Individualized Case Formulation
and Treatment Planning

Case formulation develops out of the assessment process and will sometimes guide it.
As your experience grows, it becomes increasingly apparent that certain features occur
together, and so you will inevitably be particularly interested in eliciting them. The
subgroups that we delineated in Chapter 1 emerge from such a process. However, it is
very important not to prejudge people: they do not necessarily fit the patterns we
weave for them. Assessment and formulation need to be an open frank exchange of
views, and it is particularly important to cover all relevant areas of personal and mental
health history.

A case formulation provides a framework from which to develop therapeutic in-
terventions, and constructing it in itself can be therapeutic. Providing a way of under-
standing the different elements in the person’s life that have combined to lead to the
current problems can allow the person him- or herself with—or sometimes without—
further support to address them. Usually a collaborative process of focusing on specific
issues develops.

The specific formulation that you deduce can be written down on a white board or
large paper sheet, but you do need to be aware of how such an approach will be viewed
by the person. Some find it intimidating, particularly where:

e Schooling has been a negative experience,

e Their literacy is limited.

e They have problems with authority figures and see this as a “teaching” ap-
proach.

e Where a particularly painful episode is being reviewed.

What is included in the formulation presented to the person also needs consider-
ation. For some people, a simple diagram linking stress to vulnerability may be suffi-
cient (see Figure 6.1): This can be explained by demonstrating, using the diagram, that
some people have a very low level of vulnerability but a level of stress so high that they
become ill (A in Figure 6.1), whereas others may be very vulnerable, in which case rela-
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High stress—
low vulnerability (A)

Stress

High vulnerability—

low stress (B)

Vulnerability

Stress—vulnerability.

tively low levels of stress can lead to illness (B). For some people, an awareness of the
link between pressure and negative symptoms, especially motivation, may be enough
to understand, at least initially.

But, whatever is presented, the therapist does need a clear balanced formulation
from which to work. Understanding the person’s background is the first step, includ-

mg:

e Predisposing or vulnerability factors: those issues that may make the person more
sensitive to stress and specifically to developing a psychotic illness (e.g., family
history of mental health problems, especially psychosis; personality characteris-
tics, such as tending to be very solitary [“schizoid”], sensitive, or paranoid; or
brain injury, which may contribute to developing symptom:s).

e Precipitating factors: those relevant experiences that immediately preceded the
person becoming ill—a detailed discussion of the period building up to the first
episode allows identification of factors that the person also identifies or agrees
were relevant.

o Perpetuating factors: those issues that make full recovery more difficult or relapse
more likely (e.g., lack of income, poor housing, poor treatment adherence, isola-
tion, and difficult relationships).

e Protective factors: the strengths which can aid recovery (e.g., intelligence, relation-
ships, interests, and aptitudes).

Next, identify current problems. Check whether the initial presenting problem
(even if it occurred years before) remains a problem to be dealt with.

Next, clarify which thoughts, feelings, and behaviors predominate and are rele-
vant to illness. Similarly, physical symptoms and social circumstances of relevance—
whether or not identified as problems—need to be included in the formulation.

Finally, have any underlying concerns been identified? This is a more difficult area,
and it may be that schematic beliefs, rules for living, or more simply general social or
psychological factors that seem to be driving delusional beliefs and behavior (e.g., “I
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need a girlfriend,” “My parents hate me”) will be included here (see Chapter 9 on delu-
sions for further discussion of this).

The formulation may then take the form of a paragraph or be set out diagrammati-
cally (e.g., Appendix 5.1, “Making Sense”). It may be that some components (e.g.,
thoughts, feelings, and actions) will be particularly emphasized and others provided in
less detail, but this will vary from person to person. Its content needs to be checked
with the person with whom it has been developed, but the way in which this is done
needs careful consideration. Factual matters may be clarified, connections discussed,
and for some the diagram used in full, but it is important not to overwhelm the person.
A copy may be given to the client, as well as perhaps a tape of the discussion describing
it.

There will be times when the formulation cannot be agreed upon completely with
the client, but establishing where the differences lie can be valuable. It is important not
to be challenging over this, and if the person wants parts removed it will generally be
best to do so—or, better, develop a compromise way of expressing the key disagree-
ment(s).

