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[bookmark: _GoBack]Part I, Criteria #1: Identification of Nutrients
According to Evert et al. (2014) the recommended daily allowance refers estimated amount of calorie intake per day that is perceived as being ideal for the maintenance of good health as stipulated by the Food and Nutrition Board. In the case of J.W, his diet is more than carbohydrates (CHO) since it predominantly comprises of fast foods. Additionally, the fat content is his meals is presumably high as his nutrition is mainly described as being of high calories. Nonetheless, J.W’s diet is deficient of proteins (PRO) as the patient’s meals are mostly made of foodstuff that has high energy content but lack of bodybuilding properties. Equally important is the fact that J.W’s meals are deficient in the required nutrients which would constitute a healthy meal. 
Part 1 Criteria# 2: RDA Analysis
Self-reports in the U.S indicate that individuals diagnosed with both HTN and diabetes report consuming a modest amount of carbohydrate which is approximately 45% of their total energy intake. J.W’s CHO may be estimated to comprise nearly 75% of the total energy intake (Powers et al., 2017). Additionally, the American Diabetes Association (ADA) recommends that the ideal fat intake per day ought to be capped at 7% of the total calories. In the case of J.W, the patient does not meet the RDA criteria of fat as the majority of his meals comprise of saturated fatty acids which are approximately 25% of the total calories consumed (American Diabetes Association, 2015). Further, the patient’s meals are deficient of fibers which are essential for the regulation of the adverse health effects associated with diabetes. In essence, the fiber RDA for individuals diagnosed with diabetes is estimated to be in the region of not less than 5 and should be in the region of 25 to 35 grams per serving and is comprised of foodstuffs such as whole grain cereals and bread, whole vegetables and fruits and legumes (Feinman et al., 2015). Moreover, it is likely that the patient consumes sugar-sweetened beverages (SSBs) which are usually taken as an accompaniment to fast foods. People with diabetes are advised to avoid the consumption of SSBs as they provide empty calories which augment the risk of weight gain and may worsen the cardiometabolic risk profile. Additionally, recent studies indicate that individuals diagnosed with HTN and diabetes have a higher salt sensitivity and as a result, there is the need to develop dietary sodium restriction such individuals which are capped at less than 3 grams/day (Ley et al., 2014).
Part II: Criteria #1 Disease and Nutrition
An analysis of J.W’s diet reveals that his meals do not meet the RDA criteria for a healthy meal. For a patient who has been diagnosed with hypertension (HTN) and types II diabetes, the fundamental goal is to attain a desirable regulation of blood glucose (Franz, Boucher & Evert, 2014). Studies indicate the amount (CHO) has a direct influence on glycemic control while the type of carbohydrate also creates a significant impact on the overall glucose control. In essence, CHO affects the disease pathophysiology of an individual by altering the postprandial blood glucose concentration in the body (Dworatzek et al., 2013). This occurrence is determined by the rate of appearance of glucose in the bloodstream and its expulsion from the circulation. For persons who are regarded as being healthy their insulin secretory responses regulate the blood glucose within the normal range, but for individual’s with diabetes there are defects in insulin secretion, insulin action and impede regulation of postprandial glucose (Dyson et al., 2011).  Equally important is the need to include fiber intake in the diets of individuals with diabetes since they provide minerals and vitamins which are essential for the establishment of good health. Further, the high-fiber diet has demonstrated positive outcomes in the reduction of glycemia, lipemia, and hyperinsulinemia. Nonetheless, there are expected shortcomings in the achievement of high-fiber intakes such as gastrointestinal side effects, limited food choices, and palatability (Nguyen et al., 2011). On the other hand, the consumption of foodstuffs high in carbohydrates is likely to augment the levels of triglycerides, insulin, and postprandial plasma glucose. Moreover, the glucose obtained from the use of protein does not increase in the plasma but increases the serum insulin responses. Anomalies in protein metabolism may be as a result of insulin deficiency and resistance, but these occurrences may be corrected through blood glucose regulation (Boushey, 2001).
Part II, Criteria # 2: Food-Drug Interaction
Metformin is perhaps the most recognizable class of drugs that are recommended for patients who have been diagnosed with diabetes. This implies as it is crucial in diminishing the amount of glucose that is produced by the liver and in the process enable the body to react better to insulin secretions (Scheen, 2007). Nonetheless, the intake of metformin results in drug-nutrient interaction most notably creating influence in the absorption of B12 vitamin that is found naturally in most foods. Additionally, metformin lowers blood sugar by creating an impact on calcium absorption. Equally important is the fact that when chromium supplements interact with Metformin may result in hypoglycemia hence the need to regulate the consumption of this type of multivitamin (Triplitt, 2006). Nutritionists recommend that patients who are taking metformin to do so with high amounts of fiber which reduce the adverse effects on the gastrointenistal tract. Nonetheless, high amounts of fiber result in decreased concentrations of metformin in the body thus diminishing the efficiency of the drug.
Part III, Criteria # 1: Patient Education
The most fundamental objective for patient education of individuals diagnosed with diabetes focuses on the regulation of body weight as a means of reducing the risks related to the disease. The BMI for individuals who are regarded as being overweight is capped at ≥25 kg/m2 while for individuals who are obese their BMI is placed at ≥30 kg/m2 (Parikh et al., 2005). The recommended basal metabolic rate for male individuals in the U.S is estimated to be 1,662 calories which are the target for most diabetic management interventions. Although low carbohydrate diets are recommended for a diabetic individual’s the total carbohydrate recommendation should not be restricted below 130 grams per day (James et al., 2014). Equally important is the fact that individuals with diabetes are encouraged to ensure that they include diets that have high-fiber content which should not be below 5 g while the protein intake should be kept at the standard 15-20% of the energy.
Part III, Criteria 2: Evidence-based Nutritional Plan
The SMART goals an evidence-based nutritional plan will involve the regulation of blood glucose levels to within the normal range. The lipoprotein and lipid profile is also taken into consideration where the target is to reduce the risk for cardiovascular diseases.  Moreover, diabetes management is mostly concerned with preventing the rate of development that may result from chronic complications of diabetes by modifying the lifestyle choices and nutrient intake (Nelson, Reiber & Boyko, 2002).  In the case of J.W, it would be advisable that he consumes less of high-calorie diets as well as engaging in physical activities. Since the patient’s activities are mostly sedentary, being actively involved in physical exercises such as taking leisure walks, jogging and even dancing would result in positive outcomes insofar as weight loss and diabetes management is concerned. Equally important is the need to limit the pleasure of eating only to food choices that have been certified by evidence-based practices.
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