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 The aim of this report is to provide a detailed heath assessment based on the questionnaire completed by an individual. This report will discuss the health-related issues associated with the individual whereby all elements of physiology including normal and abnormal functions. Such collection of patient information will be discussed in forms of social lifestyle, health related issues and dietary style which all will be analyse into whether this was the contributing factor or their issues. Furthermore, the relationship between anatomy and physiology functioning. 

Upon the healthcare questionnaire data report, the patient will be identified as patient x for the purpose of privacy and GDPR regulations. The purpose of a healthcare questionnaire is to identify the baseline health status of the individual and assess the normal functioning of the body. A detailed analysis of the functions will then be undertaken to correlate the underlying health issues and how this process alters the normal functioning of the body. Firstly, patient x is aged 45 with a hight of 5’7 and weight 14 stone. Patient x’s social lifestyle includes smoking 20 cigarettes per day for over 20 years and drinks approximates 3-6 units of alcohol per week, also this patient does not carry out any exercise routines on a weekly basis. The dietary habits of patient x typically involve snacking. Medical health shows tis patient has high blood pressure (HBP) at 140/90mmHg. Patient x states there is no genetic issues that have been passed down in the family. 


Based on the collection of the data, it is clear patient x has a sedentary lifestyle with limited healthy habits including lack of exercise and a snacking diet. According to NHS’s Body Mass Index (BMI), this patient’s BMI is 30.7, categorising them as obese. Purnell (2018) suggests obesity now identifies as a chronic disease that impacts the cardiovascular system. Obesity can lead to abnormal physiological changes in the body such as increase metabolic demands. This is because increased body mass requires increase volume of blood and increased cardiac output increase load on the left ventricular load, dilation and potential ventricular hypertrophy (heart failure) (Ortiz and Kwo, 2015). Furthermore, obesity’s impact on respiratory function is inversely related to BMI leading to impairment of the respiratory once BMI exceeds 45 (Callaway et al., 2006). Although patient x’s BMI is 30.7, other social factors play a part in respiratory disease, including their smoking habit (Ortiz and Kwo, 2015). NHS 2020 recognise that HBP is likely a result of an underlying health condition including obesity. Re (2009) states there is significant risk of essential hypertension, type 2 diabetes and other morbidity that contribute to kidney disease as obesity associated hypertension and is characterised by the sympathetic nervous system that is activated through the hormone system known as renin-angiotensin system (RAS), sodium retention and other underlying conditions. Furthermore, there is a known correlation between hypertension, coronary artery disease, renal impairments and congestive heart failure (Re, 2009). This is because, although HBP puts strain on the pulmonary vessels and blood vessels tighten and becomes thick, leading to blood clots but smoking also affects the respiratory system by swelling and narrowing of the areola and damage of the lungs sac (betterhealth.vic.gov.au, 2020).


In addition, the lack of exercise and snacking diet is likely to be associated with the state of obesity (Torres and Nowson, 2007). Obesity is linked to the amount of fat (adiposity) that is part of the homeostasis for energy balance (Gale, Castracane and Mantsoros, 2004). This physiological process of energy intake (food) is matched with the energy expenditure (exercise and metabolism) and the size of the energy storage in the body known as fat mass (nature.com, 2020). Firstly, the brain is the main organ involved in regulating this system, although the digestive system is also involved (Oudenhove et al., 2004). Due to the global epidemic on obesity, there has been in increase in adipose cells as they play a critical role in systemic metabolism and physiology (Cohen and Speigelman, 2016). According to the World Health Organization (WHO) there were approximately 700 million obese adults worldwide (O’Conner. 2013).  Additionally, the relationship between obesity and HBP is evident between adults and children, though mechanism in which obesity has a direct impact on blood pressure is under investigation (Kotsis et al., 2010). Moreover, the sympathetic nervous system, sodium resorption and intra-vascular fat all play an important role in pathogenesis of hypertension related with obesity (Jiang et al., 2016). Furthermore, chronic medical condition in which the blood pressure is continuously at or over 140/90 mmHg provides the patient to hypertensive (NHS, 2020). 


According to Jiang et al (2016), there is no single cause of obesity worldwide, and much rather different external factors associated with obesity such as ethnicity, socioeconomical status. Moreover, as stated, obesity is a direct result of energy intake and energy exposure. In fact, biological and psychological findings show renin-angiotensin is mainly involved in HBP within two systems including circulation and tissue (te Riet et al., 2015). The angiotensinogen derives from adipose tissue, where all components of renin-angiotensin is formed and is in a state of continuous reaction with the blood. Angiotensinogen (Ang I) and angiotensin (Ang II) are simulation taken up by cells where Ang II are overexpressed (te Riet et al., 2015) . The production of angiotensinogen serves as the cause and effect of adipocyte hypertrophy that leads to increased blood pressure through the action of Ang II, and induces the systematic vasoconstriction, direct retention of water and sodium and increased production of aldosterone (Jiang et al., 2016). Because of this process, Ang II therefore determines the condition of high salt-sensitive blood pressure in obesity as it is produced in high rates and not suppressed from the expansion of volume (Jiang et al., 2016). Other mechanisms of renin-angiotensin activation include renal vasoconstriction and renin-dependant chronic hypertension (te Riet et al., 2015).