TREATMENT PLANNING

Engagement and assessment are continuing processes throughout therapy that will en-
sure that the person remains engaged and collaborative in the evolution of the formula-
tion. Specific work on symptoms comes out of the formulation, for example, the initial
issues leading to delusions or hallucinations will emerge, and discussion of these will
almost inevitably ensue. There will then be exploration of them and alternative expla-
nations by gathering relevant information from the person’s own knowledge, that of
the therapist, or sought from elsewhere (e.g., friends or libraries). Figure 6.2 illustrates
the sequence of therapy in very broad terms, and further chapters will describe the
components in more detail.

Assessment

Especially of initial episode

What are the client's explanations?
Develop a formulation

Look for alternatives with the client—normalize

Work on beliefs about Debate delusions
hallucinations and underlying beliefs
Understand and work with negative symptoms,
thought disorganization, etc.

Engagement

The therapeutic process.
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/Predisposing factors \/Precipitating factors \/Perpetuating factors \/Protective factors \

Possible family history Not coping at college <t Trying too hard Above-average intelligence
of depression Few friends Family support

No birth trauma Relationship with father Physically fit

Shy, introspective poor—ctitical
personality Mother oversupportive?

\ A A p A J

Current concerns

1. People keep talking about me 2. Can’t concentrate

“l don’t fit in” Depressed Isolating himself—keeping to his

“They know what 'm thinking” Anxious and sometimes angry us:]’;' ;if/:to do anything

Anger toward mother

“I can pick up their thoughts
sometimes”

Visions of “colorful patterns”

Occasional critical voices

\ AN AN

A

/SOCIAL PHYSICAL
Friends all moved away Feeling eyes being moved sideways by external force
Lives with family Not sleeping at night but stays in bed during the day
P J
1 A
UNDERLYING CONCERNS
Future job and relationship prospects
~ J

Gordon’s (sensitivity psychosis) formulation.

USING THE FORMULATION

The process of developing the formulation with the client can be therapeutic in itself as
a structure begins to emerge from an often disorganized group of symptoms and expe-
riences. For Gordon and his family, as will be discussed later, a major step forward was
developing an understanding of key elements, particularly the “vicious cycle” devel-
oping between deteriorating performance, “trying too hard” to compensate, and then
increased anxiety and eventually demoralization, worsening performance still further
(see Figure 6.3). Other factors were also relevant (e.g., isolation and poor social perfor-
mance), and a treatment plan also included them.

Frequently a few linked thoughts and experiences form a key axis to work
with—for example, as illustrated in the formulation in Figure 6.4, the link between
flashbacks and the initial drug experience has been very important for Craig. There
are other links of significance, but being able to reconceptualize the voices and con-
trol as being a “flashback” to previous drug-precipitated episodes aided his insight
considerably.
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/Predisposing factors \/Precipitating factors \/Perpetuating factors \/Proteclive factors \

Mother—postnatal Use of cannabis Isolation Good social skills
depression and LSD Intelligent
Disrupted childhood Physically fit

\ A A A J

Current concerns

1. “Pressure” 2. Voices
> /
@OUGHTS / \ﬁEEUNGS x@ﬂONS \
Voices—“kill yourself” 1= Distress with “voices and pressure” Isolates himself especially when

flashbacks occur

“A foreign agency controls me” ’
Uses music to relax

Suicidal thoughts and often intent

\ AN AN

N

/SOCIAL PHYSICAL
Few friends—and those are drug users Feelings of pressure over back of head
Well settled into accommodations Facing restlessly—medication-related?

Occasional contact with father

\ 4
e N
UNDERLYING CONCERNS
None specifically identified as relevant
\ J

Craig’s (drug-related psychosis) formulation.

Finding relevant connections can assist in reattributing symptoms—as can specific
work described in later chapters on delusions and hallucinations. Strengths can be mo-
bilized and maladaptive behaviors can be identified. However, the formulation devel-
oped with the client may need to be very simple, even though the therapist may need
to build a more detailed understanding; for example, a simple diagram making the key
connections was most appropriate with Gillian (see Figure 6.5).

