Case Formulation – Buddy King

Background Summary:
Buddy King is a married African American man who was 28 years old when he was referred to a psychiatrist, the referral came from his GP after his wife had contacted the doctor and opened-up about her concerns and observations of her husband. She felt that his behaviours were indicating that he was becoming increasingly depressed. 
Concerns and observations included an escalation in depressive symptoms over the prior 2-3 months. Buddy was displaying symptoms such as lack of energy, difficulty concentrating, decreased interest and withdrawal from activities he would usually enjoy. Buddy also having pessimistic and negative views about the future, with sleep disturbance in the early hours. A lack of sex drive and occasionally he experienced suicidal thoughts. 
Buddy has been reluctant to see a psychiatrist due to his fear of being seen as mentally ill or weak. His wife believes his symptoms are now affecting his work, social life, and marriage. Buddy’s wife described him as previously being energetic and devoted to his work, whereas now he did not want to get up in the mornings and go to work. Buddy previously had a huge love of athletics but recently he has shown no interest. Taking all these things into consideration Buddy agreed to see a psychiatrist. 
Buddy attended a prestigious university and when he was in his final year, he then also experienced symptoms of depression. At the time he appeared to be under a lot of stress which stemmed from his family who were putting pressure on him about what career he was going to choose once he finished his studies. However, this time, following his depression whilst in university he experienced a full manic episode, which displayed in behaviours of persistent elevated mood, grandiose and persecutory delusions, hyperactivity, and a decreased need for sleep. During this manic episode Buddy’s usual characteristics appeared to change, he would not attend his classes, academic performance decreased, he began binge drinking and smoking marijuana and he would partake in risky behaviour which resulted in Buddy getting arrested, for being found naked with a 15-year-old girl. 
Buddy was hospitalised following his arrest and was diagnosed with an acute manic episode. He remained in hospital for 6 weeks. Buddy would refuse medication and was not cooperative with treatment for the first two weeks. Following this although Buddy become compliant with taking his medication, he still refused Lithium. Medication which Buddy was administered included Haloperidol, Sodium Valproate and Depakote. Buddy was discharged from hospital after 6 weeks with the continuation of medication, although he refused Haloperidol. 
Although there were no charges after the arrest the university refused to allow him to return, friends shunned him, and his family were deeply upset, these things were difficult for Buddy. Family conflict became regular as they pressurised Buddy to comply with his medication and when Buddy’s results from laboratory tests showed he was not receiving the correct dose this would lead to heated discussions, and disputes between Buddy and his family. 
Buddy no longer takes any medication and although this is the only manic episode he has experienced, Buddy has continued to experience brief episodes of depression, which he feels he did not need to seek any help for despite his wife feeling he needed treatment. 
Buddy is the youngest of five siblings and grew up in a harsh and strict environment. All the children were pressured to agree with parental views and difference of opinions were not tolerated. Financial and emotional support was only provided when the children exhibited compliant attitudes. This was seen when the parents would ostracize the children who disagreed and were only allowed to re-join when they had changed their attitude and opinion. With all this Buddy still felt the struggle with competition from the older brother and expressed he felt like he always had to ‘go the extra mile’ to meet his parents’ expectations. 
As a child Buddy remembers feeling hyper conscientious and driven which he believes stemmed from the family environment. Buddy also recalls being a perfectionist at school and athletics.
There is also a history of family mood disorders, with his mother experiencing bouts of depression and his maternal grandmother, paternal uncle and oldest brother have also received outpatient treatment for depression. His maternal uncle was also diagnosed with bipolar and suffered with alcoholism. It appears that the maternal uncle has become estranged from the family. 

