	
	
	






	
     STUDENT FEEDBACK FORM



This section details the extent to which the assessment criteria are demonstrated by you, which in turn determines your mark. The marks available for each category of skill are shown. Lecturers will use the space provided to comment on the achievement of the task(s), including those areas in which you have performed well and areas that would benefit from development/improvement.
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	Generic Assessment Criteria 
	Marks available
	Marks 
awarded

	1. Engagement with Literature Skills
.
	10
	

	





	
	

	
	
	

	2. Knowledge and Understanding Skills

	20
	

	





	
	

	
	
	

	3. Cognitive and Intellectual Skills

	30
	

	





	
	

	
	
	

	4. Practical Application Skills

	20
	

	





	
	

	
	
	

	5. Transferable Skills for Life and Professional Practice

	20
	

	



	
	

	
	
	



	Assessment Mark (Assessment marks are subject to ratification at the Exam Board.  These comments and marks are to give feedback on module work and are for guidance only until they are confirmed. )
	Late Submission Penalties (tick if appropriate)
	%

	
	Up to 1 week late (40% Max)
	
	

	
	Over 1 week late (0%)
	
	




	
	
	






Clients Report

Summary of client report

The client which has been referred to me is a 35-year-old female who suffers from exercise-induced asthma (EIA). She also experiences other health-related problems which include rhinosinusitis and pre-high blood pressure. She currently takes Salmeterol and Montelukast which are both used to regulate and manage the client's asthma. According to the clients calculated BMI she is classed as obese and is on a low carbohydrate diet with the aim of losing weight. However, she is an active individual who trains on a regular basis. With the sole aim of achieving a marathon time of under 4 hours. 

Health and well-being importance

Health is defined as a “state of complete physical, mental and social well-being, not mealy the absence of disease or infirmity” by the World Health Organisation (1946). Since then, this definition has become a utopian vision which has been called for an update in the 21st century, a newly proposed definition of the word health is the “capability to react to all kinds of environmental events having the desired emotional, cognitive and behavioural responses and avoiding those undesirable ones” (Leonardi, 2018). One definition of subjective well-being is divided into “three interrelated components: life satisfaction, pleasant affect and unpleasant effect” (Diener and Suh, 1997). The effect refers to moods and emotions compared to life satisfaction referring to a cognitive sense of satisfaction with life. Therefore, these definitions show that both health and well-being are concepts in which it is hard to define clearly. However, we do know that good self-perceived health and well-being is crucial for every individual. 

Physical activity is widely used as a therapeutic technique due to its wide variety of benefits it can have on an individual's health and well-being. Physical activity can be used by sports therapists and physiotherapists to aid an individual's rehabilitation from an injury (Musich et al., 2017). Physical activity also has physiologic and phycological benefits. Some of the physiologic benefits it can have included the treatment of chronic diseases for example heart disease, cancer, lung disease, stroke, diabetes and kidney disease, as well as other health-related conditions for example obesity and other eating disorders (Musich et al., 2017). Some of the physiological benefits include reduced levels of stress, anxiety and depression which are a pressing issue in the new social climate, as well as social interaction and general enjoyment leading to increased levels of well-being (Musich et al., 2017). The current national guidelines for exercise for the adult population is 150 minutes of moderate-intensity aerobic activity or 75 minutes of vigorous-intensity aerobic activity as well as at least 2 recommended minutes of muscle-strengthening activities per week (Oja and Titze 2011). 

Details of client’s current condition and relevant lifestyle behaviours

The client which has self-referred to the University of Wales Trinity Saint David centre is a 35-year-old female. The reason for her referral is that she suffers from EIA which is medicated with the use of Montelukast and Salmeterol. The side effects of Montelukast are minimal, the main three including abdominal pain/nausea/diarrhoea, headaches, and fevers. The side effects of Salmeterol are also minimal, including muscle cramps, feeling shaky and headaches. If any of the side effects are felt the client should contact the doctor to look at an alternative treatment method. The client also suffers from pre-high blood pressure, which is not dangerously high, however, it should be looked at reducing the value to below 120/80mmHg (Nhs, 2021). The client is 1.66m and weighs 86kg when calculated her BMI is 31.2 which according to the National Health Service (NHS) scale is classed as obese (Nhs, 2021). However, BMI values may be deceptive due to not accounting for muscle mass and bone density, other tests should be performed on the second meeting with the client including either a skin fold test or with a Tanita if access is available in order to give a more accurate measure of body mass (Jitnarin et al., 2014). The client's weight may be a contributing factor to the client's pre-high blood pressure along with their lifestyle factors including occasionally consuming 14 units of alcohol per week which according to the NHS is not advised to drink 14 or more units per week which can also lead to her increased blood pressure (Nhs, 2021). The client does mention that they are on a low carbohydrate diet with the aim of losing weight, if there is weight loss this may help lower the client's blood pressure and should also look to reduce their consumption of alcohol in order to aid their weight loss aim as well as reducing their blood pressure. The client also displays below average in all three respiratory tests forced vital capacity, forced expiratory volume and peak flow premedication which is expected with an asthmatic client.

