Physiology of the body including nutrition.

Assignment one – Critically analyse Government strategy in relation to improving health, fitness and where appropriate nutrition, evaluate its effectiveness in improving health and reducing acute or chronic diseases e.g. overweight/obesity.
	This report will analyse the physical, emotional, intellectual, spiritual and psychosocial needs of an individual.  In line with the Nursing and Midwifery Council (NMC) Code of Conduct (2018) the individuals’ identification has been anonymised to ensure confidentiality and will be referred to from here on in as Patient X.  An evaluation of Patient X assessment including any recommendations in line with Government strategy for the future will be summarised at the end.  
	Firstly, let’s explore what is health and fitness; according to the World Health Organisation (WHO) (1948) it is a condition of “complete physical, mental and social wellness rather than just the lack of disease or infirmity”, a definition which has not changed since 1948.  Saracci (1997) suggests that the definition encourages health strategies to include the social and psychosocial wellbeing of an individual but went onto state that it did not have any practical use and that it defines happiness more than health.  Saracci (1997) onto argue that health is a basic human right, but no one can ever guarantee happiness as it is a subjective concept.  To place resources into achieving happiness for every single human being is a waste and would ultimately halt the chance to guarantee equality in world health, which is fundamentally achievable.  Whitehead (1990) supports the WHO’s definition and goes further to point out the inequalities in health between certain social groups and suggests by removing the divide will reduce mortality and morbidity of the less privileged groups.  Whitehead (1990) called for a policy to facilitate healthy choice to be as easy and accessible as it is already amongst the more privileged groups.  As a result of Whitehead (1990), the WHO (1991) pledged by the year 2000 to reduce the inequalities between countries and groups within countries by 25% improving the level of health for the disadvantaged.  Whitehead and Dahlgren (2006) suggest that whilst there have been some improvements in social equality within the western world much still has to be done in third world countries.  Health is a world issue, but why are we still globally unhealthy?  Green and Tones (2010) suggest that for any health strategy to be fruitful individual behaviours need to be addressed; in order to influence healthier life style choices.  They further this view by stating that an individual’s behaviour contributes to their own poor diet, lack of exercise, unsafe sex and smoking, drinking alcohol and consuming other addictive substances despite all the Government warnings.  
	In order to carry out the evaluation of Patient X, a debrief form (Appendix A) was given to the individual which explained the aim of the study and their right to withdraw at any time.  Consent was also obtained to certify their agreement to participate (Appendix B).  The studies ethic form has been completed and held by Felicity Page, lecturer at University of Wales Trinity Saint David’s.  
	Looking at the background medical questions (Appendix C), Patient X is a female, aged 40-50 years old with a blood pressure of 103/60 mmHg.  The National Institute for Care and Excellence (NICE) (2011) state that bloody pressure between 90/60 mmHg and 120/80 mmHg is the ideal blood pressure.  This view is supported by the National Health Service (NHS) (2017) in their guidelines to nursing staff (Appendix H).  All other physical observations are within normal parameters with the exception of Patient X weight which is currently 101 kg.  Using the Body Mass Index (BMI) calculation (Appendix F) this puts the individual as having a BMI of 38.  NICE (2014) suggest that anyone with a BMI over 30 is clinically obese.  Allender and Rayner (2007) provide evidence that the financial burden on the NHS is 3.2 billion and increasing annually, this they state is due to the fact that obesity is linked to other health risks such as depression, gallstones, type II diabetes, high blood pressure, high cholesterol, coronary artery disease, stroke, sleep apnea, breast cancer due to the higher levels of oestrogen production in overweight individuals and bowel cancer. Harcombe (2010) supports this view and adds that by 2020 65% of the Welsh population will be overweight.  Patient X is already showing clinical indications that the increase in weight is affecting the body.  Blood Cholesterol is 5.8, for which a General Practitioner (GP), as a precautionary measure, has prescribed Atorvastatin; which is not usual practice as Statins are not prescribed until the Blood Cholesterol level is 7.0 and above.  Patient X is under investigation for Asthma and has been prescribed inhalers; on long term anti-biotics for Hydradenitis Suppurativa.  These are all conditions linked with obesity, a view purported by NHS (2016), coupled with the family history of heart attacks, strokes, cancer and high blood pressure, is an area of concern and will form part of the recommendations for future change.