Potential Diagnosis:
From the information provided it is believed that Buddy may be suffering with Bipolar 1 disorder. The reasons for this potential diagnosis can be found below. 
DSM 5 (2013), states that for a diagnosis of bipolar 1 the individual must have experienced at least one manic episode which has come before or followed a major depressive episode. This can be seen with Buddy where he was experiencing signs of depression whilst in his final year of university which was followed by a full manic episode. 
The DSM 5 (2013) defines a criterion which constitutes as manic episode. The criteria consist of a persistently elevated mood. Increased energy with noticeable change from usual behaviour. Being hospitalised to prevent harm to self or others. The mood disturbance is not triggered by drug abuse or medication. It is clear from Buddy’s history he has experienced a manic episode; he has displayed noticeable changes in his behaviour such as grandiose, elevated mood, hyperactivity, and the decreased need for sleep. He was also hospitalised after being involved with a high potential of consequence activity. 
Buddy’s history also has symptoms of him experiencing major depressive episodes. According to the DSM 5 (2013) an individual must experience five or more symptoms in the same 2-week period. The symptoms which Buddy experienced include, depressed mood which has been observed by his wife. Diminished interest in athletics and sex. Sleep disturbance. Fatigue and loss of energy, not wanting to get out of bed and go to work. Suicidal thoughts. Buddy’s wife also stated that this depressive state was now affecting his work, social life and marriage which constitutes as a major depressive episode as stated by the DSM 5 (2013). 
Other associated features which support the potential diagnosis of bipolar 1 are documented in the DSM 5 (2013) and are clear in Buddy’s case include, Buddy does not perceive to think he is ill or needs treatment, poor judgement resulted in involuntary hospitalisation. Risk factors include a family history of bipolar where Buddy’s maternal uncle has a diagnosis of bipolar disorder. 
Finally, whilst Buddy was in hospital, Buddy was administered a combination of Haloperidol, Sodium Valproate and Depakote. According to the BNF (NICE, 2022), Haloperidol is an antipsychotic drug used to manage acute episodes of mania or hypomania. Due to Buddy refusing Lithium he was prescribed Sodium Valproate which is used for treatment of manic episodes (NICE, 2022). Lastly Depakote is also used to treat bipolar disorder (NICE, 2022). Therefore, the medication Buddy was taking is used to treat bipolar disorder, with the outcome of Buddy being discharged it indicates that the medication was successful.  

Predisposing Factors:
According to NHS (2019), it is believed that bipolar disorder is linked to genetics and appears to run in families and as previously stated Buddy’s maternal uncle has a diagnosis of bipolar disorder. Buddy’s immediate family also suffered with depression which research has shown depression is hereditary (Meaney, 2015). 

Precipitating Factors:
According to research (Craddock & Jones, 1999) it can be determined that the risk of bipolar disorder in relatives for someone with the condition is 5-10 percent for a close relative. As we have already stated there is a known family history of depression and bipolar. As well as genetics there are many precipitating factors which could lead to developing bipolar disorder. Many of which are exhibited in Buddy’s history. Other high risks are high levels of distress. Mind (2022) describe precipitating factors to include stressful life events, childhood trauma. Buddy from a young age has been seen to live a stressful life by always feeling he has to go the extra mile to meet his parent’s expectations, being the youngest sibling of a high work driven successful family with a harsh and strict environment where the children would be ostracised if they had a difference of opinion to the parents. This level of pressure from the family continued into his teen years, with the added stresses of studies Buddy’s family continued to pressure him to decide on his career and appeared disappointed with him due to how long his studies were taking. Buddy may have also felt isolated when the university refused to let him return and his family and friends shunning him and being extremely upset with his actions. 
Buddy being the youngest of five siblings felt the need to compete with his older siblings and as stated before from a very highly prestigious family, Buddy often felt he was not good enough and never met his parents expectations, this would lead to feelings of low self-esteem. As research indicates people with low self-esteem are more prone to depression (Zeigler-Hill, 2011). 
After being discharged from hospital Buddy was clearly not consistent with his medication which could lead to worsening symptoms which can be seen in research (Chakrabarti, 2016).