Theoretical and technical overview review of main condition

Asthma is a very common disease that affects 300 million people worldwide, with 1 in 10 children and 1 in 10 adults being affected by the disease (Lambrecht and Hammad 2015). Asthma is a chronic inflammatory disease of the airways, this inflammation leads to many cells in the innate and adaptive immune system as well as epithelial cells to act and to cause a number of effects, these include, mucus overproduction, bronchial hyper-reactivity, airway wall remodelling and airway narrowing (Lambrecht and Hammad 2015). These effects can lead to several symptoms including wheezing, shortness of breath and chest tightness (Lambrecht and Hammad 2015). Two different types of asthma can occur the first being allergic asthma, this type is common in children and 50% of adults (Simpson et al., 2010). Allergic asthma occurs due to an allergic reaction to a number of different allergens, for example, house dust mites, fungal spores, peanuts, animal dander, and tree or plant pollen (Lambrecht and Hammad 2015). 80% of patients with an allergic form of asthma also have allergic rhinitis, the hypothesis for this is that both conditions are manifestations of the same underlying disease (Simpson et al., 2010). The second type being nonallergic or intrinsic asthma which often develops in a individuals later life. Intrinsic asthma is often associated with other health conditions for example nasal polyps, obesity and chronic rhinosinusitis and is more common in women. Commonly being treated with systemic steroids. With new research into asthma conditions, there has been found to be different asthma phenotypes with distinct pathophysiology are being defined as asthma endotypes. Therefore, asthma has increasingly being seen as a syndrome rather than a disease (Wu et al., 2014). Asthmatic individuals and smoke also have clinical overlap with chronic obstructive pulmonary disease (Wenzel, 2013). 

A systematic review investigated the differences in asthma between men and women (Zein and Erzurum, 2015), this review found that their asthma in early childhood is generally associated with the male gender due to several exposures for example soot, exhaust or household tobacco, poor socioeconomic status, wood or oil smoke (Hafkamp-de Groen et al., 2013; Balmes et al., 2014). However, asthma is largely associated with only obesity in young girls (Wang et al., 2014). This gender dimorphism of the obese asthma phenotype has also been found to occur in older women with the hight rate being in women aged 12–44-year-old which this client part of the age range (Scott et al., 2012). Along with this paper, two other research articles have results that coincide with that of the systematic review which found that the ratio of severe asthma to non-severe asthma cases is higher in women compared to men 4.4:1 (ENFUMOSA study group, 2003; Jarjour et al., 2012). Moreover, BMI was also higher in severe asthmatic women when compared to non-sever asthmatic cases with no difference found in men (Moore et al., 2010). Therefore, in the majority of the papers it is suggested there is a correlation between gender and obesity in asthmatic cases and their severity. However, currently, the reasons for this difference are yet to be clearly identified, but there may be links to differences in gender responses to occupational or environmental exposures and/or hormonal and immunological factors (Vink et al., 2010).

Overview and justification of exercise and behavioural recommendation

Physical exercise has been shown to be a key method in the management of respiratory illnesses including asthma (Carson et al., 2013). It has been identified that individuals with asthma may also experience lower cardiorespiratory fitness when compared to healthy adults (Carson et al., 2013). In some cases, exercise can provoke asthmatic symptoms (Carson et al., 2013). Research has shown that inactivity due to exercising breathlessness can lead to further conditions, for example, peripheral muscle deconditioning, which is a limiting factor to exercise as this can lead to further breathlessness as well as leg muscle atrophy causing the individuals to be prone to greater fatigue. This then leads to an increase in breathlessness causing a spiralling continuum leading the individual to avoid exercise (Carson et al., 2013). Studies have also shown that habitual physical activity (walking, running, cycling) is associated with reduced asthmatic prevalence in children and adults (Avallone and McLeish, 2013). Habitual physical activity also has an associated effect on reducing minute ventilation in mild and moderate exercise leading to a reduced likelihood of EIA, reducing the perception of breathlessness by strengthening the respiratory muscles, reducing airway inflammation and increasing patency of bronchioles (Avallone and McLeish, 2013). 

