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Identification of Risk
The purpose of a psychological risk assessment is to identify the risk of harm to an individual and/or others based on knowledge of the psychological and social factors (Department of Health [DoH], 2009; University of Manchester, 2018). It exists to identify specific care and support needs to reduce risks and enable the individual to move forward in their recovery. This risk assessment will aim to follow the Department of Health’s best practice points for effective risk management (2009) and will therefore take a structured positive approach, focussing on the strengths of the individual with a view to recovery.
This assessment will outline risks in the case of Patty Bensusan, a 5’4” 19-year-old Caucasian woman. For the last couple of years Patty has been severely restricting her food intake leading to a dramatic loss in weight and some major physical health concerns. She has also been engaging in excessive exercise. These behaviours have led to a diagnosis of anorexia nervosa (AN), a period of hospitalisation and a major depressive episode.
The risk to Patty’s physical health is serious. Already slightly underweight, Patty’s weight has fluctuated significantly over the last couple of years. At one point she weighed only 92 pounds with a BMI of 15.8. According to the DSM-5 (American Psychiatric Association [APA], 2013), this is a severe case of AN. Patty experiences considerable fatigue, sleep problems, recurrent viral and bacterial infections and has stopped menstruating, all common symptoms of AN (APA, 2013; Beat, 2020). Doctors are also concerned over more severe and potentially long-lasting side effects including low pulse, cardiac problems and a substantial loss of bone density. Without effective treatment, Patty is at serious risk of greater physical decline, organ failure and even death (National Institute of Mental Health [NIMH], 2018).
Patty’s mental health is also a serious concern. Patty is constantly preoccupied with thoughts of food and consumed with a fear of gaining weight. Her academic performance has declined. She has become very withdrawn. Her mood is sad and anhedonic, and she has recently experienced a major depressive episode. AN has strong links to a number of mental health conditions including depression, anxiety, obsessive-compulsive disorder, substance use disorders, bipolar disorder, personality disorders and suicidal ideation (APA, 2013; Godier & Park, 2014; Halvorsen & Heyerdahl, 2006; NIMH, 2018; Resmark et al., 2019). 
Patty is also facing other potential risks to her wellbeing related to moving away to university. She will have to learn to live and care for herself independently and will be responsible for her own food shopping and meals. Given her restrictive behaviours towards food and her tendency to skip meals, this is an area of concern. She will also be responsible for getting herself to her own medical appointments. Additionally, given the decline in Patty’s academic performance and the fact that her place at university is dependent on her physical health, if Patty were unable to make progress or were to regress, her place at university could be in jeopardy.
Although the risks are considerable, there is also reason for optimism as Patty has shown a capability and commitment to getting well as she worked to meet the conditions for attending university. Research also shows that with the right support and treatment complete recovery from AN is possible (NIMH, 2018).

Static and Dynamic Factors
Patty’s behaviours are generally static and predictable. Patty consistently avoids eating and restricts her food intake. She has expressed a persistent desire for an empty stomach and has an intense fear of gaining weight. Patty invariably has a very poor body image and low self-esteem which fuel her preoccupation with losing weight. 
Patty also has a strong pull to excessively exercising, which was a persistent factor in her early illness. However, due to the significant impact her condition has had on her body, she is not currently permitted nor physically able to engage in exercise. However, Patty still continues to undertake daily brisk walks, an indication that she still tends towards over-exercising. 
Patty’s relationships are both static and dynamic in nature. Whilst Patty has a good group of close friends, she has also been hurt by the estrangement of a close friend and the infidelity of an ex-boyfriend. Her ex-boyfriend has recently been in contact again after finding out about Patty’s condition and has expressed concerns about her health which has not helped Patty. In addition, whilst being very close to her older sister, Patty also has a tendency to compare herself and often feels inferior. These kinds of fluctuating relational dynamics are detrimental to Patty’s progress and invariably cause negative reactions from her. The perceived rejection of others seems to tap into Patty’s low self-esteem and causes her to redouble her efforts and commitment to her anorexic behaviours. Patty consistently feels anxious about social interactions, struggling with things like eating in front of people which makes social arrangements quite anxiety-provoking. 
Another factor which is both static and dynamic is Patty’s cycle of awareness and denial of her condition. This type of cycle is common with AN (APA, 2013; Pisetsky et al., 2016) and is therefore to be expected. However, there is little to predict how and when Patty will alternate between attitudes making it more dynamic and unstable. 
There are additional dynamic factors which could pose a risk. The biggest concern is the relocation to university as this will bring much change and a move from a familiar, stable environment to a new and less predictable living situation and routine. Patty’s reactions to unexpected changes as these threaten her sense of control and leave her feeling vulnerable to failure and disappointment. Previous experiences of failure, e.g. having to quit school, not being able to finish a swimming race due to poor health, and the disappointment of being asked to stop coaching her swimming team have sent her into increased negative patterns.
