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Case Study:
Psychological analysis of Buddy King's challenges and treatment options.

Background Introduction to Buddy:
Buddy King, a 28-year-old African American, is a manager in the family food business, drawing on his business management degree earned at 24 years old. Growing up as the youngest in a high-achieving family of five, Buddy grappled with the demanding expectations of his father, a successful food manufacturer. Compliance with parental views was paramount and linked to financial and emotional support. Despite completing his degree and entering the family business, Buddy's history is marred by a significant manic episode during his senior year at a prestigious university, which led to an academic decline, an arrest of which charges were later dropped and eventual involuntary hospitalisation. Post-discharge, Buddy faced challenges, including a university transfer, strained relationships, and ongoing psychiatric treatment.

Introduction to Buddy's Current Situation:
Buddy's wife expressed concerns, leading to his recent referral to a psychiatrist due to escalating depressive symptoms over the past 2-3 months. Despite the significant impact on various aspects of his life, Buddy's hesitation to seek professional assistance is apparent. Buddy's current clinical profile is marked by enduring expressions of sadness, notable depletion in energy levels, cognitive challenges, reduced enthusiasm for once-enjoyable activities, social withdrawal, and preoccupation with pessimistic thoughts accompanied by disruptions in sleep patterns. The historical backdrop of a manic episode and the absence of recurrent episodes post-medication discontinuation adds complexity to understanding Buddy's current presentation. This complexity necessitates a nuanced and comprehensive approach considering both immediate and historical factors influencing Buddy's mental health.

Diagnosis:
This case formulation employs the biopsychosocial model (Engal, 1977) to explore interactions between psychology, biology, and socio-environmental factors influencing various life aspects. While adhering to the medical model and DSM-5 criteria ( DSM-5; American Psychiatric Association [APA], 2013), the biopsychosocial model is employed to comprehend factors contributing to Buddy's diagnosis. Currently, Buddy is under consideration for a probable diagnosis of Bipolar I Disorder, highlighting the need for a comprehensive clinical history for diagnostic precision. It is crucial to acknowledge that the precision of the diagnosis hinges upon a comprehensive and meticulous clinical history. Buddy's previous encounter with a noteworthy manic episode during his concluding year at college, characterised by heightened mood, grandiose delusions, and involvement in risky behaviours such as excessive alcohol and marijuana consumption, fulfils the criteria for diagnosing a manic episode (APA, 2013). 
Furthermore, Buddy's enduring low mood, reduced energy, concentration difficulties, and diminishing interest in activities, despite his prior enthusiasm as an avid athlete, accompanied by pessimistic and suicidal thoughts for at least one week, collectively meet the criteria for a Major Depressive Episode (MDE) as outlined in the DSM-5 (APA, 2013). Although an MDE is not mandatory for diagnosing Bipolar I Disorder, the frequent co-occurrence of manic and depressive symptoms substantiates the diagnosis when both are concurrently present (Arjmand et al., 2019). The absence of recurring manic episodes, even after discontinuing medication, introduces complexity to the prevailing clinical presentation, underscoring the episodic nature inherent in Bipolar I Disorder (APA, 2013).