In relation to HBP, smoking is also known to be a contracting risk factor (Chow et al., 2000). As patient x smoked 20 cigarettes per day, they are considered to be a heavy smoker (Zheo et al., 2015). Therefore, the activity of smoking poses a risk factor on the cardiovascular system (Messner and Bernhard, 2014). Smoking aids in the impairment of epithelial function, inflammation and arterial stiffness as well as antithrombotic and prothrombotic aspects (Messner and Bernhard, 2014). Smoking cigarettes acutely exerts a hypertensive effect primarily from stimulating the sympathetic nervous system (Rhee et al., 2007).  Although the physiological properties of smoking include arterial stiffness and impairment of epithelial function, there is little to no data that the relationship between chronic smoking and hypertension (Virdis et al., 2010). Smoking however, may have a detrimental impact on central blood pressure, which is likely to be more related to organ damage rather then bronchial blood pressure, affecting arterial stiffness and wave reflection (Virdis et al., 2010). It is reported that chronic smokers are more likely to be at risk of developing more severe forms of HBP, such as malignant and renovascular hypertension, likely caused by an accelerated atherosclerosis (Virdis et al., 2010). 


As patient x exhibits high bloods pressure, risk factors in their social life have been discussed and identified as smoking and poor dietary habits. And although it is evident that they are risk factors, there is little evidence to conclude these social aspects are the direct cause of the patients HBP. It must be understood smoking and diet and obesity status are all risk factors of hypertension (Gupta, 2004). Thus, health education is empirical to the change in social habits to prevent continuous hypertension and limit risk factors of it. Hence, preventative measures are essential for the stability of health (Gupta, 2004). NHS (2020) claims HBP can be prevented or reduced with healthy eating and maintaining a regular healthy weight and regular exercise and not smoking. All those recommendations is required for patient x to control their blood pressure.

Processed snacks are shown to have a high saturated fat and calorie content, thus aiding in the weight gain of patient x. (NHS, 2020) Furthermore, as processed foods also contain a high salt content, this would be an elevating factor as salt raises blood pressure. This limiting salt intake to the recommended 6g salt per day should be adhered to (NHS 2020). NHS (2020) also suggest a diet consisting of low fats and high fibre foods as this prevents arterial blockage of adipose cells. NHS (2020) suggest the eat well guide to allow users to follow a healthy eating habits including proportion sizes, thus patient x should follow diets backed by science.
According to Banzzano (2015) dietary lifestyle changes can significantly reduce hypertension, especially diets of high in fibre and fruits due to their low sodium content.


Furthermore, smoking cessation is the biggest and single most effective lifestyle measure for prevention of cardiovascular disease (Messner and Bernhard, 2014). A four year perspective study conducted by Lee et al (2001), suggests that increments of HBP in ex-smokers less than one year where similer to current smokers, whereas ex-smokers over 1 year without smoking shown larger HBP than current smokers. This however was observed in all groups that identified as weight change.  Thus, Lee et al (2001) suggests HBP is also associate with weight and smoking habits rather then primarily smoking alone. Having said that, the study did not take into consideration of the diet of the ex-smokers such as coffee which is known to increase blood pressure due to caffeine content. Therefore, these factors should be considered when providing smoking cessation (Lee et al., 2001). 


As patient x does not exercise, this may be a causative factor of the patients high BMI as well as their diet. Physical activity is defined as a form of bodily movement produced through the contraction of skeletal muscles that increases energy expenditure over resting levels (Howley, 2001). Exercise is a form of physical activity that is planned and structure with the purpose of maintaining health (WHO, 2006). Thus, to reduce patient x’s BMI and fat content, it is recommended that a minimum of 150 minutes of moderate intensity activity per week aids in a healthier exercise regime as advised by the NHS (2020). To improve the levels of activities, the NHS provides guidance of how different forms of activity is beneficial and contains a couch to 5k app that encourages improvement in fitness levels. However, prospective studies suggest there is a relationship between fitness and incident hypertension but strongly supports the role in physical activity in the prevention of hypertension (Hedge and Soloman, 2015). These studies found that exercise can also aid in HBP in prehypertensive patients, thus more conclusive evidence around the proper mode of physical activity such as duration, aerobic, resistance or combine exercise attributes to the effects if hypertension (Hedge and Soloman, 2015).
 