When selecting an exercise program for an athlete with asthma it must be taken into account the risk levels of different activities can have on the onset of an EIA attack. Sports with <5-8 minutes of effect are considered as low risk, these may include track and field events, tennis, gymnastics, bodybuilding, weightlifting and boxing (Del Giacco et al., 2015). Sports which are continuous effort with small bursts of 5–8-minute efforts are considered as medium risk (Del Giacco et al., 2015). These sports may include rugby, football, basketball, hockey, and cricket (Del Giacco et al., 2015). High-risk sports are considered as sports that last longer than 5-8-minute efforts in a dry or cold air environment (Del Giacco et al., 2015). These sports include long-distance track and field, cycling, ice hockey, skiing, and high-altitude sports (Del Giacco et al., 2015). Two independent risk factors for EIA and exercise-induced bronchoconstriction (EIB) are types of training and atopy. A logistic regression combing both risks factors atopic speed and power athletes have a 25-fold risk of EIA/EIB, compared to long-distance, non-atopic runners with a 42-fold risk and swimmers with a 92-fold risk (Del Giacco et al., 2015). For many years swimming has been a healthy and safe sport for individuals with asthma due to the humid air reducing the risk of EIA attack (Goodman and Hays, 2008). However, in recent years a large amount of evidence suggests that chlorinated pools can cause an onset of asthma, with Bernard et al., (2006) reporting that there is an association in the development of asthma during adolescence with cumulative pool attendance before the age of 7, the reason for this development may be due to chlorine-based irritants and the disinfection by-products for example trichloramine. Other measures which must be taken into account are the weather depending on if it is cold, or wet as these can also onset asthma as well as the time of year and pollen count if the client experiences allergic induced asthma. Therefore, any training program must be flexible with the time of year and weather allowing the change in environment by either performing exercise outdoors or in an indoor environment where the temperature can be set and fewer allergens are experienced. 

The advised training program for this client will start with the first week of testing in order to understand the intensity in which the client if able to aerobically work at she will undergo a 1 hour run at 70% of maximum heart rate (HRmax) and if this causes an onset of her symptoms as well as measuring her respiratory values. The client will then partake in four training sessions a week. For every session, she will firstly include a 10–15-minute warm-up this is needed for all athletes in order to ready themselves for activity more so for asthmatic athletes who need to gradually increase their body temperature to avoid an EIA attack. The warm will use a RAMP approach, first by raising the athlete's heart rate and body temperature with low-moderate intensity jog at 50-70% MRmax for 5 minutes. They will then go through a range of upper and lower body dynamic stretching which has been proven to increase performance when used in a warm-up whilst also keeping their heart rate and body temperature elevated ready for the main session. She will also perform a cool-down post-exercise similar to the warm-up, however, reducing the intensity of their jog while also performing upper and lower body dynamic stretching.
Considering the risk levels mentioned above and the client's ability main training sessions will include 1 strength training session which will include both upper and lower body exercises, 1 Fartlek training which will comprise of 5–8-minute efforts of moderate-high intensity running at 50-80% MRmax, followed by 5-8 minutes of low-intensity jogging or walking at 50-60% MRmax which is then repeated over 60 minutes. This training method allows the client to work aerobically without putting themselves at high-risk EIA. 1 long-distance run working at 50-60% MRmax for 1 ½ hour with a rest day. 1 short distance run with an increase in the intensity of 70-75% MRmax for 45 minutes the training program is set out in an appendix. For all session the client will be working either with a partner who is trained to handle an asthma attack or in a safe environment for example the gym with trained workers on hand, she will also take her asthma pump with her during all sessions to minimise the risk of an asthma attack. 

Post-training the client will have been given a form to fill out in order to monitor symptoms post-exercise, immediately after activity, 1 hour, 2 hours, and in the evening. This form can be used to alter the training program if she is experiencing an influx of symptoms. 

Another method that will be used in order to aid the client with their goals is the introduction of breathing exercises, comprising largely of diaphragmatic and nasal breathing techniques (Prem et al., 2013). These breathing exercises have shown to have a number of health benefits for asthmatic patients including an increase in asthma control, pulmonary function, asthma quality of life questionnaire, forced expiratory volume in one second in percentage and a decrease in airway inflammation (Thomas et al., 2009. Therefore, these exercises are ideal for individuals with asthma. The recommended duration for these exercises last 20 minutes each day, 2-3 times a day (Grammatopoulou et al., 2011). 