Presenting problems:
Buddy's complex challenges stem from a previous manic episode during college that led to his arrest by Campus police. Despite the dismissal of charges, Buddy's release led to involuntary hospitalisation, reflecting a higher likelihood of such detentions among individuals from Black and minority ethnic (BME) backgrounds, as indicated by Gajwani et al. (2016). However, the elevated rates of detention within the BME community are linked to higher instances of mental illness, heightened risk factors, and diminished social support, challenging the assumption that ethnicity alone is the sole determinant of this disproportionality (Singh et al., 2013). Buddy's present condition, marked by an MDE and suicidal thoughts, adds complexity to his clinical situation, impacting various aspects of his life, including work and relationships. The social consequences of being shunned by friends after his manic episode in college further contribute to the intricacy. Peer support becomes crucial, providing empathy and shared experiences to alleviate feelings of isolation. Research by Naslund et al. (2014) explored how individuals coping with severe mental illness use social media (SM) for peer support. The study, analysing 3,044 comments on 19 videos on YouTube featuring those with schizophrenia and bipolar disorder, revealed themes such as reducing isolation, providing hope, peer exchange, and coping strategies, underlining the potential significance of peer support for individuals like Buddy and suggests that the absence of such support from his college friends may have contributed to his mental health deterioration. However, while SM fosters community, risks arise due to a lack of anonymity, potentially compromising privacy and mental health, underlining the nuanced nature of online peer support.
Moreover, Buddy's reluctance to seek psychiatric assistance, fuelled by concerns about societal judgment, poses a formidable barrier to timely intervention (Corrigan & Al-Khouja, 2018). However, acknowledging this reluctance as the initial step towards change is imperative (Johansen et al., 2022). Buddy's high-achieving family, marked by strict expectations and minimal tolerance for disagreement, highlights the crucial role of family dynamics in influencing his mental health challenges, underscoring the effects of elevated expectations and restricted dissent tolerance on his overall well-being (Perry & Pescosolido, 2015). Buddy's history of a manic episode, MDE, and strained relationships creates a multifaceted set of presenting problems requiring a comprehensive and culturally sensitive care plan that considers historical, current, and societal factors.

Predisposing Factors:
In exploring predisposing factors for Bipolar I Disorder; Buddy's family history is significant. His mother's recurrent depression, maternal grandmother's, paternal uncles', and oldest brother's outpatient treatment for depression, along with Buddy's maternal uncle's alcoholism struggles, collectively form a family pattern of mood disorders. Menezes et al. (2019) identified specific genetic markers associated with depression and bipolar disorder, underlining the hereditary component of these conditions. Buddy's family's clinical history prompts an exploration into the genetic basis of his current mental health challenges. Song et al.'s (2016) comprehensive genome-wide association study identified multiple genetic loci associated with bipolar I disorder, highlighting its polygenic nature. While genetics, with an estimated heritability of 60-85%, plays a substantial role, Misiak et al. (2018) emphasise the crucial interplay with environmental factors, including symptom heterogeneity and intricate gene-environment interactions. Robinson and Bergen (2021) underscore the need for a nuanced understanding of the interwoven genetic and environmental factors influencing mental health in bipolar disorders. Discussing further, Gene-environment interaction models, as proposed by Zwicket et al. (2018), suggest that genetic predispositions may interact with environmental stressors, amplifying the risk of depression and Bipolar diagnosis. In Buddy's case, the convergence of family history of mental health and high-achieving family environment may have synergistically contributed to his vulnerability, which must be considered to comprehend the etiological factors impacting Buddy's mental health thoroughly.
         Furthermore, recent findings highlight the link between family criticism/hostility and heightened depressive symptoms in individuals, especially those with bipolar disorder (Trombello et al., 2019), aligning with earlier research by Reinares et al. (2016) stressing the increased risk of relapse in individuals with bipolar disorder exposed to such family dynamics. Buddy's mental health struggles may be seen to be intricately connected to an authoritarian parenting style, marked by demanding expectations and limited tolerance for disagreement, aligning with studies associating authoritarian parenting with elevated perfectionism and internalising behaviours (Scharf & Goldner, 2018). The recent emergence of Buddy's depressive symptoms may be linked to the pressure to conform to these expectations, particularly within the context of bipolar I diagnosis (Cao et al., 2021). The discussion invokes Albert Bandura's Social Learning Theory (1963), suggesting Buddy could have adopted specific behaviours and expectations observed in the authoritarian parenting style, proposing that individuals acquire behaviours by observing and imitating others, especially within a social setting (Bandura, 1977). A culturally sensitive assessment considering genetic, environmental factors, and individual variations is crucial for understanding Buddy's case and tailoring effective interventions. 

