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WHO guidelines - dementia
WHO issues guidelines to reduce risk of dementia (The Hindu: 20190517)
https://www.thehindu.com/news/cities/Delhi/who-issues-guidelines-to-reduce-risk-ofdementia/article27154509.ece

Number of people with the illness expected to triple in the next 30 years; advice includes
exercise, watch weight, eat healthy, control of BP, cholestrol
In the next 30 years, the number of people with dementia is expected to triple, warns the World
Health Organization (WHO). To reduce the risk of the disease, the WHO prescribes getting
regular exercise, not smoking, avoiding harmful use of alcohol, controlling weight, eating a
healthy diet, and maintaining healthy blood pressure, cholesterol and blood sugar levels.
WHO Director-General Dr. Tedros Adhanom Ghebreyesus, stating that the next three decades
will see a jump in the number of people with dementia, said: “We need to do everything we
can to reduce our risk of dementia. The scientific evidence gathered for these guidelines
confirm what we have suspected for some time that what is good for our heart, is also good for
our brain.”
Dementia is an illness characterised by deterioration in cognitive functions beyond what might
be expected from normal ageing. It affects memory, thinking, orientation, comprehension,
calculation, learning capacity, language and judgment. Dementia results from a variety of
diseases and injuries that affect the brain, such as Alzheimer’s disease, or stroke.
Knowledge base
The guidelines provide a knowledge base for healthcare providers to advise patients on what
they can do to help prevent cognitive decline and dementia. They will also be useful for

governments, policymakers and planning authorities to guide them in developing policy and
designing programmes that encourage healthy lifestyles.
Stating that an essential element of every national dementia plan is support for carers of people
with dementia Dr. Dévora Kestel, Director, Department of Mental Health and Substance
Abuse,WHO, said, “Dementia carers are very often family members who need to make
considerable adjustments in their family and professional lives to care for their loved ones. This
is why WHO created iSupport, an online training programme providing carers of people with
dementia with advice on overall management of care, dealing with behaviour changes, and how
to look after their own health.”
The reduction of risk factors for dementia is one of several areas of action included in the
WHO’s global action plan for the public health response to dementia. Other areas include
strengthening information systems for dementia; diagnosis, treatment and care; supporting
carers of people with dementia; and research and innovation
Rapidly growing
Dementia is a rapidly growing public health problem affecting around 50 million people
globally, and major cause of disability and dependency among older people. There are nearly
10 million new cases every year. Additionally, the disease inflicts a heavy economic burden on
societies as a whole, with the costs of caring for people with dementia estimated to rise to $2
trillion annually by 2030.

Teen pregancies
Teen pregancies linked to poor nutrition in babies (The Hindu: 20190517)
https://www.thehindu.com/sci-tech/health/teen-pregancies-linked-to-poor-nutrition-inbabies/article27154471.ece

Factors such as low education levels in mothers contribute to stunting in children, says study
Teen pregnancies contribute to under-nutrition in babies, according to a study that analysed
data from India and appeared in The Lancet Child and Adolescent Health.
The paper recommends policies and programmes to delay marriage, especially in districts
where there is a higher prevalence of child marriage.
The paper examined data for 60,096 women from the National Family Health Survey (NFHS4) to study the extent to which teenage pregnancy contributes to under-nutrition among
children. The figures showed that 14,107 women first gave birth during adolescence; 31,475
during young adulthood, and 14,514 during adulthood.
According to the study, children born to adolescent mothers (10-19 years) were 5 percentage
points more likely to be stunted (shorter for their age) than those born to young adults (20-24
years) and 11 percentage points more stunted than children born to adult mothers.
Children born to adolescent mothers also had 10 percentage points higher prevalence of low
weight as compared to those born to adult mothers.
The study said that lower education levels among adolescent mothers had the strongest impact
on stunting levels, followed by socioeconomic status. Teen mothers were also likely to be
underweight, exacerbating the stunting among their children.
The research also highlights that while adolescent pregnancy is more likely to occur in high
poverty contexts, it could trap mothers in an unending cycle of poverty as “women who bear
children early are more likely to discontinue education and, thus, have lower earning potential.”

Nutrition in adolescents
Nutrition in adolescents: physiology, metabolism, and nutritional needs (The
New York Academy of Science)
https://nyaspubs.onlinelibrary.wiley.com/doi/full/10.1111/nyas.13330
Abstract
Adolescence is the period of development that begins at puberty and ends in early adulthood.
Most commonly, adolescence is divided into three developmental periods: early adolescence
(10–14 years of age), late adolescence (15–19 years of age), and young adulthood (20–24 years
of age). Adolescence is marked by physical and sexual maturation, social and economic
independence, development of identity, acquisition of skills needed to carry out adult
relationships and roles, and the capacity for abstract reasoning. Adolescence is characterized
by a rapid pace of growth that is second only to that of infancy. Nutrition and the adolescent
transition are closely intertwined, since eating patterns and behaviors are influenced by many
factors, including peer influences, parental modeling, food availability, food preferences, cost,
convenience, personal and cultural beliefs, mass media, and body image. Here, we describe the
physiology, metabolism, and nutritional requirements for adolescents and pregnant
adolescents, as well as nutrition‐related behavior and current trends in adolescent nutrition. We
conclude with thoughts on the implications for nutrition interventions and priority areas that
would require further investigation.

Background
Adolescence is the period of development that begins at puberty and ends at adulthood. The
World Health Organization (WHO) defines adolescence as age between 10 and 19 years and
youth as between 15 and 24 years, while young people encompass the entire age group of 10‐
to 24‐year‐olds.1 The recent Lancet commission on adolescent health and well‐being further
divided this time in the life cycle into three 5‐year age categories: early adolescence (10–14
years), late adolescence (15–19 years), and young adulthood (20–24 years).2 Physiologically,
early adolescence is dominated by puberty and sexual development; late adolescence (15–19
years) is also characterized by pubertal maturation but less obviously than early adolescence;
and young adulthood (typically 20–24 years) corresponds to the adoption of adult roles and
responsibilities.1 In some poorer populations, the initiation of puberty may be delayed and its
duration extended, whereas in other poorer populations (e.g., in the United States), the initiation
of puberty may be advanced, which appears to be related to body size and body fat mass.3