Patty may benefit from accountability in her eating and exercising. As she will be living independently, the previous safeguards of the family home will not be there. Research shows that support is a vital part of recovery from AN and usually comes primarily through family (Salerno et al., 2016). In the absence of the family support bubble, Patty may regress into old habits and find she lacks the motivation and willpower to keep her eating on track. She may also be tempted to engage in more exercise than would be good for her. Peer support and new friendships would also be of substantial benefit and encourage Patty out of a withdrawn state. Therefore, engagement in university societies and study groups would be recommended as well as the arrangement of a support buddy.

Triggers and Precipitating Factors
As with the static and dynamic factors of Patty’s condition, her triggers and precipitating factors link strongly with her relationships, a common occurrence in AN (Salerno et al., 2016). Patty’s maladaptive behaviours concerning food began around the time that she became estranged from a close friend and learned about the infidelity of her ex-boyfriend. Since then social interactions and dynamics have been a source of anxiety for her, and any changes or issues surrounding relationships are often a warning sign of increased distress and negative behaviour. 
Another major area of vulnerability for Patty is the issue of change. As well as the aforementioned relational issues, at the time of Patty’s condition emerging she was also getting ready to finish school and had just been accepted to her chosen university. Subsequently as her condition developed, she faced further changes including being asked to stop coaching her swimming team, having to cease exercising, changes in her concentration affecting her academic ability, a period of hospitalisation and significant changes in her physical and mental health. One possible reason for such a severe reaction to change is the impact on her sense of control. Many people with AN have a strong desire for control and often react dramatically to a perceived lack or loss of it (Collin et al., 2016). This is certainly a triggering factor for Patty. She fears losing control of her eating and her weight which is why she has struggled with and been resistant to the high calorie diet advised by her GP. There is a sense of losing control of her freedom and autonomy. At the same time, Patty is also susceptible to an intense fear of failure which to her signifies a loss of control. Therefore any perceived failure such as putting on weight or eating high calorie foods are viewed as a failure to maintain control, leading to acute guilt, low mood and a commitment to regain control of her diet and exercise through the previously mentioned maladaptive behaviours.
Establishing a healthy routine early on at university could help to minimise some of these risks. It could enable Patty to settle quicker and to maintain a healthy level of control as well as feel a sense of empowerment over her life which could help her to stay on track rather than falling into a downward spiral. Establishing good relationships with peers and support services would also provide a helpful safety net for any time something unexpected should happen which might risk triggering a negative episode.

Maintaining Factors
There are a number of factors maintaining Patty’s poor physical and mental health and perpetuating her struggle with AN. The continuing relapse into avoidant/restrictive eating behaviours and her persistent desire to lose weight are of course the predominant maintaining factors. However, her underlying inaccurate beliefs concerning herself and her appearance are a primary cause of such behaviours and are therefore a significant maintaining factor. Although at times the link between self-esteem and AN has been questioned, many experts agree that there is a connection (Brockmeyer et al., 2013), and in Patty’s case this is clear. Her lack of confidence causes her to be self-critical. This is demonstrated in her relationship with her older sister. Patty and her sister are very close. However, Patty has always felt inferior to her sister as she compares her achievements and feels that they do not measure up. This dynamic is common and complex (Salerno et al., 2016) as the closeness of the relationship provides a protective sense of comfort and support, yet Patty’s comparison maintains her insecurity and consequently her harmful behaviours.
This is not the only relationship which is maintaining her negative pattern of anorexic behaviours. After hearing of Patty’s condition, her ex-boyfriend, who was a primary trigger factor in the emergence of her condition, has resumed contact. This has caused Patty some distress as she feels guilty for worrying him and others. However, she also enjoys the attention and feels validated by his concern. These thoughts have stirred a desire to continue to hold his attention and to do this she believes she must continue her behaviours. The desire to maintain her illness to keep his interest is extremely detrimental to Patty’s progress. It is also very risky as any loss of interest could become a dynamic factor and push Patty into more extreme behaviours in an effort to regain that interest.
As well as being a strong trigger & precipitating factor, the issue of control is highly associated with maintaining anorexic behaviours (Brockmeyer et al., 2013) and is clearly visible in Patty’s case. She exhibits a definite need for control and becomes very troubled when her sense of control is lost or threatened. She is highly goal-driven and responds adversely to perceived failure. Patty suffers from the restrictive subtype of AN, and research has shown this subtype to have a particularly strong association to more compulsive and perfectionist personality types (Brooks & Schiöth, 2019; Halvorsen & Heyerdahl, 2006; Lavender et al., 2017) which can be seen in Patty. These compulsive and perfectionist tendencies manifest in a strong preoccupation with food, obsessive exercise, intense control of eating and often a minimisation or denial of the problem.