With the client it is possible to identify and agree on key areas to work on, for ex-
ample, voices, isolation, or weight loss—or all three. These can be addressed individu-
ally or (as described in later chapters) through work on underlying beliefs. This turned
out to be the situation with Paul, as usually occurs with anxiety psychosis (see formula-
tion in Figure 6.6). He was able to eventually see links between his symptoms and his
situation—and possible precipitants for his illness. The conviction in his delusional be-
liefs persisted, but he allowed the therapist to work with him on his underlying con-
cerns about his sexuality and his future as distinct issues.
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VOICES

“You're useless”

“You're a slut”

DISTR

Threats

EXPERIENCES

by brother

ESSING

and abuse

Gillian’s (traumatic psychosis) formulation.
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/Predisposing factors

No family history or birth
trauma

“Dark secret™—brother
went into care at age 3

AN

\/Precipitating factors

Problems getting work
Elder brother’s promotion
Ex-girifriend due to get

married

\/Perpetuating factors

Not many friends
Family anxieties?

AN

\/Protective factors

Good social skills
in fine arts

Family support
Physically fit

AN

Very intelligent—degree

~

\

Current concerns

N

Lives with family

Insomnia

1. No job. 2. Not sleeping. 3. Anxious.
G J
GOUGHTS \GELINGS \G}TIONS \
“T'm turning into a woman” Distress Fr‘eviouely rfnjoyed dressing
“I've been videotaped and will be Fear++ B inwomen's GIOtlhee
prosecuted” 5€5 music to relax
“I'm to blame for the massacre
at Dunblane”
Suicidal thoughts
/SOCIAL PHYSICAL \
A few friends Anxiety, stomach discomfort, tremors

\ J
4 A
UNDERLYING CONCERNS
“l am to blame”; “| must achieve to get approval”; “Something’s so terrible it can’t be spoken about”
L Sexuality—future job and relationship prospects )

Paul’s (anxiety psychosis) formulation.
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SETTING TARGETS

Target setting needs to be cautious, as failure to achieve targets can affect engagement,
morale, and subsequent performance. Initially the process of establishing the key con-
cerns of the client is important, and it may then be sufficient just to convey that “what
we want to do is deal with these concerns in any way we can.”

As engagement is established and formulation develops, other targets may
emerge—for example, “to be able to go out and cope better with other people talking
about me.” The therapist’s goals may be “insight,” but an explicit target “to stop you
from believing people are talking about you” would not be collaboratively developed
or appropriate at this stage for the client. Agreeing about “coping” is often a reasonable
compromise position to take while not colluding in the belief.

Goals may be practical—for example, “to get a job or girlfriend”—or emotional—
for example, “to reduce the distress caused by my voices.” Clients may suggest targets
that may be overambitious, for example, “getting rid of my voices.” Negotiation can
usually lead to “coping with my voices” as a more realistic goal, at least in the short
term (even though some people do become free of voices over time). Setting goals for
negative symptoms is discussed in detail in Chapter 12.

MANAGEMENT OF CLINICAL SUBGROUPS

Consideration of the clinical subgroups previously described can assist in identifying
the type of work that is likely to be successful. It is, however, very important to ensure
that it is consistent with the formulation and rooted in it. With sensitivity psychosis,
negative symptoms are particularly prominent as an issue and often the prime focus of
caregiver concern. Providing a clear rationale for action and sharing the formulation
can overcome caregiver objections and improve collaboration with the person him- or
herself. Positive symptoms frequently involve delusions of reference, thought interfer-
ence, and paranoia, although a range of other disparate symptoms can present, but of-
ten with fluctuating conviction. Thought disorder can sometimes confuse communica-
tion and be exacerbated by the therapists focusing too energetically on delusional
beliefs and voices (see Figure 6.7).

