Risk Assessment (Patty)
Identification of risk 
It has been identified that Patty has a risk of becoming severely unwell through lack of eating and overexercising, with the potential for the risk to heighten if continued leading to possible starvation. The mortality rates for anorexia nervosa are considerably high, the highest of any psychiatric disorder and significantly higher than the average population (Smink et al., 2012).  Therefore, the risk of starvation is supported by the literature and should be given serious consideration in the development, planning and implementation of the risk assessment. 
During the first presentation of symptoms, Patty initially lost a considerable amount of weight, and reports highlight that during the initial onset she lost 15lbs in 8 weeks. On admission Patty was 5ft 4” tall and weighed 92 pounds, with her BMI at 15-8, indicating that she weighed 69% of her ideal body weight.
Patty risks developing further health issues and complications, with physical symptoms at present resulting in heart problems and low pulse, which would further support the need to develop strategies to support Patty in increasing her weight. 
Reports indicate Patty stopped menstruating and has been susceptible to frequent illness and infections, continuingly contracting viruses and bacterial infections. At the request of her parents in conjunction with the College, Patty received a full medical examination which highlighted cardiac problems, a low pulse and a substantial loss of bone density. 
In addition to the physical risks, Patty’s mental health is of high concern with approximately a quarter to a third of all patients diagnosed with an eating disorder attempting suicide (Smith et al., 2018) and whilst there is no indication at present of suicidal ideation or suicidal tendencies / attempts, it should be factored that combined with her history of depression, this should be taken into consideration.
In summary, Patty’s health is already of concern, and she risks developing further, severe, and complex health issues if her weight does not increase and is maintained at a healthy level. 

Static factors 
Restrictive eating & over-exercising
In reference to Patty’s clinical history, the consistent behaviours displayed are that of restrictive eating and over exercising. Patty appears to use both her restrictive eating and overexercising as a form of control, which is commonplace for those with anorexia nervosa (Froreich et al., 2016). Due to Patty being slightly underweight prior to exhibiting symptoms this is of extra concern, as is the reference to Patty continuing to walk briskly on a daily basis despite her treatment plan stating that no exercise is required in order to gain weight. The obsessive nature of her restrictive food intake and exercising could be seen as a method to distract and cope with stressful life events, therefore this should be taking into consideration when managing her risk. 

Dynamic Factors 
Level of self-awareness
Patty's level of self-awareness regarding her disordered eating habits and weight appears to fluctuate, with reference to her guilt and shame regarding the effect of her behaviour on others, whilst also disagreeing with the clinical team regarding her food intake and the severity of her condition.  
Motivation to gain weight
Patty’s motivation to increase weight and comply with treatment plans also appears to fluctuate, with her clinical history indicating that she can appear to be motivated to gain weight at times. Although the motivation appears to stem in returning to university, therefore managing risk whilst at university with a supportive plan would be considered an important factor. 

Triggers / precipitating factors 
Interpersonal relationships 
Patty’s initial presentation of symptoms appeared to emerge following a friendship breakdown and discovery that an ex-boyfriend had been unfaithful. This could indicate that Patty risks non-adherence to her treatment plan if she experiences or perceives conflict within her interpersonal relationships, therefore developing a plan that incorporates how to manage such events, should they reoccur is of importance. It could also be indicative of issues surrounding trust and therefore the management of risk could consider strategies to support this therapeutically. 
Change
The expressions of symptoms also coincided with Patty learning that she had been accepted into the university of her choice, which could also indicate that change potentially played a role in her developing symptoms, which also supports the literature that references those with an eating disorder can restrict food due as a form of eliciting control (Froreich et al., 2016). This could also be indicative of a developmental crisis, in terms of the anxiety she experienced in moving onto a new stage in her life at university. 
Perfectionism 
Patty may have been feeling under pressure to perform at a high standard academically at university, due to her clinical history indicating she felt the need to meet the same standard academically as her elder sister. It is worth considering that there is no reference to her family playing any role in Patty feeling the need to maintain high grades, which could indicate that perfectionist tendencies may be contributing with self-imposed standards, which is an indicative trait of anorexia in adolescents (Nilsson et al., 2007).  


 Protective factors 

Capability 
The clinical history that states Patty has adhered to treatment plans successfully and gained weight previously, is considered a protective factor and an indication that she can positively change behaviour. The change in behaviour also indicates that Patty can embody both the desire and motivation to change, it is encouraging that Patty has the desire to attend and continue with the studies at university, which should be seen as a strength in regard to managing her risk. 
Desire and motivation 
Her desire to continue in university is a protective factor as this has been identified as a source of motivation to gain weight previously. Therefore, incorporating this into the management of her risk should be considered. 
Support systems
Patty’s family appear to be intrinsic in managing her treatment and recovery, reports indicate that she had a stable upbringing and has a close relationship with both her parents and sister. Her parents, along with her GP were eager for her to continue treatment at university and both her parents attended the initial appointment with the therapist.  

