


Case Study on Buddy King 

Introduction
Buddy is a young black man; he is of African American descent. 
He is 28 years old. 
Buddy is now a married man. At approximately 24 years of age, he had an episode of depression, closely followed by a manic episode thus changing his diagnosis to bipolar disorder (BD).
During his senior year in a prestigious university, Buddy developed symptoms of a Major Depressive Episode (MDE). The Diagnostic and Statistical Manual of Mental Disorders 5th edition (DMS-5) that was published in 2013, shows the symptoms of MDE as: 
· Feeling sad, empty, anxious. 
· Irritability or crankiness.
· Insomnia or sleeping too much.
· Not eating or overeating.
· Sleeping problems.
· Losing enjoyment in things they like doing. 
· Aches, headaches, or cramps.  
· Suicidal thoughts or suicide attempts. 
· Restlessness.
· Fatigue.
· Trouble concentrating and remembering details and making decisions.
· Feelings of helplessness, and worthlessness.  
Whilst in University, a few days after his depression he experienced dramatic symptoms including, abnormally persistent elevated mood, grandiose and persecutory delusions, hyperactivity, and a decreased need for sleep. This shows in the Diagnostic and Statistical Manual of Mental Disorders 5th edition (DMS-5) that was published in 2013, as a full manic episode. During this time, he skipped lectures and his performance suffered greatly. He started drinking heavily, although previously he was a sensible drinker, he also started taking marijuana around this time. Also, around this time, his sexual appetite increased although he did not have a partner. He was found naked with a 15-year-old girl, by the campus police, in an empty building on campus. At the time, he was arrested, threatened with charges, that were later dropped. 
According to the DSM-5 (2013), Buddy was now showing symptoms in the category of a Manic Episode. Which include symptoms of grandiosity, decreased need for sleep, becoming talkative, racing thoughts, distractibility, increase in goal-directed activity and risk-taking behaviour. 
At the time, he was under a lot of pressure from his family, which caused him to be stressed. They were concerned that he was taking too long in his studies. He also had his doubts and put himself under a lot of pressure by stressing about what he would do as a career when the degree course in university was completed. 
Following on from his arrest, the morning after, he was hospitalized against his will. The diagnosis given was an acute manic episode. This episode lasted six weeks, the first two weeks, Buddy refused medication and was resistant to all treatment. He eventually accepted medication on the condition that he was not given lithium. The medication that Buddy was given for this first manic episode, was Haloperidol, Sodium Valproate and Depakote. 
Lithium is an oral psychiatric medication, used to treat bipolar disorder and also to treat major depressive disorder that does not improve following the use of antidepressants. It is used to reduce the risk of suicide. This is the drug that Buddy refused to take.
Haloperidol is used to treat mental/mood disorders. It helps you think clearly, you feel less nervous and can then take part in everyday life. It can also stop people from taking their own lives. It is used to treat acute psychosis, as in the DSM-5 (2013). Haloperidol was discovered by Paul Janssen in 1958 and approved by the U.S. Food and Drug Administration (FDA) in1967. 
Side effects of Haloperidol include dry mouth, increased saliva, blurred vision, loss of appetite, constipation, diarrhoea, heartburn, nausea (NHS, UK).
Sodium Valproate is a medication used to treat epilepsy along with bipolar disorder. It comes in either tablets, capsules, or liquid form. Common side effects are stomach pains, feeling or being sick, diarrhoea, dry or sore mouth, or swollen gums, tremors (shakes) in the body or unusual eye movements, feeling tired or sleepy, headache, weight gain, thinning of hair or changes of colour or texture of hair, as in the DSM-5 (2013). Sanofi has manufactured the medication since 1967 in France and since 1973 in the UK (NHS, UK).
Depakote is another medication used to treat bipolar disorder. This medication is an anticonvulsant, it is used to stop the manic symptoms of bipolar disorder (DMS-5, 2013).
