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Introduction
This report sets to develop a health assessment report of the physiological conditions of Patient A. The importance of health assessment is well documented in public health literature in order to provide a chance for the primary care teams to have a quick view of the health status as well as health risks of a patient. As Colorado School of Medicine (2013) note, health assessment is viewed as a systematic gathering and analysis of health related issues on patients for use by patients, clinicians and health care teams to identify and support beneficial health behaviors and leading to agreed direct changes in potentially harmful health behaviors that will improve health and lower inequalities. Indeed, the health assessment is not used as a diagnosis tool and to complete health histories, but it is aimed at engaging patients in their own health which may lead to better health choices and improve health behaviors for a long term (Colorado School of Medicine 2013). 
The rest of this report is structured into four sections. Section one focuses on baseline health status report of an identified individual (e.g., Patient A) using health questionnaire. This is followed by identifying normal and abnormal physiological conditions of Patient A based on findings from the assessment, proposing lifestyle changes for a healthy lifestyle for Patient A and the final section concludes the report.
Baseline Health Status Report of Patient A using the health questionnaire
Individual health status is the health condition of an individual which is provided by the individual with no interpretation from clinicians. According to Efficace and Lo-Coco (2013) patient health status indicate the health condition of the patient which has no interpretation response from clinicians. This report uses health questionnaire to present a baseline health status report of Patient A health related issues for any diagnosis to improve her health. 
The purpose of this health status assessment is to have an overall understanding of Patient A health condition. This will allow Patient A to take a proactive position about her health and diagnose for any disease.

History of Patient A
Patient A is a 48 year old woman and her chief complaint is her chance of getting diabetes is higher and she smokes 10 to 19 cigarettes each day. 
The following information is provided by Patient A and family
Patient A describes her health condition. She reports that she is having a blood pressure of 180/90 instead of 120/80 causing her to have heart attack. Patient A current blood pressure symptoms are attributed to her father who had heart attack at age over 60, details are as follows:
My father had a heart attack at age over 60. This evidence of her diabetes symptoms and her sister with high cholesterol and Patient A alcohol intake was highlighted in the case. She describes episodes of diabetes.
[bookmark: _GoBack]Current symptom: Patient A states that she weights 86kg, according to house of Parliament (2016), when a woman waistline is more than 80cm, her body max index (BMI) corresponds to 31.5 inches, she is obese or overweight.  This is because she does not exercise because of lack of time, she eats meat and regular chips and fries, which show her eating habits is unhealthy. Patient A reports that she consumes 3-6 units of alcohol per day and this is dangerous to her health. NHS recommended 1-2 units of alcohol per day and she should abstain from alcohol for healthy lifestyle. She has a family history of diabetes. Diabetes UK (2019) sees diabetes as when the pancreas is unable to release insulin to the other part of the human body. The insufficient insulin to the body cells can be either type 1 diabetes or type 2 diabetes. 
Diabetes Episodes:  Patient A has history of diabetes episodes.
Severity/complexity: With the risk of morbidity without treatment and with no description of interference with functioning, severity is seen to be low.
Patient A has symptoms of diabetes. Diabetes symptoms have been present from her health condition. She reports her body mass index (BMI) 86kg which means is Obese. She does not exercise because of lack of time, she eats meat and regular chips and fries, and she consumes 3-6 units of alcohol per day as against NHS recommended alcohol intake of 1-2 units of alcohol per day.
Problem Pertinent Review of Symptoms/Associated Signs and Symptoms: Evidence from the assessment questionnaire did not show any increase in thirst, no increase in urination, no feeling tired and losing weight, no blurred eyesight or no symptom of diabetes reported by her.


Past Diabetes history
Diabetic history
There is history of Patient A having diabetes because her father had a heart attack and her sister has high cholesterol. 
Diabetes hospitalization
Evidence from the questionnaire assessment showed that Patient A has never been diabetic hospitalized.
Outpatient treatment
Evidence from the questionnaire assessment showed that Patient A has not received outpatient health treatment for diabetes problem. 
Addiction/User history
Evidence from the questionnaire assessment showed that Patient A has history of substance abuse, (e.g., she consumes 3-6 units of alcohol per day as against NHS recommended alcohol intake of 1-2 units of alcohol per day).
Diabetic Medication History
Evidence from the questionnaire assessment showed that diabetic medication have not been prescribed for Patient A, Thus, past diabetic history is entirely negative.
Social/Developmental History
Patient A is a 48 year old woman. Her nationality and religion was not indicated in the health assessment questionnaire.
A: Relationship /Marriage
Patient A marital status was not indicated in the health assessment questionnaire
B: Children
There was no evidence in the health assessment questionnaire of Patient. A children
Barriers to Treatment
A: Emotional: 
Treatment success is dependent upon patient emotional problem, hence to have successful treatment for Mrs. A diabetic health condition, her emotional or psychological problem need to be addressed  
Client (Patient A) Goal
To have a good health condition
Family History
Patient A Father is known to have heart attack at over 60 years
Patient A Sister thought to have high cholesterol 
Family history of diabetes is otherwise negative. There is no other history of diabetic treatment or hospitalization, substance abuse in close family members.   
Medical History
Adverse drug reaction
There is no evidence in the health assessment questionnaire of any list of adverse alcohol reaction for Patient A, but Patient A alcohol abuse issue can be maintained with the NHS recommended 1-2 units per day or complete withdrawal from alcohol intake.
Allergies 
There are no known allergies.
Compliance
There is no evidence in the health assessment questionnaire that Patient A reported good compliance with medical instructions including medication orders. 
Exam: Patient A presents a sad looking and very unhappy with her present health condition and her family. She demonstrates normal speech and there is no sign of serious diabetic condition. She appears worried and sad. There are no signs of increase in thirst, no increase in urination, no feeling tired and losing weight, no blurred eyesight or no symptom of diabetes. Her association is intact, thinking is logical and though process is okay. 