Perpetuating Factors:
Research shows that family conflict is damaging to mental health (Auerbach & Ho, 2012). From a young age Buddy has been in the centre of conflict with his family. Which only appears to worsen as he got older and displayed more mental health problems. Heated discussions and disputes continued when Buddy was discharged from hospital due to him not wanting to comply with taking his medication. 
Artal et al., (2015) states that physical activity can be used as a useful tool for the preventing and easing of depressive symptoms. With Buddy stopping his athletics this could lead into a vicious circle of depressive feelings, with no exercise comes feelings of hopelessness and fatigue and with this feelings motivation to start physical exercise becomes even more difficult (Artal et al., 2015).  
Buddy clearly was suffering with his depression from early adulthood, Sarokhani et al. (2013) states that mental health problems will begin to appear by early adulthood, yet they will rarely get any help for their mental health. This appears to be the case with Buddy until the point where he was involuntarily hospitalised. According to the research (Bruffaerts et al., 2018) it is believed that 12-50 percent of college students worldwide present with at least one criterion of mental health disorders. 
Many causes of stress during college include academic pressure, competition, and feelings of not meeting parent’s expectations (Baykan et al., 2012). Again, all of these are factors which Buddy was dealing with whilst in his final year of university. 
With Buddy’s depressive symptoms worsening and the feelings of fatigue and lack of motivation increasing, his stresses from work and family life are becoming a bigger burden causing Buddy’s depressive symptoms to be heightened. Brain Therapy TMS (2022), state the loss of motivation can cause a vicious cycle to occur in a person who is struggling with depression which in result leads to even more lack of motivation. 
The fact that Buddy is reluctant to get help can be seen as a perpetuating factor, as this allows the depressive symptoms to go on for longer making it harder to break the cycle. NHS (2021), state that by learning to recognise triggers although will not stop the episode will allow you to get help in time. In Buddy’s case he appears to be in denial of any triggers which result him in not seeking the help required when needed.  

Protective Factors
When Buddy was hospitalised, it was clear that the medication was working as he was discharged from the hospital. NHS (2021), state that medication is one form of helping to prevent episodes of mania and depression, although they need to be taking the medication  on a long-term basis. As previously said Buddy used to have a huge love for athletics, so if Buddy was able to break the cycle and reintroduce exercise into his life this could hold great benefits to Buddy, as research shows (Schuch & Stubbs, 2019), that people who participate in higher levels of Physical activity present decreased depressive symptoms, and these results are consistent across different countries and cultures. 
It is clear from Buddy’s history that his wife is a huge protective factor. She has supported him through stressful times and made observations around Buddy’s worsening depressive symptoms, where she contacted the GP due to increasing worry and concern about her husband’s well-being. Research shows (Thoits, 1995) that support from a spouse especially emotional support can be seen as one of the most important predictors of an individual’s well-being. 

Proposed Treatment:
Taking everything into consideration it is believed the following treatments would benefit Buddy. Family therapy, Pharmacotherapy, CBT, and Exercise. 
Research shows (Miller, 2004), that family therapy when used in addition to pharmacotherapy can help patients to recover from mood episodes of bipolar disorder. Family therapy would be based upon the McMaster Model of the Family Functioning (Epstein et al., 1990). Taking into consideration the difficult relationships Buddy holds with his family with regards to communication, roles within the family and affective responsiveness, it is believed McMaster Model would be the most appropriate to use due to these areas being the most clinically relevant.  
As already stated medication has been seen to be successful for Buddy, however when he was discharged from hospital his compliance to continue with correct medication would fluctuate. Research shows that the underlying bipolar disorder needs to be treated with mood stabilizers as well as antidepressants. Although the use of antidepressants should not be taken long term (Montgomery et al., 2000).
Cognitive Behavioural Therapy (CBT), is used to teach people ways in which to approach thoughts differently. Researchers Kessing et al. (2013) found that for CBT to be most effective patients would need to receive 12 – 14 sessions. Patients who complete the full number of sessions are likely to have fewer depressive episodes.
The benefits of participating in physical activity has already been discussed alongside the difficulty in getting motivated whilst struggling with depression. Walking for Mental Health, (2022) suggest starting of slowing by walking for 10 minutes a day and slowing increasing this by 5 minutes until you reach 30 minutes. Mayo Clinic (2022), report that walking releases endorphins and natural pain killers which will improve sense of well-being. Rosenberg and Davies (2021), state that walking reduces overall stress levels, and improves quality and duration of sleep.
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