	Moving on to the health and lifestyle section of Patient X (Appendix C), it is evident that the individual is a smoker and has been for some 20 to 30 years.  Poussin et. Al (2018) states that smoking causes a person to inhale nicotine and carbon monoxide, which places a strain on the heart by making it work faster also increasing the risk of blood clots, Cancer, Metabolic Disorders and Chronic Obstructive Pulmonary Disease.  Other chemicals within cigarettes cause damage to the lining of the coronary arteries, leading to furring, thus increases an individuals’ risk of having a heart attack by 24%.  Poussin et. Al (2018), also suggests that smokers have increased levels of C-reactive Protein and homocycterine which are cardiovascular markers.  These markers are reduced in former smokers who have quit smoking for at least two years.  Moving onto Patient X diet, it is evidence that a lot of red and processed meat is eaten in a week and fried food is consumed up to 3 times a week however olive and vegetable oil is used to cook them.  Public Health England(PHE)  (2011) published a report called Iron-and-Health conducted by the Scientific Advisory Committee on Nutrition (SACN) that shows a link between iron and bowel cancer.  Red meat is a source of iron in the United Kingdom (UK). PHE (2011) appreciate that there are limitations to the study in that individuals with high iron content were included only and acknowledge that patients with low iron content can lead to iron deficiency anaemia, which in medical terms can be more problematic   SACN (2011) recommends that we eat no more than 90g a day of red/processed meat and instead a healthy diet with a range of iron rich foods to ensure good levels of iron are sustained to avoid iron deficiency anaemia.  Demeyer et. al (2008) furthers this view by saying that there is convincing evidence brought to the fore by Cancer Research that links red and processed meats and colorectal cancer.  The evidence relates to haem iron, oxidative stress, formation of N-nitroso compounds and related residues as the factors for causing colon cancer and calls for more research into developing improved processed meats using healthier ingredients.  Patient X also consumes alcohol at least twice a week and would appear to drink to excess on average.  Alcohol is also proposed to increase the risk of cancer, especially if you have been drinking 10-20 years or more.  Alcohol intake raises the chance of developing bowel/mouth/throat/breast cancer, heart disease, liver disease and brain damage.  The International Agency for Research into Cancer (IARC; part of the WHO) (1988) classified alcohol as a Group 1 carcinogen meaning that the evidence linking alcohol causing cancer in human beings was irrefutable and remains as such.  Finally, Patient X does not exercise enough, although the choice of employment is not only physically but mentally demanding, the work pattern and length of shift also seem to be taking its toll, resulting in Patient X not doing anything on days off.  Maslow (1943) (Appendix K) suggests that in order to attain the state of feeling safety, love, belonging, esteem and ultimate self-actualisation an individual’s basic needs of breathing, food, water, sex, sleep, homeostasis and excretion; also known as the physiological aspects of human beings; must be fully satisfied.  Maslow (1943) goes onto state that an imbalance in any one of the basic needs, causes an imbalance of the whole well-being of a person. This inactivity, coupled with being overweight may be the causal factor to Patient X lack mental, emotional and psychosocial well-being, as suggested in the questionnaire (Appendix C), Wheel of Life (Appendix D) and Emotions Wheel (Appendix E).  
