2010193 Risk Assessment
1. Risk history
	Any history of suicide attempts? 

	X

	Any history of deliberate self harm? 

	

	Any history of poor self-care? 

	

	Any history of being a victim of violence when the perpetrator was under the influence of alcohol?
	X

	Any history of violence to adults? 

	X

	Any history of violence to children? 

	

	Any history of sexual violence to adults? 

	X

	Any history of sexual harm to a child? 

	X

	Any history of drug abuse? 

	X

	Any history of alcohol abuse? 

	X

	Any history of alcohol abuse leading to harm to others?

	X

	 Any history of eating disorder?

	

	 Any history of inpatient treatment?

	

	 Any history of any other high risk behaviours? (specify details in summary) 

	X

	Any other criminal history? (specify details in summary) 

	X

	Any other antisocial behaviour? (specify details in summary)

	X



1. Summary:
	














1. Current level of risk:
	
	None 
	Mild 
	Moderate 
	Severe 

	Suicide

	
	X
	
	

	Self harm

	
	
	
	X

	Harm to others

	X
	
	
	

	Legal/forensic

	X
	
	
	

	Psychiatric breakdown
	
	
	
	X

	Sexual exploitation 
	
	
	
	

	Domestic Violence
	X
	
	
	

	Alcohol misuse

	X
	
	
	

	Self-neglect

	
	
	
	X

	Drug misuse

	
X
	
	
	



1. Risk rating guidance:
	Mild
	Moderate
	Severe

	Evidence suggests that it is unlikely that the particular risky behaviour will be repeated. There are few actuarial risk factors present and clinical impression indicates few causes for concern.
	Evidence suggests that there is a risk of the behaviour being repeated. There may be some actuarial factors present which raise concerns. The impression of the clinician is that there is some likelihood of the behaviour being repeated.
	There are a number of actuarial factors present associated with the risk of the behaviour being repeated. Clinical impression suggests that there is concern that the behaviour could be repeated. Treatment needs to take place within the context of a risk management plan.




Identification of risk
Miss Bensusan presents a severe risk of major harm to herself.  At the time of her visit to the clinic, she had a strong desire to lose weight, despite already being only 69% of her ideal body weight.  Despite being banned from exercising, it is reported that she is still walking briskly every day, and barely eating 2000 calories a day.  She is experiencing chronic physical symptoms, including low pulse and low blood pressure, which are likely to continue to worsen if Bensusan continues to restrict her food intake.  This presents a frequent, persistent risk, that needs to be monitored throughout the day. Besnusan has no history of violence towards others, therefore, there is a very low risk of this happening during her current state, however this should be monitored if communication issues persist.
While there is no discernible pattern, Bensusan’s daily routine puts her at constant risk of harm.  She admits to not eating breakfast or an evening meal, and she continues to walk briskly daily.  These habits are likely to present a severe risk to her health.
Given Bensusan’s case, there is a severe risk of self harm and self neglect.  This has been demonstrated throughout the case study – Bensusan has been exhibiting self harming and neglecting behaviours since prior to her first admission to hospital through a desire to lose weight through restricted food intake.  This is still being demonstrated, with Bensusan still wanting to lose weight.  Given Bensusan’s emotional state, ‘self critical, dissatisfied, unhappy’, there is a medium level risk that Bensusan will pursue other forms of self harm, and this should be monitored.  Issues with communication have also been identified, with  her disagreeing with the doctors and being ‘furious’ with them.  
While Bensusan had gained weight upon first attending the clinic, her historical potential to lose an extreme amount of weight as well as her desire to lose over 10 pounds presents an immediate risk.  If Bensusan continues to lose weight, her physical symptoms are likely to worsen which could lead to dangerous consequences.
Bensusan is at severe risk of inflicting major harm to herself.  It is clear that her symptoms have the potential to worsen quickly, and Bensusan’s feelings towards her experience are volatile, with her moving from awareness to denial on a regular basis.
Bensusan needs immediate treatment for her eating disorder.  To support Bensusan, it would be advisable for her to be sectioned under the Mental Health Act (1983/2007) under section 3 (UK Government, 1983).  This will keep her safe and prtect her from the harm that she is currently presenting to herself, and allow her to receive appropriate treatment.  As an inpatient, she will be able to access cognitive behavioural therapy (CBT).  CBT is a form of talking therapy that has been strongly evidenced to decrease the effects of eating disorders through understanding the root cause of the eating issues and changing patients’ relationship with food so a healthy weight can be reached (NHS, 2021).  The issue with CBT is that it requires good communication, so this is something that Bensusan would need to commit to in order to benefit from the treatment.  If she pursued this treatment, she would be required to meet with a CBT therapist weekly, with whom she would explore her condition, and find ways to cope with her feelings (NHS, 2021).
In order to manage the risk that Bensusan presents to herself, it is vital that she is continuously monitored.  As an inpatient, Bensusan’s condition should be reviewed on a regular basis, measuring her symptoms, her weight and BMI, and her response to treatment.  Both Bensusan and the professionals she is working with should be constantly working towards a successful outcome, and this should guide the way in which they work together.  Any necessary modifications to her support and treatment should be made in a sensible and timely manner, and any unpredictable outcomes should be planned for if possible, to mitigate the risk of these happening.
Static and dynamic factors 
There are many stable, long term, factors that affect the risk that Bensusan presents.  Bensusan is 19 years old and has just moved to university.  This is likely to be a difficult time for her regardless of her eating disorder, so it should be expected that she presents anxiety, self esteem issues and potentially depressive symptoms.  Her gender also suggests a predisposition to eating disorders, self harm, and depression, and it is known that Bensusan already experiences these from reading her clinical history, so a continuation of these can be expected.  Her family is continually present in her support, and this is likely to continue throughout. 
The most pertinent dynamic factor in this case if Bensusan’s weight.  From her clinical history, it is clear that her weight is not stable and is consistently fluctuating.  While her weight has not been healthy for a length of time, it has been close to being healthy after she gained weight, before dropping again.  It is known that Bensusan has a desire to lose more weight, so it is likely that her weight is going to continue to fluctuate, however when and by how much is unknown.  Whether she gains or loses weight will affect the level of risk – if she loses weight, the risk will be more severe.  It is also unknown how long her fluctuation in weight will last, so it will need to be monitored closely throughout.