The common side effects of Depakote can include stomach pain, feeling or being sick, diarrhoea, dry or sore mouth, swollen gums, shakes or tremors in a part of your body, or unusual eye movements, feeling tired or sleepy, headache, weight gain, thinning hair, changes to the colour or texture of your hair (NHS, UK). 
After Buddy was discharged from the hospital. He refused to take Haloperidol, but he continued taking the other medications he was prescribed.
Buddy lost his placement at the university after his arrest. Although the charges were dropped the university refused to let him return to his studies. This was a tough time for Buddy, he lost many friends who could not understand his actions, neither did they understand his condition, therefore distancing themselves from him. His family were upset with him too. Buddy had to find another university that would accept him. He transferred to the new university and completed his studies, gaining his degree in Business Management at the age of 24. 
Buddy’s family pressured him into taking his medication and were deeply upset with him when he stopped taking his medication. Buddy had to send into a laboratory a regular sample for testing to ensure he was receiving the correct dose. This caused numerous family disputes and conflicts and heated discussions between him and his family. 
However, Buddy had no further episodes since that initial first one, even though he was not taking any medication at this time. It is very unusual for a patient to not have more episodes after the initial one. Buddy completed his degree at another university but although he tried, he could not find a job. He started to work in the family food business as he could not find anything else. He met his wife in the first year after completing his degree and eventually they got married. He had no more manic episodes, but he did experience brief episodes of depression. However, the episodes were not long enough for him to seek medical treatment despite his wife urging him to seek medical attention. However, this time he listened to his wife and sought help for his depression. 
Buddy was born and raised in a very pressured and high achieving family. Buddy’s father was a very successful food manufacturer who encouraged all of his children to join the family firm. Buddy was the youngest of five children and he struggled to compete with his older brothers. He felt he had to put in more effort to live up to his brothers and his parent’s demanding expectations. Buddy’s father was a severe taskmaster and expected his children to live up to his very high standards. Buddy’s father was supportive but expected his children to be both responsible and honest. Each child was expected to agree with their parental views even if their own views were different to their parents. Differences of opinion were not acceptable and were not tolerated by the parents. The family was wealthy, the parents supported their children both financially and emotionally as long as their children had an agreeable outlook and agreed with their parents wholeheartedly. For example, any child that disagreed with the parents were given the cold shoulder, if later they rescinded their rebellious ways, they were then invited back into the family circle. 
Buddy can recall that as a child he was hyper conscientious and driven, something he can put down to the family environment at that time. Buddy can also remember being a perfectionist in school and that he had the same attitude in athletics. Buddy states that ‘he recognises that the family dynamics contributed to the conflicts in the family business decisions and possibly his recent depression’. Buddy’s older brothers were both high achievers, they set the ‘bar high,’ too high for Buddy to match, which in turn made Buddy put so much pressure on himself to match his brothers or to try and achieve a higher grade, which caused him to become depressed as he thought it was un-doable. 
Buddy’s family history is very interesting as many other members of the family also suffer from mood disorders. His mother has had recurring episodes of depression over the years, that were treated with antidepressants. His maternal grandmother and his oldest brother along with his paternal uncle have all been treated for depression by the outpatient department. Buddy’s maternal uncle has an alcohol problem and also suffers from bipolar disorder. However, the latter diagnosis is uncertain as he has been ostracized from the family. Bipolar runs in many families around the world. Some families will be at an increased risk of bipolar as it is hereditary. These families will have informed their doctors, who will have the family history on record. The families will have to understand what to look for and observe what is going on, their doctor will have given them the information that they need. If they have an episode, they will need to see their doctor, who would be there to help with medication or Cognitive Behavioural Therapy (CBT). CBT is one thing that could help. (Kring & Johnson, 2018).
At the time of referral to see a psychiatrist, Buddy King was a 28-year-old manager of the family food business. Buddy had been referred by his GP after his wife had phoned the GP to express concerns about her husband’s increasing depression. Over the past 2-3 months Buddy’s depressive symptoms had increased dramatically, which included sustained depressed moods, he had trouble concentrating, decreased interest and a withdrawal from activities he usually enjoyed. He also suffered from pessimistic views and became reflective about the future with sleep disturbance in the early hours. More recently he had suffered a decrease in sexual activity with his wife and he had suicidal thoughts. This is the second bout of mania, therefore Buddy is now diagnosed with bipolar I disorder, as shown in the DSM-5 (2013).