 Maintaining factors

Interpersonal relationships 
Patty’s interpersonal relationships appear to be maintaining factors, which would suggest that she struggles to manage her feelings in a healthy way during times of interpersonal conflict. The reference to Patty acknowledging feelings of guilt and shame, whilst also perceiving concern expressed by others as positive attention, would indicate levels of alexithymia which is common in individuals with anorexia nervosa (Giombini et al., 2019). Acknowledgment of her difficulty in managing her feelings healthily is also highlighted in the reference to her low self-esteem, self-blame and feelings of guilt - which would indicate addressing the risks associated with these factors are crucial. 
Obsessive behaviours linked to negative body image
The reference to Patty’s obsession in not gaining weight would also be considered a maintaining factor in managing her risk, as this is directly tied to Patty further restricting her food intake. 
Patty’s dissatisfaction with her body image would also appear to be a maintaining factor, with her body image and self-worth appearing strongly correlated. 
Control 
The need for control could also be considered a maintaining factor, which from the clinical history appears to be crucial to consider in managing her risk in terms of allowing Patty some sense of control in her treatment plan and how risks are managed. 
 
Risk management
High risk factors: 
1. Managing risk of overexercising 
2. Managing risk of undereating due to low body weight 
Patty's specific needs require adherence to the disease specific care management model, due to her complexity and severity of symptoms, which requires responsive, specialist services with the use of multi-disciplinary teams (Department of Health, 2007). With an awareness for Patty’s potential and capacity of risk to change over time (Department of Health, 2009) and taking into consideration the combined risk model (Department of Health, 2007) this may be reduced to supported self-care, which would seek to support Patty to instil her with the knowledge, skills and confidence to care for herself. Although at present the severity of Patty’s needs require a responsive and specialist approach to support her in managing the risks to herself, including her physical health, mental health and wellbeing. 
Adhering to best practice, the management of risk should be conducted in a collaborative effort with Patty and her parents, based on a relationship of trust (Department of Health, 2009). Therefore, decision making on the implementation of actions to manage risks should be developed with their input and the aim of the risk assessment is to recognise Patty’s strengths and emphasise recovery. Flexible strategies should be adopted with the aim to prevent or minimise harm and risk to herself, if prevention is not possible.
With the literature highlighting that areas of the brain responsible for the reward system works differently to those who have anorexia (Couzin-Frankel, 2020), this could be used as a positive function in order to gain weight and implemented into the management of risk. As Patty has a desire to succeed at university and continue her coaching aspirations, as an initial method to help support Patty increase her body weight, this could be an incentive. As such, a plan with the university could be considered to allow Patty to continue when her weight reaches a safe and stable target. 
The need to retain control is considered highly indicative of anorexia nervosa, with individuals controlling their body through food (Froreich et al., 2016), Therefore allowing Patty some sense of control over her treatment plan could prove to be effective. The need for a three-dimensional collaborative approach is recognised, between Patty, her parents and the clinical team is highlighted as best practice.
In accordance with the Mental Health Capacity Act (2005) everyone involved in care, treatment and support of people aged 16+ living in England and Wales should be supported to make some, if not all of decisions. Although consideration is given to the capacity Patty embodies to make safe choices in regards to her own health and wellbeing, and therefore should be managed sensitively. Therefore, in accordance to the 5 principles (Mental Health Capacity Act, 2005) whilst presumption of capacity is assumed, clinical judgement and her parents' concerns and insights should be taking seriously to help minimise her risk of harm, whilst ensuring it is the least restrictive option for Patty. 
Taking into consideration the dynamic factors highlighted in terms of Patty’s level of self-awareness and insight fluctuating, in line with the Mental Health Capacity Act (2005) supporting Patty and her family to plan ahead of time, for when she may lack insight would prove to be vital. Giombini et al., (2019) refers to symptoms of alexithymia as a feature in those who have anorexia, which gives insight into the obsessive thoughts and behaviours. Therefore, adopting a plan that Patty helped formulate may help reduce the risk and considering the research that highlights goal-orientated behaviour is commonplace with individuals who have anorexia nervosa (Lavender et al., 2015). With this is mind as a method to help reduce the risks identified, Patty could contribute to the plan developed alongside her therapist to create healthy goals which motivate Patty. Her desire to coach and continue at university are strengths to consider in terms of managing her risk. 
Support and mentoring-mentee relationship, and social activities can empower those with anorexia and instil a sense of empowerment (Nicholls et al., 2016). Therefore, positive relationships could serve as an important function in her management of risk, this could prove especially so as her trigger factors can stem from interpersonal relationships. With research findings that positive relationships and activities can increase resilience and a sense of hope (Nicholls et al., 2016) incorporating strategies that include positive relationships in her risk management, may also help with combating feelings of depression noted and feelings of isolation from her close-knit social support. This would also appear to be an important factor to consider in terms of improving Patty’s quality of life, whilst being mindful of her own safety, which is essential to positive risk management (Department of Health, 2009).
Along with demonstrating sensitivity in approaching the risks highlighted, the importance of creating an open dialogue is key in building trust between Patty and the therapist, which is considered the best foundation for successful risk management (Department of Health, 2009), creating a space for open dialogue with the aim to remove any self-perceived stigma, which could prove as a barrier in Patty fully engaging with the therapeutic process. The additional benefit of this element in managing Patty’s risk, could also help with the trigger factor identified of interpersonal relationships in terms of Patty understanding relationship dynamics and building trust within herself to process her emotions effectively.
As with Best Practice guidelines (Department of Health, 2009) it is advised that the risks are regularly reviewed, as it is acknowledged that the severity and presentation of risks are changeable. 
 Self-reflection
I found the process of identifying risks more difficult in comparison to providing an explanation for her behaviour and recommendations for treatment. I found the experience of writing more challenging than producing a case formulation, although I enjoyed writing the risk management section and bringing in further literature and guidelines. As the purpose of a risk assessment is to identify the risks, I found it difficult not to expand more on the impacting factors.
Upon reading the policies and guidelines in regard to risk assessments and mental health, I was glad to see how it takes into consideration the families views and acknowledges how crucial they can be in the management of risks and recovery. I was also pleased to read that policies acknowledge the carers and families own needs and how this can help terms of their own mental health and in regard to how the management of their needs will help the family as a whole, which would positively impact the recovery of the individual experiencing mental health issues. 
 The term risk management in itself can also sound very formulaic and impersonal, my thoughts prior to reading were that it may not fully consider a person's strengths, when in fact the guidelines themselves appear to be person-centred with the service user in mind and acknowledge the need for empathy and sensitivity in producing risk assessments. I can certainly see how the collaborative approach and input between multi-disciplinary services and the individual could prove to be highly important in managing risks to the individual and others. It would be interesting to know how successful the implementation of risk assessments are in community settings as opposed to inpatient settings. As the multi-disciplinary and collaborative approach could arguably be vital in the recovery and management of mental health issues and in order to be productive or feel part of a community, although potentially more difficult to implement, monitor and review as effectively depending on the needs of the individual. 
I wasn’t aware of the different stages in relation to the combined model, and therefore using clinical judgement along with the individual's capacity and carers input would be crucial in making that judgement and potentially reducing or increasing risk. I also considered that an individual understanding that their own needs and risks can change and be reflected in their treatment, with the hope to become self-directed with support in time, could serve as a positive function in recovery. 


