Precipitating factors: 
Buddy's existing challenges may be linked to underlying factors rooted in his family dynamics. Brought up in a high-pressure environment that prioritised achievement, Buddy faced constant competition from his older brothers. The family's financial support was contingent on maintaining compliant attitudes, creating an environment where dissent was not tolerated. Growing up, Buddy developed meticulous and driven tendencies, which may be attributed to the family environment. These dynamics extended to conflicts within the family business, potentially contributing to Buddy's recent struggle with depression. The strain on Buddy's intimate relationship, marked by reduced sexual activity, introduces complex interpersonal challenges such as communication issues, emotional disconnect, and potential impact on overall relationship satisfaction and intimacy. Buddy's hesitancy to seek psychiatric help may align with the concerns highlighted by Helu-Brown and Aranda (2016), as the fear of being perceived as mentally ill or weak, coupled with societal judgment and stigma, could act as a substantial barrier to timely intervention. This underscores the critical importance of destigmatising mental health care, as Akinnusotu et al. (2023) stressed, highlighting the challenges individuals like Buddy face in overcoming societal barriers to seeking help.
Moreover, in Buddy's final year at university, he displayed signs of depression, coinciding with heightened psychosocial stress, which may have originated from family pressures. His family expressed dissatisfaction with the extended duration of his college education, adding to Buddy's worries about his future career. Buddy's situation aligns with the psychosocial stress theory, which posits that environmental stressors, especially of a psychosocial nature, play a significant role in mental health challenges (Thoits, 2010). In Buddy's situation, the stressors linked to family expectations and uncertainties about his career path served as precipitating factors, potentially exacerbating the onset of depressive symptoms. Nevertheless, it is crucial to recognise the multifaceted nature of mental health outcomes, considering genetic predispositions and individual coping mechanisms. Therefore, while the psychosocial stress theory offers a valuable framework, its application must be situated within a broader perspective considering the intricate interplay of biological, psychological, and social factors influencing an individual's mental health (Woods, 2019). An intervention that addresses both recent triggers and historical influences on Buddy's mental health is imperative. 

Perpetuating factors:
Buddy's mental health challenges could be shaped by the dynamics within his high-achieving family, where intense pressure and sibling competition fuelled his persistent pursuit of perfection. The family's intolerance for dissent and emphasis on compliance may have resulted in conflicts in Buddy's academic and athletic pursuits, potentially contributing to his recent episode of depression. Financial and emotional support from his parents became intricately linked to maintaining a compliant attitude, creating a complex connection that tied Buddy's self-worth to family expectations. Joining the family business after Buddy completed his degree perpetuates challenges; intertwining family success with personal accomplishment and distorting boundaries between personal and professional life in the family business amplify pressure (Dumas & Sanchez-Burks, 2015). Thus, hindering his ability to break free from persistent family expectations. Buddy's family history, marked by recurring mental health issues, complicates his challenges, possibly influencing his reluctance to seek psychiatric help due to concerns about hereditary factors and perceived stigma within his family. Buddy's reluctance may correspond with societal norms of traditional masculinity, as noted by Busfield (2017). Buddy may be navigating expectations that discourage men from openly addressing mental health concerns, emphasising the importance of challenging these norms, creating an environment where seeking help is seen as a strength, and promoting emotional well-being without compromising masculinity.

Protective factors:
Buddy's wife emerges as a crucial protective factor in his rehabilitation journey, actively seeking help and providing invaluable social support. Her proactive stance reflects significant emotional assistance, fostering a positive environment for Buddy. Contemporary research, as highlighted by Jakubiak and Feeney (2016), underscores the positive impact of spousal support on mental health outcomes, accentuating the pivotal role of Buddy's strong marital bond in acting as a protective factor. Accepting and leveraging social support is vital for enhancing rehabilitation efforts and crafting effective treatment plans, as discussed by Schmitt and Yarosh (2018). In Buddy's situation, nurturing supportive relationships and a balanced lifestyle can act as protective factors, helping mitigate the impact of mental health challenges.
Moreover, Buddy's attainment of a business management degree and integration into the family business following a manic episode and his efforts to prevent a recurrence illustrates a compelling narrative of resilience, determination, and adaptive coping amid mental health challenges (Angeler et al., 2018). Nevertheless, it is crucial to recognise that protective factors, while significant, do not guarantee positive mental health outcomes (Fusar‐Poli et al., 2021); effectiveness can be influenced by the interplay with risk and perpetuating factors. For instance, while potentially protective, Buddy's decision to join the family business also introduces complexities as a perpetuating factor. Current literature, such as Rowland and Marwaha (2018), underscores the dynamic interaction between protective and risk factors in bipolar disorder. This implies that various elements, both positive (protective) and harmful (risk), continually interact and influence each other in shaping the course and outcomes of bipolar disorder. Understanding this dynamic interaction is crucial for comprehensive assessment, treatment, and support strategies in managing bipolar disorder for Buddy.