Epidemiologically, the age group from about 10 to 24 years is a quarter of the global population
and, in any population, it is the healthiest of any age group and the group best able to raise the

economic productivity of the resident country. In 2012, there were 1.8 billion adolescents in
the world, 90% of whom lived in low‐ and middle‐income countries (LMICs).4 Owing to the
success of child survival initiatives over the last few decades, there has been a dramatic rise in
the population of adolescents, especially in LMICs, making this the largest generation of young
people in history.5
Adolescence is a period of rapid physiological, sexual, neurological, and behavioral changes,
and it lays the foundation for adopting adult roles and responsibilities, including the transition
to employment and financial independence, as well as the formation of life partnerships.6 Since
it is a period of rapid growth, adequate nutrition is crucial for achieving full growth potential,
and failure to achieve optimal nutrition may lead to delayed and stunted linear growth and
impaired organ remodeling.7 Iron‐deficiency anemia is the leading cause of years lived with
disability among children and adolescents, affecting an estimated 619 (95% confidence interval
(CI), 618–621) million in 2013.8 While undernutrition, including stunting and wasting, is on
the decline in children <5 years of age, there are growing concerns about increasing rates of
overweight and obesity among children and adolescents. Childhood overweight is associated
with multiple immediate and long‐term risks, including raised cholesterol, triglycerides, and
glucose; type 2 diabetes; high blood pressure; and an elevated risk of developing adult obesity
and its associated consequences.9, 10 Many LMICs now bear a double burden of
malnutrition,11, 12 with the increasing burden of overweight and obesity along with existing
high burden of undernutriton.13, 14
Recently, there has been a growing interest in adolescent nutrition in developing countries as a
means to improve the health of women and future generations of children on the basis of the
reasoning that interventions targeted at adolescents allow time for the interventions to have the
maximum impact on optimizing health in the years ahead, including the health of women
during future pregnancies and hence also the related health of the next generation.
Current trends in adolescent nutrition
Body size during adolescence can be used as a proxy for nutritional status, with overnutrition
manifesting as overweight and obesity, while undernutrition can manifest as stunting and/or
wasting or as nutrient deficiencies without change in body size (so‐called hidden hunger).
Recent findings from the global burden of diseases and injuries among children and adolescents
suggest that protein‐energy malnutrition is among the top 10 causes of death among children
and adolescents, accounting for 225,906 deaths in 2013.15 Globally, around 34 deaths per
100,000 children and adolescents are attributed to malnutrition, and this number significantly
varies between developing (38.5 per 100,000) and developed countries (0.2 per 100,000).15
Global nutrition trends in adolescents have been discussed in detail in a companion paper,16
but, briefly, overweight and obesity affect one in every three adolescents worldwide.17 In
2011, an estimated 43 million (7%) children younger than 5 years were overweight globally,
marking a 54% increase from an estimated 28 million in 1990,2 and most of these overweight
children (32 million) lived in LMICs. The prevalence of underweight among adolescent

females aged 13–17 years across the five regions of the world and about 60 countries is
generally less than 5%; however, in some LMICs in Africa and Asia, almost 10% or more of
younger adolescent girls (13–15 years) are too thin for their age and height.17 Though data on
the burden of stunting among adolescent females are limited, it has been estimated that in some
countries as many as half of all adolescents are stunted, reflecting persistent and cumulative
effects of growth retardation from an early age.18 The extent and severity of wasting among
adolescents are less clear compared with the effects in children under 5 years of age.19 Little
focus has been given to micronutrient deficiencies among adolescents, despite their increased
nutritional vulnerability.20 Deficiencies in multiple micronutrients are of particular importance
to adolescent health because of their direct effects, such as iron‐deficiency anemia and iodine‐
deficiency disorders. The largest contributors to micronutrient deficiency burden among
female youth globally are iron deficiency and iron deficiency–related anemia, which are
responsible for about 700–1200 disability‐adjusted life years per 100,000 girls in the 10–14
years age group, 300–900 in 15‐ to 19‐year‐olds, and 300–1100 among 20‐ to 24‐year‐old
females.8
Physiology
Maturation of the body owing to hormonal changes during adolescence leads to dramatic
changes in body composition.21 These differences appear most obviously as the maturation of
the sexual organs, but they also manifest in different proportions of lean and fat body mass.
While puberty usually takes place between the ages defined during adolescence, it can begin
as early as 8 years of age and can extend beyond 19 years of age. Pubertal sex hormones and
growth hormones generally increase together and are responsible for the enhanced skeletal
growth and sexual maturation. During normal puberty, height and body weight increase (50%
of adult body weight is gained during adolescence), bone mass and muscle mass increase, blood
volume expands, and the heart, brain, lungs, liver, and kidney all increase in size.22 The high
rate of growth during puberty is second to that in infancy, but is greater in duration, and
therefore total nutritional requirements during puberty may be greater than during any other
period in life. Current evidence suggests that adolescents grow in distinct spurts that occur only
rarely (about 5% of the time), as has been established for infants and young children.23 In
infants, growth spurts follow periods of sleep;24 thus, one can speculate that adolescent
sleeping patterns may accommodate growth and may require adequate energy and nutrient
consumption. Adolescent sleep patterns are characterized by a natural propensity to stay up
later in the evening and sleep late in the morning, and it has been argued that the chronotype
of an adolescent reverses and individuals wake up naturally at an earlier time, marking the end
of the adolescent period; this reversal occurs at a younger age in girls than in boys.25 Since
sleep and growth are related, it is important that robust nutritional support and opportunities
for adequate sleep are considered in the health of adolescent girls and boys, who may be in the
workforce and forced to sleep out of synchrony with their natural clocks.

The timing and duration of body composition changes are linked directly to sexual maturation;
thus, nutritional requirements depend more on sexual maturity than on chronological age.
Tanner stages26 are most commonly used to assess sexual maturation, but other puberty stage
classifications also exist. In girls, there are five Tanner stages for breast development (stages
B1–B5) and pubic hair development (stages PH1–PH5). The long prepubertal Tanner stage B1
is followed by the initial breast development stage B2 at the onset of puberty, which is usually
observed at 10.2 years of age but can range from 8 to 12 years of age. Transition to the next
breast stage takes about 12–18 months.27 Pubertal hair stage 3 (PH3) occurs around 11.6 years
and ranges from 9.3 to 13.9 years.28 Menarche occurs mostly at stage B4 but can extend into
B5 about 2–3 years after the onset of breast development.29 Age of menarche varies between
populations, ranging from 11.0 to 14.1 years, with the mean of 12.6 years, and this has
decreased significantly over the last century.28 Height velocity peaks at B3 between 11 and 12
years of age.30 Peak weight gain lags behind peak height velocity by 6 months and in most
cases reaches 8.3 kg/year. Although height velocity decreases after menarche, final or adult
height is usually achieved 1 year after menarche and also includes increased bone
mineralization and fat accumulation. However, in low‐income settings, the pubertal growth
spurt is frequently extended, thus allowing a substantial degree of catch‐up in height and weight
compared with the international growth reference standards.3