References 
Couzin-Frankel, J. (2020). Rethinking anorexia.
Department of Health. (2005). Mental Capacity Act. London: HMSO 
Department of Health. (2007). Departmental report. 
Department of Health. (2009). Best practice in managing risk. 
Froreich, F. V., Vartanian, L. R., Grisham, J. R., & Touyz, S. W. (2016). Dimensions of control and their relation to disordered eating behaviours and obsessive-compulsive symptoms. Journal of Eating Disorders, 4(1), 14.
Giombini, L., Nesbitt, S., Leppanen, J., Cox, H., Foxall, A., Easter, A., & Tchanturia, K. (2019). Emotions in play: young people’s and clinicians’ experience of ‘Thinking about Emotions’ group. Eating and Weight Disorders-Studies on Anorexia, Bulimia and Obesity, 24(4), 605-614.
Graham, M. R., Tierney, S., Chisholm, A., & Fox, J. R. (2019). Perceptions of the “anorexic voice”: A qualitative study of health care professionals. Clinical psychology & psychotherapy, 26(6), 707-716.
Lavender, J. M., Wonderlich, S. A., Engel, S. G., Gordon, K. H., Kaye, W. H., & Mitchell, J. E. (2015). Dimensions of emotion dysregulation in anorexia nervosa and bulimia nervosa: A conceptual review of the empirical literature. Clinical psychology review, 40, 111-122.
Nicholls, D., Fogarty, S., Hay, P., & Ramjan, L. M. (2016). Participatory action research for women with anorexia nervosa. Nurse researcher, 23(5).
Nilsson, K., Abrahamsson, E., Torbiornsson, A., & Hägglöf, B. (2007). Causes of adolescent onset anorexia nervosa: patient perspectives. Eating Disorders, 15(2), 125-133. 
Smith, A. R., Zuromski, K. L., & Dodd, D. R. (2018). Eating disorders and suicidality: what we know, what we don’t know, and suggestions for future research. Current opinion in psychology, 22, 63-67.