To conclude, it is evident that there is not on primitive causative factor in the result of hypertension. However, form the information of patient x, it is apparent that there are multiple factors which contribute to the increased risk of hypertension, including lack of physical activity, smoking and snacking. Through the literature provided, data concludes there is not one fix to reduce HBP, and thus patient x requires multiple lifestyle changes to reduce the risk of hypertension. For instance, smoking cessation is considered to be essential for the reduction in cigarette consumption, thus this method should be provided to the patient. Furthermore, the NHS eat well guide on healthy eating for hypertensive patients is a great source for patient x to go to for evidence-based literature. Finally, exercise is essential for the reduction in BMI and increased energy expenditure. Therefore, a multi factory approach in habit change in definitely a substantial component in maintaining health. However, literature also finds that social lifestyle such as exercising and quitting smoking can show increased levels of hypertension. Based in these findings, it is essential long-term prospective studies are carried out that examine all external factors that also may have an impact on the hypertensive status of the patient such as caffeine consumption, socioeconomical status and ethnicity where more risk factors are identified. Nonetheless, current lifestyle of patient x is likely to have been contributing to their HBP status. 
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LIFESTYLE QUESTIONNAIRE
 
Introduction:
 
In order to help us focus our Health Promotion activities in the practice, we would be grateful if you could fill in this short questionnaire. If you have already completed one on a previous visit, please return this questionnaire to the receptionist.
 
 
Name      ……REMOVED……………………………………………        Date of Birth         ……REMOVED……………...
 
	Do you smoke?
	 
	Yes
	[
	x]                               No [ ]

	If Yes, do you –
	 
	 
	 
	 

	smoke less than 1
	cigarette/day
	 
	[
	]

	1 – 9
	cigarettes/day
	 
	[
	]

	10-19
	cigarettes/day
	 
	[
	]

	20-39
	cigarettes/day
	 
	[
	X 20 PER DAY]

	more than 40
	cigarettes/day
	 
	[
	]

	smoke a pipe
	 
	 
	[
	]

	smoke cigars
	 
	 
	[
	]


 
If No, have you –
 
	never ever smoked
given up smoking in the last year not smoked for more than 1 year
	 
	[
[
[
	]
]
]
	 

	Do you have high blood pressure?
	Yes
	[
	X]
	No
	[
	]

	Have you ever had a heart attack or suffered from angina?
	 
Yes
	 
[
	 
]
	 
No
	 
[
	 
X]


 
Have you ever had a stroke, “shock”
			brothers or sisters had –
	 

	a heart attack below the age of 60
	Yes
	[
	]
	No
	[
	X]

	a heart attack above the age of 60
	Yes
	[
	]
	No
	[
	X]

	a stroke
	Yes
	[
	]
	No
	[
	X]

	trouble with very high cholesterol
	Yes
	[
	]
	No
	[
	X]


 


 


or any weakness down one side?           Yes [ ]                                No [X ] Have any of the following – mother, father,
 
 
 
 
(hyperlipidaemia)
 
………………………………………………………………………………………
 
[bookmark: m_-4397700217536597548_Practice_Use_Only]Practice Use Only
Health Education Smoking                 Y………….
 
BP                                                       …140-.  /  …90..
 
Height                                                 …5’7……….
 
Weight                                                ……14KG…….


EXERCISE
Healthy exercise usually involves activity that lasts for at least 20 minutes, raises your pulse and produces hard breathing. In younger people this might be running, cycling or sport, or brisk walking for older people.
 
Do you take this type of exercise –
 
daily                                                                            [ ]
3 times weekly                                                            [ ]
once weekly                                                                [ ]
once monthly                                                              [ ]
seldom                                                                         [ X]
 
I cannot take exercise because of disability                            [ ]
 
 
DIET
Please tick the one category which is closest to your usual eating pattern.
 
I eat no meat, fish, or dairy produce                           [ ]
I eat no meat                                                               [  ]
I eat a mixture including daily fruit and vegetables   [  ] 
I eat a mixture including regular chips and fries        [  ]
I eat frozen meals (e.g. TV dinners) 3 or 4 times/week [  ] 
I eat mainly snacks                                                      [  X]
I eat a special medical diet                                         [ ]
 
Please specify ……CRISPS CHOCOLATE BUSICUITS SANDWHICHES …………………………………………………………………
 
 
 
ALCOHOL
Please tick the statement which most closely describes your usual average alcohol intake. (1 unit is 1 glass wine, ½ pint beer or a single measure of spirit.)
 
I never drink alcohol                                                   [ ]
I drink less than 1 unit per day                                   [ X]
I drink between 1 and 2 units a day                            [ ]
I drink between 3 and 6 units a day                            [ ]
I drink between 7 and 9 units a day                            [ ] I drink more than 9 units a day onaverage                 [ ]
 
 
 
……………………………………………………………………………………….
 
Practice Use Only
 
Health Education Alcohol                                       [ ]
Alcohol Brief Intervention                                     [ ]
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