Trigger/precipitating factors x
One of the main trigger points for Bensusan’s eating disorder was the estrangement of one of her long term friends.  This distress was heightened upon Bensusan learning that her ex-boyfriend had been unfaithful to her while they were in a relationship.  The relationship changes that Bensusan has experienced could certainly be seen as the leading cause of her developing an eating disorder.  After the breakdown of two of her most important relationships, it is clear that Bensusan would have felt isolated leading to a reduction in her self esteem. Isolation is seen as one of the leading causes of an eating disorder (Blodgett Salafia, 2015), so this is likely to have been underpinning the start of Bensusan’s eating disorder.
Bensusan appears to retreat to isolation when her eating disorder symptoms are at their worst.  She will not eat with her parents or with anyone at university, preferring to be by herself as she felt embarrassed eating in front of people.  This is something to monitor, as it is a sign that her eating disorder symptoms are heightened. Social withdrawal is something that is common among people with an eating disorder, particularly females, so this should be monitored (Allisson et al, 2021).
Bensusan has demonstrated that changes in her sleep/wake patterns are a precipitating factor in her eating disorder symptoms.  When she feels depressed, she has trouble sleeping which led to her being hospitalised previously.  It is known that these sleep symptoms are seen regularly in similar cases (Allisson et al, 2016), so this is something that practitioners should keep a close eye on during treatment.
Bensusan has also experienced changes to her cognition during her eating disorder, showing a decreased ability to concentrate and a reduction in her attention span.  These symptoms could certainly be seen as a trigger, as well as a response to, her eating disorder, and could cause further adverse changes in her behaviour.
Maintaining factors
The most challenging maintain factor being demonstrated by Bensusan is her steadfast reluctance to change her behaviour.  Despite the consequences of her behaviour since her eating disorder symptoms began, she still has aspirations to lose more weight and continue her unhealthy behaviour.  The case study suggests that a reason for Bensusan’s unwillingness to change is because she thinks that if her ex-boyfriend is worried about her, she will get his attention and potentially rekindle their relationship.  While Bensusan believes this to be true, it will be extremely challenging to encourage her to change her behaviour.
While Bensusan clearly has a close relationship with her family, it seems like she has lost contact with her whole friendship group, not just her long term friend, due to self-isolation and feelings of low self-esteem.  Having a lack of supportive friends in her life may be inhibiting her from feeling better, as she has no one her own age to help get her through this difficult time.  
Protective factors x
There is strong evidence to suggest that close relationships with family can be a strong protective factor, and can help support those experiencing an eating disorder (Pistesky et al, 2016).  Therefore, Bensusan’s greatest protective factor at the moment is the close relationship she has with her parents and her sister.  This is a time where this closeness and support should be at their strongest, as having a good network of support will be vital going forward.  Bensusan’s family clear care about her and making her feel well again, so this will help her to feel as if she is not alone and people care for her wellbeing.  This may give her a sense of hopefulness which she needs to start changing her behaviour.  
Bensusan has also shown a commitment to her education and her sporting hobbies.  The fact that she did gain weight before starting university to actually be able to start university shows that she clearly does care about her progression.  Having hobbies and interests has been shown to be a protective factor against risks associated with eating disorders (‌National Collaborating Centre for Mental Health (UK. (2014), so trying to keep Bensusan engaged with her interests in some form would be beneficial to her recovery.  There is also the social element of this – Bensusan seems as though she wants to keep up with her peers and progress at the same pace as them, so feeling behind could encourage her to change her behaviour.  It is stated that Bensusan always felt as though she was inferior and behind, compared to her sister, so feeling as though she is moving at a slower progression to her sister could also encourage changes.
Intervention/management of risk
To reduce the likelihood of risk behaviour occurring, it is vitally important that professionals adhere to this risk assessment when working with Bensusan.  Practitioners should be able to identify the triggers and precipitating factors that have been identified, as well as the maintaining factors that are currently inhibiting Bensuan’s recovery.  Practitioners should use the protective factors identified as solutions, and these factors should be encouraged further and strengthened.  
It is also essential that Bensusan’s behaviour is monitored on a regular basis.  Currently, there are many dynamic factors that are causing Bensusan’s illness and behaviour to be extremely volatile, and this has the potential to increase her level of risk.  To keep Bensusan safe and support her recovery, this risk assessment should be reviewed on a regular basis so that it is up to date with Bensusan’s current experience and behaviour.
Bensusan should also begin treatment for her eating disorder as soon as possible.  Although she has received hospital care before, it is clear that Bensusan is in need of ongoing therapeutic intervention which will help her to understand the causes of her illness as well as coping strategies to help her overcome it.  It would also be beneficial to assess Bensusan’s mental capacity.  There is evidence to suggest that Bensusan has diminished mental capacity, as over a third of people experiencing an eating disorder also experience this (Cambridge, 2016).  If Bensusan is not engaging with treatment, perhaps best interests decisions could be made on her behalf, as per the Mental Capacity Act 2005 (UK Government, 2005).