Diagnoses
There is no evidence in the health assessment questionnaire of any diagnoses  
Normal and abnormal physiological conditions based on the assessment findings
Physiological condition is the body function of human beings, hence, when organs in the body malfunctions, it causes illness such as diabetes. Goldhill and McNarry (2004) indicate that physiology focuses on the function of organs in the body; therefore, a malfunction of an organ may cause illness like diabetes. Physiology can be normal and abnormal. The normal physiological condition identify a person with working body function, hence, has a low mortality risk of illness, and whereas, abnormal physiological condition identify a patients with a high mortality risk because of malfunction of an organs, hence, the person may be critically ill (Goldhill and McNarry, 2004). 
Based on this, in the case of Patient A, the findings from the health assessment questionnaire showed that Patient A seems to have diabetes because of symptoms of high BMI, lack of physical exercise, over eating and alcohol abuse including family history e.g., her father heart attack and sister high cholesterol. Indeed, since the health assessment findings confirmed that Patient A has symptoms of diabetes; she does not have normal physiological condition, but has abnormal physiological condition of organ malfunction. This shows that she is identified as a high mortality risk patients who is critically ill and need diagnosis and treatment. 
Patient A sister has high cholesterol. There is likelihood that she will have diabetes in future, therefore, she is presently under a normal physiological condition where her organ is functioning properly with low  mortality risk, hence, she is not ill and  requires no diagnosis and treatment.
Recommendations
Mrs. A was confirmed to have diabetes from the findings in the assessment questionnaire due to high BMI, lack of physical exercise, over food consumption, and high alcohol consumption and evidence from family history. This shows that Patient A and possibly her sister require changes in lifestyle to improve health. Based on this, Patient A and her sister need to take action or make choices to influence their healthy life. This report highlighted some recommendations for Patient A and her sister for lifestyle changes to live a healthy life.
Diabetes UK (2019) put together some changes of lifestyle for a healthy life for people with diabetes. This proposal may help Patient A and her sister to live a healthy life. 
First, Patient A should take two and half hours each week of moderate intensity physical activity (e.g., brisk walking, cycling on relatively flat terrain, water aerobics, hiking, rollerblading, and manual lawnmover) or one hour and 15 minutes of high intensity exercise (e.g., jogging, swimming length, cycling fast or steep terrain, playing football, engage in gymnastics, and engage in skipping). 
Patient A should make effort to lose weight gradually to achieve a healthy body mass index (e.g., body mass index required should be between 18.5 and 24.9).
Patient A should replace refined carbohydrates with wholegrain foods as well as increase intake of vegetables and other foods high in dietary fiber.
Patient A should reduce the amount of saturated fat in the diet.
Patient A should show effort to see her doctor at least twice a year. 
Patient A should make effort to reduce stress by having deep breathing, yoga, or any other hobbies that may relax them.
Patient A should stop smoking because it may reduce their ability to engage in physical exercise.    
Patient A should maintain NHS recommended 1-2 units of alcohol per day and not to continue her usual alcohol consumption.
Conclusion
Health assessment report helps to collect and analyze a person health related issues which may help clinicians and healthcare teams to identify and support beneficial health behaviors for patients. With this, health assessment questionnaire was used to collect Patient A health issues and data collected showed that Patient A seems to have diabetes because of high BMI, lack of physical exercise, over consumption of food and abuse of alcohol and including family history. This assessment questionnaire was analyzed and used to prepare Patient A health assessment report. The report showed clearly the history of Patient A and her family, current symptoms, problem pertinent review of symptoms or associated signs and symptoms, past diabetic history, social or developmental history, family history, medical history, allergies, compliance and diagnosis.  
Thinking back on this module in class, I have gained understanding and knowledge about the way patient health assessment report is carried out through collection and analysis of data using assessment questionnaire. With this, I was able to collect and analyze data about Patient A health issue and present a comprehensive health assessment report which open my knowledge on critical areas of Patient A such as Patient A and her family, current symptoms, problem pertinent review of symptoms or associated signs and symptoms, past diabetic history, social or developmental history, family history, medical history, allergies, compliance and diagnosis. 
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