently he had discontinued mall of his athletic activities. Based on these factors Buddy agreed to reluctantly see a psychiatrist. 
Clinical history 
Buddy`s decision to agree to see a psychiatrist was also influenced by experiences from college. When he was in his senior year at a prestigious university he had experienced symptoms of depression. During this time he was under a lot of stress stemming from his family who were upset that he was taking too long in college and his own worries about what he would do for a career when he finished his studies. However, unlike more recent events, a few days following his depression whilst in college, he experienced more dramatic symptoms and experienced a full manic episode characterised by symptoms of abnormally persistent elevated mood, grandiose and persecutory delusions, hyperactivity and a decreased need for sleep. During this time, his academic performance decreased greatly and he skipped classes altogether. Although previously a sensible drinker, he began to binge on alcohol and marijuana. This manic episode was accompanied by other bizarre and risky behaviour. His sexual appetite significantly increased and although he did not have a partner at the time, he was arrested by Campus police when found naked with a 15 year old girl in an empty building on campus. Fortunately for Buddy, although threatened with charges, these were later dropped. 
The morning after his arrest he was involuntarily hospitalised with the diagnosis of an acute manic episode. This lasted 6 weeks of which the first two weeks he was resistant to treatment and refused medication. He eventually accepted medication but refused lithium and instead was treated with a combination of haloperidol, sodium valproate and Depakote. On discharge from hospital he insisted on discontinuation of haloperidol but continued with the other medication. 
Following discharge, things were tough for some time. Although the charges were dropped, the college refused to let him return to study, forcing him to transfer and complete his studies at another university. He was shunned by his friends who did not understand his behaviour and his family were deeply upset. They pressurised him to comply with his medication and were disappointed that he was becoming non-compliant. He had to submit to regular laboratory tests to ensure that he was receiving the required therapeutic dose. This resulted in numerous family disputes and conflicts and heated discussions between him and his family. 
However, unlike many other people who experience a manic episode, Buddy had no further episodes since that initial first one, despite no longer taking any medication. He completed his degree and not finding work elsewhere, began working at the family food business. He met his wife the first year after completing his degree and the eventually got married. Although he suffered no further manic episodes, he continued to experience brief episodes of depression but not long enough to cause him to seek treatment despite his wife urging him to do so. This time however, he reluctantly took his wife’s advice. 
Buddy was born and raised in a very pressured and high achieving family. His father was a successful food manufacturer who gradually incorporated all of his children in the family business. Buddy was the youngest of five children and he often struggled with competition from his older brothers. He felt he had to go the `extra mile` in order to measure up to them and his parents expectations. His father was somewhat harsh but supportive who demanded conscientiousness from all of his children. Differences of opinion were not tolerated well within the family with each child being pressured to agree with parental views. Although the family was wealth, much of the parents support (financial and emotional) was tied to such compliant attitudes. For example, children who rebelled (by disagreement) were ostracized and later allowed to re-join when giving up their rebellious attitudes. Buddy recalls being hyper conscientious and driven as a child, something he attributed to the family environment. He also recalled being perfectionist in school and at athletics and also recognised that these family dynamics contributed to conflicts in family business decisions and possibly his recent depression. 
Buddy`s family had various other members with mood disorders; his mother had reoccurring bouts of depression that were treated with anti-depressants, and his maternal grandmother, paternal uncle and oldest brother had also received outpatient treatment for depression. Buddy’s maternal uncle had alcoholism and bipolar disorder, although the presence of the latter diagnosis was uncertain as he had become estranged from the family.
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