Self-Reflection - 350
Keeping both the patient and the staff working with them safe is something that is a fundamental concern in my own work.  Having risk assessments in place as a practitioner in my previous roles allowed me to carry out my duties and support the people I worked with effectively.  Now as a manager within mental health, it is my responsibility to design risk assessments.  From my experience, risk assessments have the most success when they are positive, and designed in collaboration with the service user where possible.  This also adheres to the Best Practice in Managing Risk guidance which outlines the importance of co-producing a risk management strategy with the patient (Department of Health, 2007).  
In my opinion, risk assessments should be designed in a way that utilises a service usser’s innate strengths and abilities, and these strengths should be used to mitigate risk and move toward recovery.  This is reiterated in the Best Practice guidance, which advocates for a strengths-based and recovery focussed attitude toward risk (Department of Health, 2007).  The guidance also sets out the importance of managing risk in a way that is inclusive of protective factors.  In my own experience, this has been really important when constructing risk assessments, as they are such personal documents.  A risk assessment for an elderly male will not look the same as one for a 20 year old female, nor should it.  By tailoring risk assessments, it ensures that they work best for the patient, and they can be support them to achieve positive wellbeing outcomes.  The Best Practice guidance supports the idea that assessments should be individualised and take into consideration a person’s protective factors (Department of Health, 2007).
 However, despite the need for a compassionate approach to risk, compliance with proper legislation is essential in keeping people safe and also protecting staff.  All staff working with people in a professional manner should receive up to date training on guidance and legislation, so that they understand their responsibilities.  I am always proactive in seeking out training for myself and my team, so that we can all work with people in a compliant, safe, and effective way.  Completing this assessment has deepened my understanding of why risk assessments are so important to complete, and I have learned more about how protective factors can help to mitigate risk, which is something I will take forward with me in my current role.
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