There are five Tanner stages for genital development (stages G1–G5) and pubic hair (stages
PH1–PH5) for boys. Stage G1 reflects the prepubertal stage in boys, and puberty begins with
an increase in testicular volume (stage G2) at around 11.5 years but can begin as early as 9.5
years and extend to 13.3 years. The increase in testicular volume precedes the development of
pubic hair. Peak height velocity occurs around PH4 and G4 at around 14 years of age.27 Boys’
height velocity begins 1–2 years after girls, and, as a result, boys’ growth in height occurs for
a longer period than girls, and final adult height is usually achieved by 17 years of age.28, 30
In boys, peak weight velocity occurs at about the same time as peak height velocity and
averages 9 kg/year.31

Metabolism
Metabolism is directly related to total energy requirements and indirectly to growth and
consists of energy cost of growth (ECG), basal metabolic rate (BMR), and activity energy
expenditure (AEE). Figure 1 depicts the relationship between ECG, BMR, and AEE. Basal
metabolism is the energy required for cellular and tissue maintenance––it increases rapidly to
2 years of age and levels off throughout adolescence32––while ECG is a small component
compared with BMR and AEE.33 Excessive total energy intake may lead to overweight and
obesity; however, if a decreased total energy intake falls below BMR, then ECG and AEE will
be compromised and can lead to growth stunting, pubertal delay, menstrual abnormalities in
girls, and interference with bone mass accumulation. The WHO has endorsed the Schofield

equations for estimating BMR that take into account sex, age, and body weight.34, 35 For
males 10–18 years of age, BMR (megajoules (MJ)/day) = (0.074 × body weight (kg)) + 2.754
and BMR (kcal/day) = (17.69 × body weight (kg)) + 658. For females 10–18 years of age,
BMR (MJ/day) = (0.056 × body weight (kg)) + 2.898 and BMR (kcal/day) = (13.38 × body
weight (kg)) + 693.
image
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Energy requirements of girls and boys from birth to 18 years of age.33
Nutritional requirements during adolescence
The growth spurt in adolescence requires rapid tissue expansion with special nutrient
requirements, including amino acids for growth of striated muscle, as well as calcium and
vitamin D to accommodate bone growth. Energy and nutrition requirements must match the
needs of the adolescents as they typically engage in physical work or recreational exercise
(boys on average more than girls), which benefits striated muscle mass enlargement. Appetite
increases during adolescence, and sedentary individuals are more likely to accumulate fat if
they have access to high‐energy food. Thus, low activity levels among adolescents are a key
factor that underlies increases in adolescent obesity across the globe. The caloric requirement
of adolescent males is higher than that of adolescent females, owing to greater increases in
height, weight, and lean body mass. Dietary recommendations suggest that 50% or more of
total daily calories should come from carbohydrates, with no more than 10–25% of calories
derived from sugars, such as sucrose and high fructose corn syrup.36 Protein requirements per
unit of height are highest for females in the 11‐ to 14‐year age range and for males in the 15‐
to 18‐year age range, corresponding to the usual timing of peak height velocity. Population
reference intakes, for example, the dietary reference intakes (DRIs) of the United States, do not
list specific requirements for total fat intake, but do make recommendations for the intake of
linoleic (n‐6) and α‐linolenic (n‐3) polyunsaturated fatty acids (Table 1).

Table 1. Examples of population reference nutrient intakes: dietary reference intakes (DRIs)
and adequate intakes (AIs) for adolescents in the United States50
DRIs and AIs: recommended intakes for adolescents: vitamins and minerals
Females

Males

9–13 years

14–18 years

Energy (kcal/day)

2071

19–30 years

9–13 years

14–18 years

2368

2279

3067

2403

3152

19–30 years

Carbohydrates (g/day)130

130

130

130

130

130

Total fiber (g/day)

28

25

31

38

38

n‐6 Polyunsaturated fat (g/day)

10

11

12

12

16

17

n‐3 Polyunsaturated fat (g/day)

1.0

1.1

1.1

1.2

1.6

1.6

Protein (g/day)

26

34

46

46

34

52

56

600

700

700

600

900

900

Vitamin C (mg/day) 45

65

75

45

75

90

Vitamin D (μg/day)

5

5

5

5

5

Vitamin E (mg/day) 11

15

15

11

15

15

Vitamin K (μg/day)

60

75

90

60

75

120

Thiamin (mg/day)

0.9

1.0

1.1

0.9

1.2

1.2

Riboflavin (mg/day) 0.9

1.0

1.1

0.9

1.3

1.3

Niacin (mg/day)

12

14

14

12

16

16

Vitamin B6 (μg/day) 1.0

1.2

1.3

1.0

1.3

1.3

Folate(μg/day) 300

400

400

300

400

400

Vitamin B12 (μg/day) 1.8

2.4

2.4

1.8

2.4

2.4

Pantothenic acid (mg/day)

4

5

5

4

5

Biotin (μg/day)

20

25

30

20

25

30

Choline (mg/day)

375

400

425

375

550

550

Calcium (mg/day)

1300

1300

1000

1300

1300

1000

Chromium (μg/day)

21

24

25

25

35

35

Copper (μg/day)

700

890

900

700

890

900

Fluoride (mg/day)

2

3

3

2

3

4

Iodine (μg/day)

120

150

150

120

150

150

Vitamins
Vitamin A (μg/day)

5

Elements

5

Iron (mg/day) 8

15

18

8

11

8

Magnesium (mg/day) 240

360

310

240

410

400

Manganese(mg/day) 1.6

1.6

1.8

1.9

2.2

2.3

Molybdenum (μg/day)

34

43

45

34

43

Phosphorus (mg/day) 1250

1250

700

1250

1250

700

Selenium (μg/day)

40

55

55

40

55

55

Zinc (mg/day) 8

9

8

8

11

11

45

Note: This table presents RDAs in bold type and AIs in ordinary type. RDAs and AIs may both
be used as goals for individual intake. RDAs are set to meet the needs of almost all (97–98%)
individuals in a group. The AI is believed to cover needs of all adolescents in the group, but
lack of data or uncertainty in the data prevents the ability to specify with confidence the
percentage of individuals covered by this intake. The data are derived from reports from the
Institute of Medicine, Food and Nutrition Board, Standing Committee on the Scientific
Evaluation of Dietary Reference Intakes,© by the National Academy of Sciences, courtesy of
the National Academies Press, Washington, DC. (http://www.nap.edu/)
The U.S. DRI for calcium for 9‐ to 18‐year‐olds is 1300 mg/day, and the recommended dietary
allowance (RDA) for iron is 8 mg/day for 9‐ to 13‐year‐olds, 11 mg/day for males aged 14–18,
and 15 mg/day for females aged 14–18 years, as the onset of menstruation imposes additional
iron needs for girls. The U.S. RDA for zinc for males and females aged 9–13 is 8 mg/day, while
for males and females aged 14–18 years the RDAs are 11 and 9 mg/day, respectively. To ensure
adequate body stores of vitamin A, boys and girls aged 9–13 years should consume 600 μg/day,
females aged 14–18 years should consume 700 μg/day, and males aged 14–18 years should
consume 900 μg/day. For the United States, the RDA for vitamin E for 9‐ to 13‐year‐olds is 11
mg/day and is 15 mg/day for 14‐ to 18‐year‐olds. The U.S. RDA for vitamin C is 45 mg/day
for 9‐ to 13‐year‐olds, 75 mg/day for males aged 14–18 years, and 65 mg/day for females aged
14–18 years. The U.S. RDA for folate is 300 μg/day for 9‐ to 13‐year‐olds and 400 μg/day for
14‐ to 18‐year‐olds. Findings from a recent systematic review37 evaluating nutrition
interventions for adolescents suggest that micronutrient supplementation among adolescents
can significantly decrease anaemia prevalence (relative risk (RR): 0.69; 95% CI: 0.62–0.76).37