Work with the drug-related group involves identification and full description of
the initial episodes, which enables comparison between current symptoms and earlier
experiences to be made, there by facilitating reattribution. Personality factors such as
schizotypal, schizoid, and antisocial traits can be prominent etiological and maintain-
ing factors. People with schizoid and schizotypal personalities often start using drugs
as part of a mystical search for meaning. Those with antisocial personalities often begin
using hallucinogens as part of a personal rebellion against society. Both the search for
meaning and the rebellion can be addressed within-session, with the aim of leading to a
reduction in hallucinogen use. Caregivers have often been through serious crises them-
selves, often through relationship difficulties, and these need to be sensitively taken
into account when working with clients. This is especially true where work with critical
expressed emotion is an issue, as frequently it is. Collaboration over issues such as
medication and activity scheduling needs a patient, negotiated, and consistent ap-
proach, which can put a strain on the therapeutic relationship from both sides (see Fig-
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Set realistic
goals for

client and caregiver
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Management of sensitivity disorder.

ure 6.8). Continuing work on drug misuse, where needed, utilizes principles described
in Chapter 13.

The dominant symptoms with traumatic psychosis, as described previously, tend
to be abusive, commanding hallucinations and depressive episodes related to the past
traumatic events. Work involves reattribution and work on content and underlying be-
liefs (see Chapter 10). Unfortunately, these voices often seem, to be resistant to medica-
tion, at least in part. Exposure work on the traumatic events themselves can be too dis-
tressing for many clients, but work on the beliefs surrounding them can be possible and
successful with time (see Figure 6.9).

With anxiety psychosis (see Figure 6.10), the predominant problems tend to be the
delusional beliefs, which are often systematized. Work with these is described in Chap-
ter 9. Normalizing and developing alternative explanations are often useful, especially
early on and in engagement, but techniques for dealing with resistant delusions (e.g.,
inference chaining and work with underlying beliefs), are usually employed to good ef-
fect.

Early diagnosis important
Err on the side of caution?

e _ R r __ M
Involvement of caregiver: Concordance negotiation

proactive and patient; Motivational interviewing
modify if high EE Nonjudgmental attitude

4 ) 4 ™\

Collaborative formulation: Di hallucination
link to past drug iscuss hallucinations as

. intrusive memories
episodes
N J N J

Management of drug-related psychosis.
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What are the voices
you hear saying?

I
[ | 1

If you can't say: are Do you believe If “normal thoughts”
they rude of abusive? them? Do you feel or a thought
telling you to harm you have to do echo, why do
yourself or another? what they say? they upset you?
I I
What can you Distinguish between Use tecr_miques to
have done to thoughts and actions feattribute to
deserve such distress? own thoughts

Management of traumatic psychosis.

INDIVIDUALIZED CASE FORMULATION AND TREATMENT

Gordon (sensitivity psychosis): The key issue arising from the formulation was
the need to connect Gordon’s stressful circumstances (i.e., school pressures and
college work) to vulnerability (i.e., his quiet contemplative personality, with per-
petuating factors such as the family atmosphere and expectations). A conceptual-
ization of the problems in terms of stress sensitivity was credible to Gordon and
his family. A full written formulation (Figure 6.3) was used to explain this.

Craig (drug-related psychosis): The essential elements involved the initial precipi-
tant—drug misuse—and vulnerability from limited family support (Figure 6.4).
The term “flashbacks” helped link the perceptions experienced to the initial epi-
sode, which was a key element in the formulation.

Gillian (traumatic psychosis): As assessment evolved, a simple formulation (Fig-
ure 6.5) was developed, with Gillian linking together the abusive events that had
occurred and the voices she was hearing. Her vulnerabilities—associated with her
limited emotional and practical skills—were included, but in a noncritical support-
ive way, with the emphasis on actions that could be taken to diminish them.

Trace antecedents
of initial episode
Construct rationale from formulation
Develop explanations

HALLUCINATIONS DELUSIONS

Reattribute them Generate alternatives Identify concerns (e.g.,
Understand content Systematic reasoning relationships, shame,
Use coping strategies Inference chain poor self-esteem)

Management of anxiety psychosis.



Individualized Case Formulation and Treatment Planning 77

Paul (anxiety psychosis): The importance of formulation in work with Paul can
hardly be overstated (Figure 6.6). Its development was fundamentally important
in allowing him to understand and appreciate the context in which his beliefs had
developed. It assisted in the development of the therapeutic relationship, as the
holistic approach circumvented direct confrontation over his beliefs. This enabled
him to begin to examine his beliefs with the therapist. Underlying concerns about
his future and sexuality played a major role in the generation and perpetuation of
his symptoms which, once identified, he became prepared to work on.