Protective Factors
Whilst there are substantial risk factors for Patty, there are several strong protective factors. There are also considerable overlaps between her risk and protective factors, meaning that if utilised well, the same factors which trigger and maintain her condition, could actually help her in overcoming it. 
Some of the strongest protective factors for Patty are her relationships. As already identified, relationships play a considerable precipitating and perpetuating role in Patty’s condition and were one of the initial triggering factors. However, Patty is clearly a very relational person and responds well to reliable, supportive relationships. She has a good relationship with her parents and has chosen a university close to home to be able to maintain this close relationship. Her relationship with her sister, which at times feeds into Patty’s poor self-image as she compares herself, is also very close and supportive. Patty also has a good group of close friends, and although she has recently become socially anxious and withdrawn, her friends have expressed concern for her wellbeing and a desire to support her back to health. Moving away to university could be hard as Patty will need to develop new friendships, but her close friendships and involvement in extracurricular team activities suggest she is a likeable, friendly person, and with the right opportunities these qualities will be a valuable asset in making new friends. Patty has also shown some wisdom in choosing a university close to home as this will make it easier to stay connected to her support system there. The influence of a stable and nurturing support system is often considered one of the most effective treatments for AN (Pisetsky et al., 2016; Salerno et al., 2016). As Patty has this, she is in a strong position to tackle her condition with confidence.
Another strong protective influence for Patty is her enjoyment of and involvement in sports activities and teams. Whilst this passion took on a maladaptive side, it is also an excellent incentive for Patty to take control of her health so that she can once again take part in such activities. There will be numerous opportunities for involvement in teams and clubs at university, and this would also provide an excellent opportunity for connecting socially and making new friends.
Channelled appropriately, Patty’s drive for success could also be a substantial protective factor. Whilst her fear of failure and need for control have played a detrimental role in her condition, with proper and healthy application, these qualities have the potential for considerable breakthrough in Patty’s recovery. 
In addition, Patty is very keen to be at university. She has shown commitment to meeting the conditions necessary to attend university showing how important this opportunity is to her. This is a clear incentive towards pursuing health and reason to guard against returning to old habits. Engagement with university activities, especially support services would be extremely beneficial in helping Patty to maintain her focus and to support her when she faces challenges.

Personal Reflection
In a previous job working for a mental health charity with a residential recovery programme, I had to create documents similar to a risk assessment which outlined behaviours and information regarding service users which was a useful experience to draw from. However, I still felt an element of uncertainty as to whether I was including the right things or reporting on factors in the correct way. I found identifying the static and dynamic factors the most challenging section and questioned whether I should be identifying Patty’s own behaviours or things that were impacting on her. Another challenge was knowing the level of detail to include. I also struggled with the word limit as I felt there was so much more which could have been mentioned.
Overall though, I enjoyed the task and felt that it was an interesting and worthwhile exercise. I liked the practical aspect of it as it is great to see how what we have learned can be applied in real-life situations and how our new knowledge and skills can actually help make a difference to someone’s life. It is also good to learn skills which can be applied in the workplace.
I particularly enjoyed Patty’s case as I find eating disorders to be interesting conditions, so it was a fascinating topic to read into. I was especially grabbed by some of the papers I read about the links between anorexia and self-esteem. The Collin et al. article about multi-dimensional self-esteem was a new aspect I had not considered before and is something I would like to look into further.
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Appendix I
Clinical Case Study: Patty Bensusan
At the time of her first visit to the outpatients department of a busy hospital, Patty was a 19 year old Caucasian young woman who had recently moved from home to attend University. During her final year of College she had been admitted into hospital for one month as an inpatient from extreme weight loss because of her restrictive food intake and intense fear of gaining weight. On admission she was 5ft 4” tall and weighed 92 pounds. Her BMI was 15-8 indicating that she weighed 69% of her ideal body weight.
She attempted to avoid eating altogether and would not eat with her family. She ate only when her relentless attempts at restriction were overcome by hunger. When she ate, she experienced a sense of failure and humiliation. She would run multiple miles per day in addition to her swim practices at school and would often run on a treadmill at night when her parents slept.
Her food restriction and drive for weight loss began to have many serious consequences. Her academic performance declined due to an inability to concentrate. She was fatigued and obsessed with thoughts of eating and food. She became depressed and socially withdrawn. She was worried continuously about social interactions in College. Although Patty was coach of her College swimming team, the coach asked her to stop swimming when her weight loss became very pronounced. This request followed an incident when she was unable to finish an important race because of fatigue due to weight loss. Her health was markedly compromised by her weight loss and excessive exercise. She stopped menstruating and was plagued by illness and infection, constantly contracting viruses and bacterial infections. At the request of her parents and the College, Patty went through a comprehensive medical examination which indicated cardiac problems; a low pulse and a substantial loss of bone density.