Comprehensive Plan of Care for Buddy King:
Crafting a comprehensive treatment plan for Buddy King is suggested to involve aligning interventions with Buddy's intricate clinical and personal history, drawing on contemporary literature for optimal effectiveness. Recent studies highlight the efficacy of Cognitive-Behavioural Therapy (CBT) in bipolar disorder, making it a pivotal psychotherapeutic approach to address Buddy's escalating depressive symptoms by modifying negative thought patterns, which may be beneficial to Buddy's healing process (Mezes et al., 2021). Psychoeducation emerges as a crucial component, enhancing Buddy and his family's understanding of mood disorders, with literature indicating its positive impact on treatment adherence and outcomes (Javadpour et al., 2013). Family therapy is deemed key for Buddy's case, supported by studies advocating its effectiveness in reducing relapse rates and improving overall family dynamics (Brickman & Fristad, 2022). Integrating psychoeducation and family therapy can provide a comprehensive therapeutic approach for Buddy, addressing both individual understanding and family dynamics as integral components of his treatment plan. A crisis intervention plan addresses Buddy's hesitancy in seeking treatment during symptomatic periods, drawing on literature stressing the importance of crisis planning in preventing adverse outcomes (Levrat et al., 2024). The plan for Buddy is based on evidence-based practices and contemporary literature, including incorporating supported employment strategies within the family business, as Modini et al. (2016) recommended, enhancing Buddy's overall work-related well-being. Recommended further is sports therapy, rooted in current literature highlighting its positive impact on mood regulation and overall mental health (Martín-Rodríguez et al., 2024). Sports therapy aims to reintegrate an enjoyable and meaningful activity into Buddy's life by identifying personal factors and interests before diagnosis, which are integral to fostering holistic well-being.
Furthermore, integrating Buddy's input into the decision-making process for the care plan holds paramount significance in optimising Buddy's mental health treatment. Active participation may empower Buddy and instil a sense of ownership and responsibility, enhancing overall engagement in the treatment. Adopting a personalised approach, accounting for Buddy's unique experiences and preferences, ensures that the treatment is tailored to individual needs, thereby upholding Buddy's autonomy and dignity grounded in trust and mutual respect. Regular follow-up and monitoring, cultural sensitivity, and collaboration with primary care are woven into the plan, aiming to comprehensively address the multifaceted nature of Buddy's diagnosis and mental health challenges.

Treatment challenges
Addressing Buddy's initial hesitancy toward treatment, ongoing efforts to build rapport and trust, and addressing concerns will be essential. Family therapy may encounter setbacks due to entrenched family expectations, necessitating adjustments in therapeutic approaches to foster a supportive environment. Challenges within the family business may arise despite supported employment strategies, requiring flexibility in the occupational support plan. Encouraging Buddy's participation in sports therapy may face hurdles, necessitating programme adaptations aligned with Buddy's preferences. Consistent follow-up may encounter obstacles, given Buddy's reluctance or external factors, accentuating the need for regular adjustments to the plan. A dynamic and personalised approach, marked by flexibility and ongoing collaboration with Buddy, his family, and the treatment team, will be crucial in navigating these challenges and ensuring the overall success of his mental health journey.

Future Directions:
As Buddy's progress in treatment continues, the suggested focus will shift towards relapse prevention, involving incorporating coping mechanisms and stress management techniques. In addition to periodic mental health assessments, genetic counselling will provide valuable insights. Achieving sustainable positive outcomes will depend on Buddy's commitment, ongoing support from loved ones, especially Buddy's wife, and the flexibility of interventions.
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