Nutritional requirements for adolescent pregnancy
Sixteen million babies are born annually to adolescent girls 15–19 years of age, which accounts
for over 10% of the total births each year. Adolescent fertility is three times higher in LMICs
owing to various contextual factors, including traditional marriage practices, poverty, lack of
education and employment, restricted access to care, weak health systems, abuse, unplanned

or unwanted pregnancies, and the absence of autonomy or support in their social arrangements.
One area of human biology in need of more research is the competition for nutrients between
mother and fetus in pregnancies where mothers are still growing. Several studies have shown
that adolescent women are able to grow during pregnancy if their nutrition is adequate,38, 39
while others have shown that pregnancy may limit maternal growth.40 Studies in adolescent
sheep show that excess calories given during pregnancy will be allocated to the mother's growth
over the growth of the fetus;41 the degree to which this is true in humans has not been
adequately studied. Existing data suggest that, when energy is constrained, the physiology of
younger adolescents invests in growth, while that of older adolescent females privileges
reproductively valuable adipose tissue.42
When an adolescent becomes pregnant, there is increased competition for nutrients with the
fetus, and pregnant adolescents are at higher risk for becoming stunted43, 44 and at elevated
risk of adverse neonatal outcomes, including low birth weight (LBW), preterm delivery,
anemia, and postpartum outcomes, like excessive weight retention, owing to a combination of
physiological, socioeconomic, and behavioral factors.45, 46 Adolescent girls are two to five
times more likely to die from pregnancy‐related causes than women aged 20–29 years.47 Girls
younger than 19 years of age have a 50% increased risk of stillbirths and neonatal deaths, as
well as an increased risk for preterm birth, LBW, and asphyxia. These health risks further
increase for girls who become pregnant earlier than 15 years of age and are somewhat reduced
for older adolescents aged 18–19 years. Nutrition in pregnant teens is crucial, since their bodies
are not physically ready for pregnancy and they tend to give low priority to nutrition despite
having enhanced needs for nutrients owing to their pregnant state. Prepregnancy low body mass
index (<18.5) significantly increases perinatal risks, including stillbirths, preterm births, and
small for gestational age and LBW babies.2 For a lactating mother, her micronutrient status
determines the health and development of her breast‐fed infant, especially during the first 6
months of life.47, 48 Nutrient needs during pregnancy and lactation are higher relative to other
physiological stages in the life cycle and, likewise, the requirements for most micronutrients
are also higher. Findings from a recent systematic review suggest that interventions to improve
the nutritional status of pregnant women result in a statistically significant improvement in
mean birth weight (SMD: 0.25; 95% CI: 0.08–0.41), reduced LBW (birth weight < 2500 g;
RR: 0.70; 95% CI: 0.57–0.84), and preterm birth (before 37 weeks; RR: 0.73; 95% CI: 0.57–
0.95). The intervention strategies included the provision of micronutrient supplementation,
such as calcium and zinc, in addition to the routine iron–folic acid supplementation to
adolescent mothers, or engaging them in nutritional education sessions to enable them to
improve nutritional intake. Long‐term nutritional counseling was frequently employed
whereby pregnant adolescents would have access to a nutritionist whom they would consult as
part of antenatal care. Table 2 describes the RDAs for prepregnant, pregnant, and lactating
women.

Table 2. Examples of population reference nutrient intakes: reference dietary allowances for
pregnant adolescents for the United States50
RDA
Components Unit

Prepregnancy Pregnancy

Lactation

Macronutrients
Protein (g)

g

60

71

Fat (g) g

ND

ND

ND

Omega‐6

g

12

13

13

Omega‐3

g

1.1

1.4

1.3

g

130

175

210

μg

700

770

1300

Vitamin B1 (thiamin) mg

1.1

1.4

1.4

Vitamin B2 (riboflavin)

mg

1.1

1.4

Vitamin B3 (niacin) mg

14

18

17

Vitamin B5 (pantothenic acid)

mg

5

6

Vitamin B6 (pyridoxine)

mg

1.3

1.9

2.0

Vitamin B7 (biotin)

μg

30

30

35

Vitamin B9 (folate)

μg

400

600

500

Vitamin B12 (cobalamine)

μg

2.4

2.6

Vitamin C (ascorbate) mg

75

85

120

Vitamin D (cholecalciferol) IU

600

600

600

Vitamin E (tocopherol acetate)

mg

15

15

Vitamin K (phytomenadione) μg

90

90

90

Calcium

mg

1300

1300

1300

Copper μg

900

1000

1300

Iodine μg

150

220

290

Carbohydrates (g)

71

Micronutrients
Vitamin A (retinol)

1.6

7

2.8

19

Iron

mg

18

27

10

Magnesium

mg

360

400

360

Selenium

μg

55

60

70

Zinc

9

12

13

μg

It has become increasingly clear that several conditions in pregnancy predispose both mother
and offspring for later disease, including hypertension, cardiovascular disease, and type 2
diabetes.49 In the general population, it appears that teenagers are less likely to acquire
preeclampsia than older pregnant women. However, prepregnancy obesity and excessive
weight gain during pregnancy dramatically increase the risk for preeclampsia among
adolescents.50, 51 The fact that the prevalence of obesity among adolescent girls is increasing
worldwide imposes a need to develop a heightened awareness of the health implications for
current and future generations. Thus, prevention of overweight and management of obesity
through lifestyle and nutritional programs is urgent and should be a top‐priority topic for
international bodies.
In a systematic review, Bellamy estimated that the relative risk for a mother who suffered
preeclampsia at any age to acquire hypertension within 14 years was 3.7 (95% CI: 2.70–5.05),
to acquire ischemic heart disease and stroke within 10 years was 2.16 (95% CI: 1.86–2.52) and
1.81 (95% CI: 1.45–2.27), respectively, and to acquire thromboembolic venous disease within
5 years was 1.79 (95% CI: 1.37–2.33). Thus, one can predict that the global trend for excess
weight gain among adolescent girls will lead to elevated rates of diabetes and heart disease
among affected women and their offspring. Adolescents who were exposed to maternal
preeclampsia as fetuses showed structural and functional changes in their hearts, including
greater relative wall thickness and reduced left ventricular end‐diastolic volume compared with
controls.52 Because at‐risk groups of adolescent girls more often have LBW babies and babies
born prematurely or suffering neonatal death,53, 54 survivors will have elevated risks for
chronic conditions, including hypertension over the life span,55 early‐onset renal disease,56
type 2 diabetes,57 mental disorders,58 and many other chronic conditions. 59