Advice and goal setting

Supplementary advice for the client would be to return to consuming carbohydrates due to this potentially being a reason for her sleep apnea along with an increase in training which will lead her to burn an increase in kilocalories. The advised calorie intake for her height, weight, gender and activity levels are calculated as 2,300kcals in order to lose 10kg in 3 months. An alternative way for the client to reduce their calorie intake is to reduce their alcohol intake as one large glass of red wine contains 228kcal. As well as an increase in water consumption which will keep her hydrated as well as reduce the risk of the onset of an asthma attack due to experiencing a dry throat. 

Key recommendations and goal settings

The main goal for the client is to achieve an under 4-hour marathon time. This goal is easily quantifiable if the client achieves her goal or not. Other goals for this client include an increase in reducing their blood pressure closer to the normative value of 120/80mmHg, increasing their predicted VO2max as well as all respiratory values FVC, FEV (1), PF. These goals will be achieved through their exercise program by strengthening their respiratory muscles. Further lifestyle goals for the client as to achieve their calorie target of 2,300kcals per day and reduce their alcohol consumption. 
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Appendices

1. Exercise Referral Form
Referring Centre: University of Wales Trinity Saint David

	Name
	Mrs Monk
	Gender
	Female

	Age
	35
	Contact
	01234 5678910

	Next of Kin
	Mr Monk
	Contact
	01234 5678910

	GP
	Med practice
	Contact
	01987 6543210



	Reason for Referral 

	Asthma



	Other Relevant Medical Concerns

	Rhinsinusitis



	Medication for the Referral condition/s

	Salmeterol

	Montelukast



	Any other Medication used on a regular basis

	none



	Physiological Information:

	BP(seated): 128/74mmHg

	RHR: 74bpm

	Predicted VO2max: 27 ml/kg/min

	Pre medication Respiratory values 
	FVC: 3.87lts
	FEV(1): 2.69lts
	PF: 380lt/s

	Ht:1.66m
	Wt: 86 kg
	BMI: 31.2



	Additional Lifestyle information:

	Ex-Smoker

	Often wakes during the night. 

	Low carbohydrate diet with the aim to lose weight 

	Consumes occasional 14 units of alcohol per week



	Patient’s Statement regarding stage of change:

	“I train on a regular basis but want to try and get under 4 hours for a marathon”.
Generally get worse on the evening after exercise (2-3 hours)


Self-Referring 
Signature: 								Date:

	Patient Informed Consent: The purpose and nature of the exercise referral scheme has been fully explained to me. I understand that I will be participating in physical activity beyond that which I am currently used to. I give consent, under guidelines of confidentiality for related clinical information to be passed and stored by approved third parties in order to develop and manage appropriate exercise programme. 

I understand that I may withdraw from the scheme at any time and at that point, unless explicit approval is sought, all my details will be destroyed. 

Patients Signature: Mrs Monk                                                         Date: 02/04/2021


	Referrer Consent: This patient has been referred in accordance with the inclusion and exclusion guidelines outlined within the exercise referral agreement between Trinity St David and Med Practice. All information I consider relevant, as outlined in the referral forma has been included. If I become aware changes to the patient’s condition(s) that might affect the client’s ability to exercise I will inform the scheme co-ordinator as soon as reasonably possible.

Referrer Signature: Joshua Atkins                                                  Date: 02/04/2021




Supporting Information

Under normal circumstances you would meet with the client beforehand to ascertain other useful information. Obviously this is not possible for the case study so you may include the questions you would ask and decide the answers you would get or contact me with your questions and I will act as your client.

	Additional Information Collected During First Consultation (asked or assessed):

	Question
	Response

	What brings about an asthma attack?
	They are exercise induced. 

	
	

	
	

	
	

	
	



2. An overview of the initial training program.

	
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday
	Saturday
	Sunday

	Training method
	Muscle Strengthening+ Breathing
	Fartlek + Breathing
	Rest Day + Breathing
	Long Distance +Breathing
	Rest Day + Breathing
	Sort Distance + Breathing
	Rest Day + Breathing

	Intensity (HRmax)
	60-80%
	50-80%
	
	50-60%
	
	70-75%
	

	Duration
	1 hour + 20 minutes
	1 hour + 20 minutes
	20 minutes
	1 ½ hours + 20 minutes
	20 minutes
	45 minutes + 20 minutes
	20 minutes



3. Symptom monitor sheet.

	Post-exercise
	Any symptoms experienced?

	Immediately after
	

	1 hour
	

	2 hours
	

	Evening
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