	The recommendations for Patient X to improve their current health and fitness are to look at reducing BMI, adopt a healthier diet, stop smoking, drinking and increase exercise.  How can this be achieved, well firstly let’s look at her calorie intake?  What energy requirements as individuals do, we really need to survive? What is the Basal Metabolic Rate (BMR) required?  Schofield (1985) provides such a calculation as Energy Expenditure = Basal Metabolic Rate (BMR) x Physical Activity Levels (PAL) (Appendix G).  The equation illustrates Patient X requires a daily intake of 2,220.01 Kcals.  Patient X confided in me that she had started to keep a food diary however became embarrassed, ashamed and upset when seeing in black and white what was being eaten, she could no longer continue to record the details.  It is therefore safe to assume that Patient X is consuming more calories than she is using, storing the excess energy as sugar and fatty Acids.  The extra storage of body fat is also placing her organs under pressure.  As a potential tool to aid in the improve in this area Patient X was introduced to the eat-well plate, now called the eat-well guide (Appendix I); a Government strategy in the first instance by the Food Standards Agency (2001),  subsequently amended by PHE (2016), to help promote a healthy balanced diet.  The eat-well strategy is a visual representation of exactly how different foods and drinks can contribute towards a balanced healthy diet.  Based on five food groups, it illustrates how much of each food group should be eaten.  Public Health Departments promote this guidance to ensure that the population receive a consistent message about the balance of foods required in a healthy diet in promotional materials.  The Carbon Trust Sustainability assessment indicates that the new guidelines also shows a lower environment impact than the current UK diet.  PHE (2016) new model calls for a decrease in sugar intake, an increase in fibre and thus for the first time recommends that sugar sweetened drinks should not form any part of a child’s daily intake and should be minimised in adults.  Foods high in fat/sugar have been put into two distinct categories and placed outside of the main image, message of the importance of hydration has been included, along with energy requirements.  Segment sizes are larger due to the exclusion of foods to eat less often section being removed from centre of focus and front of pack nutrition labels on all food consumables.  The initiative has made it much easier to understand and make heathier choices. Australia (Appendix J) was way ahead of us in this process, as can be seen from their food pyramid, they declined to include harmful foods that could be eaten no more than twice a week as in the UK’s food pyramid (Appendix J).  HM Treasury (2018) also supports the new eat-well guide thus introducing the “Sugar Tax” levy to reduce the sugar in soft drinks and tackle obesity. Since its proposal in (2016) the UK has already seen 50% of the soft drinks’ manufacturers reducing the sugar contents of drinks which equates to 45 million kilograms of sugar every year.  For those who fail to follow will face paying a sugar tax, which is expected to raise 240 million annually and will fund the creation of Healthy Pupils Capital Fund to help schools upgrade sports facilities/equipment.  It also means that reduced sugar drinks will be cheaper to buy in the supermarkets.  Nicholas et. al (2014) carried out a study into healthy foods and their cost, they were able to dispel the myth that healthy food costs more.  
	Moving onto Patient X intoxicant intake, cessation in smoking and more exercise is also recommenced.  NHS (2018) provides a website where you can quit smoking by devising your own free personal quit plan.  Aids to stop smoking can be accessed on prescription, which are free in Wales. Patient X was given this information and shown the website. It is recommenced that medical advice is sought in order to access full support during this process.  Likewise, with exercise, NHS (2017) started promoting getting fit for free by stating the secret to success is to use every opportunity to be active.  It advises walking whenever possible, Couch to 5K (C25K) free running plan for beginners, free exercise podcasts, cycling to work, stair climbing, skipping, outdoor/ green gyms and to contact your local leisure centre who offer initiatives such as free exercise/swimming classes on certain week days to encourage people to “get in shape”.  Patient X was shown this information and assisted to find details of her local leisure centre, explore ways to keep fit by walking more on her days off, using the stairs where possible instead of a lift, and to consider getting a second-hand bicycle free from Freecycle community website.   Again, its suggested that medical advice is sought before undertaking exercise due to her recent abdominal surgery. 
	In conclusion, living a healthier life style is not the expensive venture people believe it to be.  Exercise can be obtained free, with access to open spaces, free initiatives its not impossible get in shape without breaking the bank.  Healthy food/drink are cheaper than their full-fat versions and smoking cessation products can be obtained, in Wales for free.  Its whether the individual has the motivation and drive to ultimately reach these goals for themselves.  This report agrees with Green and Tones (2010) an individual’s behaviour contributes to their own unhealthy lifestyles, so health promotion must be stepped up to reach every individual, it may be that the HM Treasure needs to increase tax on all unhealthy products to make the healthy versions the only affordable option to save mankind from themselves, their own destructive choices.  
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