Adolescent behavior and nutrition
Eating patterns and behaviors are influenced by many factors during adolescence, including
peer influences, parental modeling, food availability, food preferences, costs, convenience,
personal and cultural beliefs, mass media, and body image.60 These could be broadly classified
as personal factors, including attitudes, beliefs, food preferences, self‐efficacy, and biological
changes; environmental factors, including family, friends, peer networks, school, fast food
outlets, and social and cultural norms; and macrosystem factors, including food availability,
food production, distribution systems, mass media, and advertising (Fig. 2).60, 61 Teens as a
group tend to snack and graze, miss meals, eat away from home, consume fast foods, and diet

(especially females) more frequently than younger children.60, 62 Nutrition surveys show that
many adolescents have inadequate intakes of vitamins and minerals, which is more pronounced
in females than in males.63 Recently, there has been an increase in the trend toward excess
consumption of total fat and saturated fat, cholesterol, sodium, and sugar. There appears to be
an increasing prevalence of obesity among adolescents worldwide, explained by widespread
nutrition transitions to lipid‐rich diets and a decrease in physical activity, especially among
urban adolescents.62, 63 Other unhealthy behaviors, such as smoking, drinking, and illicit drug
use, often begin during adolescence and are closely related to physiological and nutritional
aspects.64, 65 Anorexia nervosa (AN) and bulimia nervosa (BN) are two specified eating
disorders: about 0.3% of adolescents aged 13–18 years have AN, 0.9% have BN, and 1.6%
have a binge‐eating disorder.66 AN is relatively more common among young women.67
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Adolescent transition and nutrition: a complex interaction. Adapted from Ref. 31.
Recent studies into adolescent eating behaviors suggest that personal factors identified during
adolescence were found to be predictive of both persistent dieting and disordered eating from
adolescence into young adulthood, as well as initiation of these behaviors during young
adulthood.63, 68 Body image is important in adolescence, and disturbances are in relation to
obesity, dietary disorders, and psychological discontent. Many theories have been proposed to
explain body image disturbances and their link with eating disorders, but most researchers
appear to agree that the strongest influence in Western societies is the sociocultural factor, the
theory best supported by available data.69 A recent systematic review evaluating variations in
population‐level physical activity in European children and adolescents suggests that the
reported levels of physical activity and prevalence of compliance to physical activity
recommendations in youth vary widely across European countries owing to variation in
physical activity as well as variation in assessment methods and reported outcome variables.70
Over the last decade, many studies have been conducted to evaluate the impact of lifestyle
changes, health behavior modifications, and nutrition interventions among children,
adolescents, and youth in various population groups.71-76 These include the European Youth
Heart Survey (EYHS), the Healthy Lifestyle in Europe by Nutrition in Adolescence
(HELENA) study, the Identification and Prevention of Dietary and Lifestyle Induced Health
Effects in Children and Infants (IDEFICS) study, the Health Behavior in School Ages Children
(HBSC) study, and the Dortmund Nutritional and Anthropometric Longitudinally Designed
Study (DONALD). The focus of all these large cohorts has been to study the risk factors
associated with noncommunicable diseases in later life and identify the effective integrated
lifestyle, nutrition, and behavioral interventions to address these risk factors. More recently,

there has been an epidemiological transition in LMICs, since these countries now bear a double
burden of undernutrition and overnutrition.77, 78 However, there is a lack of rigorous nutrition
program evaluations and large study cohorts from these countries,79 and most of the large‐
scale initiatives exist in Brazil, Mexico, and Chile, where there have been efforts to
systematically address obesity.79

Beyond the behavioral context, there are other social contexts that directly or indirectly affect
adolescent nutrition, growth, and development. These include issues like child labor, food
security, poverty, conflicts, and humanitarian emergencies.80 The recent Lancet Series on
Adolescent Health suggested that structural factors, such as national wealth, income inequality,
and access to education, are the strongest determinants of adolescent health.81 Furthermore,
families, peers, institutions (like schools), and the broader social environment are also strong
predictors of adolescent health.81 However, these issues are not discussed in detail here since
these are out of the scope of the review.

Future research areas
Adolescents are vulnerable and deserve special attention in nutrition because adult health can
be affected by nutrition during adolescence. Adolescence is a time for catch‐up growth; the
extent to which pubertal growth can contribute to stunting recovery at this time is under much
investigation, but studies of children who migrated or were adopted may offer more insight
into later linear growth increases.3, 82, 83 It has become increasingly important to target this
vulnerable group, as today's adolescents are more exposed to nutritional risks, harmful alcohol
consumption, sexually transmitted diseases, and other risks than in the past and face other new
challenges, such as social media.84-86 Additionally, wide variations exist between and within
regions in adolescent health profiles in relation to the prevalence of risk factors for
noncommunicable diseases in adulthood, substance abuse, overweight, and sedentary
lifestyles.86 There is a need to better define and measure adolescent health indicators and
extend the data coverage for this specific subgroup.86 Future work is needed to better
understand the adolescent nutrition needs in varying contexts, its possible prediction by factors
in early life, such as imprinting of eating behavior, taste preferences, and food choices, and its
relation to physiology of sleep, physical activity, puberty, growth spurt, and adult health (Box
1), without undermining the fact that adolescents should be the focus of future policy and
implementation, as investing in this generation can yield dividends for generations to come.

Box 1: High‐priority areas of investigation among adolescents
▪

Delineation of nutrition requirements for adolescents (early (12–15) and late (15–19)) across
various contexts, including LMICs

▪
Identification of modifiable predictors of adolescent nutritional practice, such as early
imprinting of eating behavior and taste and food preferences

▪
The physiology of pregnancy among adolescent girls who have different dietary histories and
body composition

▪
Impact of adolescent nutritional practice on subsequent pregnancies, pregnancy outcomes, and
offspring health

▪
Relationship of nutrition status and interventions to growth spurt and final height in
adolescence

▪
Relationship of nutrition status to puberty onset and development

▪
Relationship of sleep and activity patterns with nutritional status in adolescence

▪
Role of intervening in adolescents for healthy reversal of stunting

▪
Role of nutrition in augmentation of brain development in previously malnourished adolescents

▪
Determining the likelihood of obesity and diabetes and wasting among adolescent girls with
different nutritional histories
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Synthetic Genome
Scientists Created Bacteria with a Synthetic Genome. Is This Artificial Life?
(The New York: Times: 20190517)
https://www.nytimes.com/2019/05/15/science/synthetic-genome-bacteria.html

In a milestone for synthetic biology, colonies of E. coli thrive with DNA constructed from
scratch by humans, not nature.
A colored scanning electron micrograph of the bacteria E. coli. Scientists in Britain created
bacteria with “recoded” DNA.
A colored scanning electron micrograph of the bacteria E. coli. Scientists in Britain created
bacteria with “recoded” DNA. CreditCreditNano Creative/Science Source
Carl Zimmer
By Carl Zimmer
May 15, 2019
Scientists have created a living organism whose DNA is entirely human-made — perhaps a
new form of life, experts said, and a milestone in the field of synthetic biology.