At this time Patty was told to leave College and enter an inpatient facility where she was expected to gain weight up to 85% of her ideal body weight as a condition to graduating from College and moving to University. Although she was resistant to treatment and gaining weight, these conditions forced her to gain the minimum weight necessary to move to University. Both her parents and GP wanted her to continue receiving treatment whilst at University, therefore she was referred to a specialist eating disorders clinic. Patty`s mother was reassured that treatment would take place near the university to lessen the chances that Patty would lose the motivation to travel any distance for therapy. Patty did not speak to the therapist prior to the first meeting, which she attended with both of her parents.
Clinical History:
Patty was the second of two children, she had a sister two years her senior. She was raised in a happy middle class family. There was no history of psychological problems in her first degree relatives. She was a good student in school, achieving mainly A`s and B`s. she felt that she was not as strong as her elder sister academically, who had received straight A`s and graduated at the top of her class. Patty was very close to her sister and had a good group of close friends. She chose to attend the University close to her home as she was also close to her parents. The emergence of her eating disorder began in the final year of high school, after she had learned that she had been accepted into the University of her choice. This coincided at the same time as personal distress resulting from estrangement of a long-term friend and learning about the infidelity of her ex-boyfriend whilst they had been together. 
Her problem began with a desire to lose weight even though she was always slightly underweight. Her concern with weight led to increased elective exercise and food restriction. She initially limited fats, sugar and carbohydrates but this led to skipping meals and reducing her overall intake. She would miss breakfast, eat crackers for lunch and remain in College as long as possible to avoid having to eat with the family. She would eat a small portion of left overs and then go running. As she began to lose weight, her concern with her weight increased and thoughts about her weight and food started to interfere with her attention and concentration. In 8 weeks she had lost 15 pounds.
Initially she was pleased with the weight loss and energised by the challenge of losing weight. Focussing on losing weight helped with the distress of her social life. She felt proud of her discipline and self-control, she went shopping and bought new clothes to flatter her figure. Others did not give her positive feedback about her weight loss because she was slim already, but they became increasingly worried as it became more apparent. Her swimming coach first suggested that it was interfering with her performance and then her health, but this had no effect, although Patty felt guilty and worried, she could not stop restricting her food. After two of her friends contacted her exboyfriend and expressed concern, he phoned her and told her he was worried. She had mixed feelings about this because whilst she felt guilty that he was worried and she wanted to please him, she was also pleased that he was worried and developed a desire to continue her behaviour to maintain his attention.
The severity of her symptoms increased quickly and led to serious health and social consequences, including a major depressive episode. Patty became sad, socially withdrawn, self-critical and anhedonic. She experienced considerable sleep difficulties and ended up hospitalised for a month on a 3,000 calories a day diet. Upon release she was treated as an outpatient on a 2,500 calorie a day diet and she complied with instructions to not weigh herself. She gained 7 pounds, her BMI rose to 17 and her weight stopped at just under 100 pounds. She was told that she had to gain at least 85% of her body weight to be able to go to University. During August she gained 8 pounds and thus was allowed to attend University.
Patty planned to attend University following a detailed food plan designed for her by a nutritionist and attend a clinic close to the University itself. At the time she entered the clinic, her BMI was 18.5, an ideal body weight of 80% and she weighed 107 pounds. She attended the clinic due to her parents` wishes but she fluctuated between being aware of her severe symptoms and being in denial. She recognised the price she had paid in terms of the traumatic separation from her family whilst an inpatient, the faltering in swimming and athletics, the embarrassment of quitting school and the difficulty of maintaining a high calorie diet whilst fearing weight gain and body image concern. She did not agree with the doctors, she thought that they were overreacting and was furious that they forced her to eat such a high calorie diet. Whilst her food intake continued to be restrictive, when questioned she would argue that she ate three meals and three snacks per day. When specifically asked about the percentage of the meals/snacks eaten she would answer honestly and admit to not usually eating breakfast or evening meals. Rarely did she eat over 2,000 calories per day. Socialising and eating in front of people embarrassed her, she preferred to eat in secret feeling guilty if she ate. She had a definite desire to have an empty stomach each day and was constantly preoccupied with food. Although never engaging with bingeing or purging, Patty had an intense fear of losing control over her eating. She was not permitted to exercise due to her low pulse, although she walked very briskly every day.
In summary, at the time of her initial visit to the clinic she was extremely self-critical, dissatisfied and unhappy with her shape and weight and her primary sense of self evaluation and self-esteem was to lose weight and reach her target of 95 pounds.
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