Bipolar Disorders include bipolar I disorder, bipolar II disorder. 
Bipolar I disorder is defined by mania. 
Bipolar II disorder is defined by hypomania and episodes of depression.
Bipolar I disorder and bipolar II disorder are episodic. Recurrence is even more common in these disorders than it is in major depressive disorder.
Bipolar I disorder affects less than 1 percent of the population. Estimates of the prevalence of bipolar II disorder are varied (.4 to 2 percent). (Kring & Johnson., 2018).
Although Buddy was aware of the escalation of his symptoms, he was hesitant to see a psychiatrist due to his fears of being classed as mentally ill or appearing to be weak. His symptoms, however, were interfering with his working day, his social life, and his marriage. Up until this point he had been energetic and devoted to his work, but he now found it very hard to get up in the mornings and go to the office. Buddy was a sportsman, he was fit and healthy, he enjoyed his athletic activities. He recently stopped doing all of his athletic training, once the changes in him had been pointed out, he agreed to see a psychiatrist.
The psychiatrist will place Buddy on medication, this would be the quickest option to get him stabilised. There are many medications to choose from, some are right for the patient, but some patients find they cannot tolerate some of the medications. Once the patient is on the correct medication that works for them, it is a matter then of discovering the right dosage. The Diagnostic and Statistical Manual of Mental Disorders 5th edition (DSM-5) that was published in 2013, can diagnose the patient and prescribe some treatments, either medication or therapies. MDD and bipolar disorder can be hereditary, and this would be helpful information for the psychiatrist in deciding which treatment to follow. 
Psychological treatments can supplement medication to help address many of the associated social and psychological problems. Cognitive Behavioural Therapy (CBT). The psychiatrist would have to explain to the patient what CBT entailed and then the patient could make an informed decision about the next course of treatment.
CBT is another treatment the psychiatrist could recommend. CBT is a fairly new therapy and has shown itself to be a helpful therapy, used for several mental health illnesses. At the moment there are not many qualified practitioners in CBT, but it is an upcoming therapy so hopefully, in the not-too-distant future every doctor’s surgery will have access to at least one therapist. This would decrease the need for medication so in the long term save the NHS a great deal of money (Hollon, et al., 2005). Depending on the reason discovered by the therapist there could be no need for medication, although in some cases the need for medication as well as therapy would have to be considered by the therapist. (Kring & Johnson, 2018). Beck’s theory was that depression was down to negative thoughts, Beck and associates developed cognitive therapy, the idea was to rewire the brain of the sufferer to think differently. The therapist would ask the patient to write down every negative thought that came into their head, whilst keeping a daily diary. Then with the therapist helping the patient, they would be able to turn each negative entry into a positive entry instead, thus causing the patient to think positively instead. This could help the patient to have a more positive outlook on life and any problems that occur. The therapist would talk to Buddy about anything that was troubling him, the idea of the therapy is to get to the root cause of the problem, the problem that is causing the depression and manic outbursts. The therapy could also help him deal with stress and anxiety plus his self-esteem. These psychotherapies can help reduce depressive symptoms and reduce the risk of hospitalization in bipolar disorder. Educating people about their illness is a common way to treat many disorders, including bipolar disorder. Psychoeducational approaches, help the patient learn about the symptoms of their disorder, the length of time said symptoms should last. The biological and psychological triggers that bring their symptoms on. Studies confirm that these strategies work and help people deal with their bipolar disorder (Colom, et al., 2003). It is important to teach patients to adhere to the taking of medication consistently (Merikangas et al., 2011). Psychoeducation educates the client on the importance of taking the medication even after the symptoms disappear, thus lowering the risk of a relapse. (Bond & Andersen., 2015).
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