Researchers at the Medical Research Council Laboratory of Molecular Biology in Britain
reported on Wednesday that they had rewritten the DNA of the bacteria Escherichia coli,
fashioning a synthetic genome four times larger and far more complex than any previously
created.
The bacteria are alive, though unusually shaped and reproducing slowly. But their cells operate
according to a new set of biological rules, producing familiar proteins with a reconstructed
genetic code.
The achievement one day may lead to organisms that produce novel medicines or other
valuable molecules, as living factories. These synthetic bacteria also may offer clues as to how
the genetic code arose in the early history of life.
“It’s a landmark,” said Tom Ellis, director of the Center for Synthetic Biology at Imperial
College London, who was not involved in the new study. “No one’s done anything like it in
terms of size or in terms of number of changes before.”
Each gene in a living genome is detailed in an alphabet of four bases, molecules called adenine,
thymine, guanine and cytosine (often described only by their first letters: A, T, G, C). A gene
may be made of thousands of bases.
Genes direct cells to choose among 20 amino acids, the building blocks of proteins, the
workhorses of every cell. Proteins carry out a vast number of jobs in the body, from ferrying
oxygen in the blood to generating force in our muscles.
Nine years ago, researchers built a synthetic genome that was one million base pairs long. The
new E. coli genome, reported in the journal Nature, is four million base pairs long and had to
be constructed with entirely new methods.
The new study was led by Jason Chin, a molecular biologist at the M.R.C. laboratory, who
wanted to understand why all living things encode genetic information in the same baffling
way.

Brain cancer treatment
Jawless fish may hold key to effective brain cancer treatment (The Tribune:
20190517)
https://www.tribuneindia.com/news/health/jawless-fish-may-hold-key-to-effective-braincancer-treatment/773934.html

A chemical found in jawless parasitic fish can be used to deliver anti-cancer drugs directly to
brain tumours, as well as lead to more effective treatments for trauma and stroke, a study has
found.
The research, published in the journal Science Advances, found that molecules from the
immune system of the parasitic sea lamprey may also be combined with a wide array of other
therapies, offering hope to treat disorders like multiple sclerosis, Alzheimer’s disease or even
traumatic injuries.
“We believe it could be applied as a platform technology across multiple conditions,” said Eric
Shusta, a professor at the University of Wisconsin-Madison in the US.
When injected into the bloodstream, many drugs cannot reach targets in the brain as the bloodbrain barrier prevents large molecules from leaving the blood vessels in the brain, researchers
said.
In conditions such as brain cancer, stroke, trauma and multiple sclerosis, however, the barrier
becomes leaky in and around the disease locations, researchers said.
The study found that leaky barrier offers a unique point of entry, allowing molecules to access
the brain and deliver drugs precisely on target.
“Molecules like this normally couldn’t ferry cargo into the brain, but anywhere there’s a bloodbrain barrier disruption, they can deliver drugs right to the site of pathology,” Shusta said in a
statement.
Researchers said that the technology takes advantage of the fact that many diseases disrupt
body’s natural defense mechanism—the blood-brain barrier, which lines the blood vessels of
the central nervous system, protecting the brain from circulating toxins or pathogens.
They also linked the molecules to a chemotherapy called doxorubicin. The treatment prolonged
survival in mouse models of glioblastoma, an incurable cancer.
“This could be a way to hold therapies in place that don’t otherwise accumulate well in the
brain so they can be more effective,” said Ben Umlauf from the University of WisconsinMadison.

“There are several disease processes that disrupt the blood-brain barrier and we could conceive
of delivering a variety of different therapies with these molecules,” said John Kuo from the
University of Texas in the US. PTI

Brainwaves
Brainwaves during sleep strengthen memories: Study (The Tribune:
20190517)
https://www.tribuneindia.com/news/health/brainwaves-during-sleep-strengthen-memoriesstudy/773907.html

Brainwaves produced during sleep helps us store new information in our memory, according
to a study that explains how bedtime helps boost our learning.
Researchers have known about the close relationship between sleep and memory for decades.
The study, published in the journal NeuroImage, shows how learned information turns into
reliable memories during sleep.
Researchers from Concordia University in Canada and University of Liege in Belgium studied
how declarative information like facts and faces get stored after they have been learned.
Brainwaves—specifically, ones called sleep spindles, are fast bursts of electrical activity
produced by neurons mainly during Stage 2 sleep, prior to deep sleep.
Using medical imaging machines, researchers were able to assess brain activity related to these
waves.
"It's hypothesised that sleep spindles play an important role in transferring information from
the hippocampus to the neo-cortex," said Thanh Dang-Vu, associate professor at Concordia
University.
"This has the effect of increasing the strength of memories," Dang-Vu said in a statement.
To get the images they needed, the team used both electroencephalography (EEG) and
functional magnetic resonance imaging (fMRI).
They applied these tools to a group of student volunteers during and after a lab-based facesequencing task. The students were shown a series of faces and asked to identify the order in
which they were shown.
The researchers scanned them while they were learning the faces, while they were asleep and
again when they woke up and had to recall the sequences.

They then came back every day for a week and repeated the task without being scanned. After
a week had elapsed, they had memorised the task, and were once again scanned during sleep
and asked to recall the sequences.
"Our aim was to compare the sleep spindles from the night where the subjects learned the new
information to the night where they didn't have any new information to learn but were exposed
to the same stimulus with the same faces," Dang-Vu said.
The researchers found that during spindles of the learning night, the regions of the brain that
were instrumental in processing faces were reactivated.
They also observed that the regions in the brain involved in memory—especially the
hippocampus—were more active during spindles in the subjects who remembered the task
better after sleep.
This reactivation during sleep spindles of the regions involved in learning and memory "falls
in line with the theory that during sleep, you are strengthening memories by transferring
information from the hippocampus to the regions of the cortex that are important for the
consolidation of that specific type of information," Dang-Vu said.
Using non-invasive imaging to identify the mechanisms that strengthen memories can lead to
improvements in our understanding of how memories work—and can lead to improved
interventions for people with sleep or memory issues. — PTI

Health Care Services
Glaring irregularities at all govt hospitals’ (The JHindustan Times:
20190517)
http://paper.hindustantimes.com/epaper/viewer.aspx

Non-functioning ICU ventilators, alleged pilfering of high-speciality expensive drugs and staff
being paid less than minimum wages were some of the irregularities discovered during an
inspection of all Delhi government hospitals over two years.
The inspection was conducted on instructions of the state health department between April
2016 and March 2018.
“I had submittd the report to the government, but not much was done. Hence, I have submitted
the document to the court now,” said Dr Sundeep Miglani, additional director and coordinator
of all Delhi government hospitals, who headed the inspections.

One of the major issues highlighted in the report includes anomalies in functioning of
pharmacies in government hospitals. For instance, at GTB hospital, the committee found that
high-speciality drugs — with their brand names and MRP — were readily sitting on pharmacy
shelves, raising suspicions of pilferage.
Such high-speciality drugs, the inspection team found, were used after organ transplant and to
treat auto-immune diseases. Many of such department does not exist in GTB hospital.
“These drugs were available in plenty in main medical stores of the hospital. The supply of
these drugs were disproportionate to their demand,” the report read, adding that neither a stock
register was maintained in the pharmacy nor were the records of batch number, manufacturing
and expiry dates of such drugs recorded.
The report also shed light on the lack of equipment at hospitals. For instance, in Babu Jagjivan
Ram Memorial Hospital, several crtitical equipment — including an X-ray machine ane
ventilators in the ICU — were not working. “Essential instrument for the resuscitation of
patients was not available in the hospital,” the report said.
A check at Delhi State Cancer Institution found that the blood banks were non-functional and
the high-end blood bank instruments — like deep freezers and blood donor couch — were lying
idle. It also added that equipment used to conduct endoscopy, ECG and other tests had very
“high end specifications and were very expensive as compared to the best of corporate
hospitals”.
The report also stated that the employees of outsourced services, like security and sanitation,
were not being paid minimum wages violating rules laid down by the government. It also said
that the procedure of appointment of such employees was flawed as tenders were delayed.
“The tender for outsourced workers like the sanitation staff, hospital attendants was given to
the lowest bidder, but the bid was low only because the pay promised to the workers was less
than minimum wages,” said Dr Miglani.
“What he has done is not known to me,” replied Dr Ashok Kumar, Delhi’s Director General of
Health Services. The health secretary could not be reached for a comment.

Milk
Milk tops list of unsafe food items in Delhi: Report (The JHindustan Times:
20190517)
https://www.hindustantimes.com/delhi-news/milk-tops-list-of-unsafe-food-items-in-delhireport/story-AHsK2Q1Y6BAj20Farg5XJJ.html

Milk and milk products accounted for 161 of the failed tests, according to government data. Of
these, 21 products were misbranded and 125 were found to be substandard. Fifteen others were
unsafe.
As many as 477 of the 2,880 food samples, both packaged and freshly prepared, tested by the
Delhi’s food safety department between January 2018 and April 2019, failed quality tests.(HT
Photo)
Milk and milk products are more likely to be unsafe or substandard than other food products
sold in Delhi, according to test reports of food samples analysed by the state’s food safety
department.
As many as 477 of the 2,880 food samples, both packaged and freshly prepared, tested by the
Delhi’s food safety department between January 2018 and April 2019, failed quality tests.
A large-scale study by the national food safety regulator done last year found 90% of the milk
sold and consumed in India was safe.
Milk and milk products accounted for 161 of the failed tests, according to government data. Of
these, 21 products were misbranded and 125 were found to be substandard. Fifteen others were
unsafe.
“Usually, milk samples fail to meet standard because the fats or solids-not-fat content is less
than the standards mentioned in the act. Sometimes cows produce milk that is not up to the
standard. Since it does not have a serious affect of health,we usually do not prosecute small
dairy farmers,” said an official from Delhi government’s health department, on condition of
anonymity.
In 2017, the national regulator -- Food Safety and Standards Authority of India (FSSAI) –
reduced specifications for the required quantity of fats and ‘solids-not-fat’ in milk to ensure
samples naturally low in these do not fail the test.
“In general, milk may contain adulterants like sugar or glucose, which might not be harmful
for health but an adulterant nonetheless. However, in case of unsafe milk, there could be
adulterants like soda and hydrogen peroxide, which is harmful to health. Contaminants like
mycotoxins and antibiotics can also find their way in the milk, if the fodder or the milk is not
handled properly at the farm,” said Kuldeep Sharma, founder of Suruchi Consultants, a dairy
sector consulting firm.
“To guarantee that you get safe milk, ensure that the package is intact, check the best before
date, and see whether it was kept in a refrigerator in the store,” he added.
Most of the samples failed tests because of misbranding, which means certain nutritional
information was either omitted or printed wrong. Of the 477 failed samples, 144 samples were
found to be substandard and 90 unsafe.

“A food is considered to be substandard when the nutritional level is not as per standards, for
example, milk with less fat. Misbranded products and substandard products attract fines. But
foods that are unsafe can damage health, and the manufacturers are fined and risk
imprisonment,” said a senior official from Delhi’s health department.
The law allows for six months’ imprisonment and R 1 lakh fine for unsafe foods that have not
caused injury. Causing injury can result in a prison term extending to six years and a fine of R
5 lakh. In case of death, the law allows for imprisonment of not less than seven years and a fine
of not less than R 10 lakh.
The results show 180 “non-standard” food items fail the tests, of which 59 were unsafe.
“These are food items for which there are no set standards as per the law, but are contaminated,
contain restricted chemicals, or have the composition different from what is claimed by the
manufacturers,” said the official.

Low Weight Babies (The Asian Age: 20190517)
http://onlineepaper.asianage.com/articledetailpage.aspx?id=13014727

Hypertension ((The Asian Age: 20190517)
http://onlineepaper.asianage.com/articledetailpage.aspx?id=13014957

Kidney transplants
Here's why many kidney transplants fail (New Kerala: 20190517)
https://www.newkerala.com/news/read/143321/heres-why-many-kidney-transplants-fail.html
Genetic incompatibility may be the reason why many kidney transplants fail, even when donors
and recipients are thought to be well-matched, a recent study has observed.
According to the study published in the Journal of Medicine, genomic collision is a genetic
incompatibility between the kidney donor and recipient, causing the recipient to mount an
immune attack against the donor protein.

The new study could lead to more precise matching between donors and patients, and reduce
kidney transplant failures. Also, the same genomic collision may potentially occur in heart,
liver, and lung transplants.
A successful organ transplant depends on assuring genetic compatibility between the donor
and recipient. This is done by matching the donor and recipient's human cell surface proteins
that help the immune system determine which cells are foreign as closely as possible.
However, mismatches can only explain about two-thirds of transplants that fail for
immunological reasons.
"The rest of those failures are probably due to less common antigens, or so-called minor
histocompatibility antigens. However, the identity of most of these antigens and how they lead
to rejection is largely not known," said senior co-author Krzysztof Kiryluk.
The study found that kidney recipients with two copies of a deletion near a gene called LIMS1
had a significantly higher risk of rejection when the donor's kidney had at least one full-sized
version of the same gene.
Transplanted organs commonly experience a significant period of low oxygenation, which
appears to compound the genomic collision.
The findings may apply to other types of organ transplants since LIMS1 is also expressed in
the lung, heart, and liver. Similarly, other genetic incompatibilities may also be contributing to
the rejection of these organs.
"This project illustrates how genetic analysis is empowering clinical care by enabling better
matching and the antibody test potentially presents a noninvasive method for screening for
organ rejection in individuals with an existing transplant," explained another co-author Ali G.
Gharavi.
"The LIMS1 gene has gone previously undetected in earlier searches, partly due to the limited
sample size of previous studies. We estimate that a traditional genome-wide association study
would need to analyze a minimum of 13,000 kidney recipients to find this gene," Kiryluk
concluded.

Chemotherapy effective
Less chemotherapy effective for older patients with stomach cancer (New
Kerala: 20190517)

https://www.newkerala.com/news/read/143236/less-chemotherapy-effective-for-olderpatients-with-stomach-cancer.html
For older patients with advanced stomach or oesophageal cancer, less chemotherapy might
prove to be more effective with fewer side effects like diarrhoea and lethargy, a new study has
revealed.
The study was presented at the ASCO Annual Meeting 2019.
Dr Peter Hall, a co-chief investigator from the Cancer Research UK Edinburgh Centre, said
"Increasingly we're realising it's not just age that affects how well someone can tolerate their
treatment and we need to do more work to understand how other conditions or aspects of frailty
might play a role."
The study involved 514 people with stomach or oesophageal cancer having an average age of
76, while the oldest patient was 96.
Patients went through a careful medical assessment and then went onto chemotherapy with just
two drugs. They were then carefully monitored to see how well the cancer was controlled,
whether they had symptoms and side-effects.
The findings indicated that medium and lower doses of chemotherapy worked as effective as
the full-strength dose in controlling cancer.
But when the researchers looked at the overall effect of the treatment, including quality of life,
they reported that it was the lowest dose treatment that came out best.
"These valuable results reduce fears that giving a lower dose chemotherapy regimen is inferior
and could make a huge difference for patients with stomach or oesophageal cancer who can't
tolerate intensive courses of treatment," said Professor Charles Swanton, chief clinician of
Cancer Research UK.
"Older or frail patients are often not considered for new drug trials or standard of care therapy
as they're less able to tolerate combination chemotherapy," he added.
Professor Matt Seymour, a co-chief investigator at the University of Leeds said "Doctors often
prescribe reduced doses of drugs, or sometimes no chemotherapy at all, based on their clinical
experience, but until now there has been little hard evidence to help them in those decisions."
Seymour also added that "Our results provide that evidence, so doctors can confidently give
people a lower dose of chemotherapy, sparing them side effects without worrying that it's
compromising their chance of survival."

Life expectancy
Life expectancy linked to a person's walking speed: Study (New Kerala:
20190517)
https://www.newkerala.com/news/read/143195/life-expectancy-linked-to-a-persons-walkingspeed-study.html
People who walk slowly have a lower life expectancy than those who walk fast, a recent study
has claimed.
According to the study published in the Journal of Mayo Clinic Proceedings, those with a
habitually fast walking pace have a long life expectancy across all levels of weight status from underweight to morbidly obese. Underweight individuals with a slow walking pace had
the lowest life expectancy (an average of 64.8 years for men, 72.4 years for women). The same
pattern of results was found for waist circumference measurements.
Professor Tom Yates, the lead author of the study, said, "Our findings could help clarify the
relative importance of physical fitness compared to body weight on the life expectancy of
individuals. In other words, the findings suggest that perhaps physical fitness is a better
indicator of life expectancy than body mass index (BMI) and that encouraging the population
to engage in brisk walking may add years to their lives."
Dr Francesco Zaccardi, co-author of the study, said, "Studies published so far have mainly
shown the impact of body weight and physical fitness on mortality in terms of relative risk, for
example, a 20 per cent relative increase of risk of death for every 5 kilograms per metres
squared increase, compared to a reference value of a BMI of 25 kilograms per metres squared
(the threshold BMI between normal weight and overweight)."
Last year, Professor Yates and his team showed that middle-aged people who reported that they
are slow walkers were at higher risk of heart-related disease compared to the general
population.
Life expectancy linked to a person's walking speed: Study

Strong life purpose
People with strong life purpose, easily make healthier choices (New Kerala:
20190517)
https://www.newkerala.com/news/read/142645/people-with-strong-life-purpose-easilymake-healthier-choices.html

Everybody wants to stay fit. However, while for some, meeting their fitness goals seem like a
cakewalk as they love eating healthy food, many constantly struggle. Ever wonder why?
According to a new study people with stronger life purpose are more likely to accept messages
promoting health behaviour change than those with a weaker sense of purpose. The findings
suggest that this might be because they experience less decisional conflict while considering
health advice.
"Purpose in life has been robustly associated with health in previous studies. But the
mechanism through which life purpose may promote healthy living has been unclear," said
Yoona Kang, lead author of the study published in the Journal of Health Psychology.
For this study, published in Health Psychology, Kang and her co-authors chose to test out a
theory that making health decisions might take less effort for those with a higher sense of
purpose in life.
According to Kang, health decisions, even those as simple and mundane as choosing between
the elevator and the stairs, involve some amount of decisional conflict.
But what if some people experience less conflict than others when considering these options,
perhaps because they have a stronger guiding purpose that helps resolve the conflicts?
To test this idea, the researchers recruited sedentary people who needed to exercise more.
Participants completed a survey about their life purpose by indicating the degree to which they
agreed or disagreed with statements like "I have a sense of direction and purpose in my life" or
"I don't have a good sense of what it is I'm trying to accomplish in life."
Next, they were shown health messages promoting physical activity. Their responses to the
messages were monitored by an fMRI scanner, focusing on brain regions that tend to be active
when people aren't sure what to choose or when they feel conflicted.
Those participants who reported a stronger sense of life purpose were more likely to agree with
the health messages and to have less activity in brain regions associated with conflictprocessing. In fact, the researchers were able to predict how likely it was that a person would
agree with health messages based on the degree of brain activity in these regions.
"We conduct studies both to understand how different kinds of health messaging can help
transform people's behaviours and why some people might be more susceptible than others.
This study does a nice job starting to unpack reasons why people who have a higher sense of
purpose in life might be more able to take advantage of this messaging when they encounter
it," said Emily Falk, director of the Communication Neuroscience Lab.
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