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I. Factors That Influence the Emergence of New Inf. Diseases – pg 409 in text.
A. Societal events: poverty, overuse of antibiotics, population growth, travel = increased exposure
B. Health care: overuse of antibiotics
C. Human behavior: increase in sexual activity
D. Environmental changes: easy to be anywhere in the US within just hours. 
E. Public Health infrastructure: Not equipped to handle emerging diseases.  
F. Microbial adaptation & change: drug resistant strains.  EX: hanta virus
II. Key factors to control Communicable Disease

A. Remove, eliminate or contain the source of infection.

B. Disrupt & block the chain of transmission. Need to break link and keep it from becoming intact in mode of transmission.  Chain of infection:
1. Causative Agent

2. Reservoir of Infection  - anti TB meds 
3. Mode of escape from reservoir—e.g. sneezing, body fluids
4. Mode of transmission

5. Mode of entry into a susceptible host
6. Susceptible host

**To prevent communicable disease, break a link in the chain of infection!!
C. Protect the susceptible population against infection & disease.

III. Barriers to Control of Infectious Disease

A. Low levels of immunity in exposed population

B. Individuals without overt disease symptoms--carriers
C. Individuals delay or not seek Rx

D. Individuals for whom diagnosis not suspected or confirmed – lab does not confirm it or atypical presentation 
E. Lack of reporting - key barrier. Private physicians try to protect their clients and will sometimes not report the STD or TB infection.  Will expose others.
F. No immunizations available for some infectious diseases—e.g. impetigo, some STDs, etc.
**Herd immunity: Immunity level of a community

IV. Application of Epidemiologic Triad Model – way of looking at it.
A. Environment—very important!  E.g. famine, crowded conditions provides potential for many hosts
B. Host: host-specific defense mechanisms make them less susceptible or have susceptibilities.  Try to increase their resistance with immunizations or education!
C. Population/community: RNs have the skills to assess likelihood of agents to survive. Assess community/population and susceptibility.
V. Approaches to control of communicable disease (in textbook)
A. Primary Prevention - major focus increasing the resistance of the host.

1. Health education and/or immunization

2. Inactivating the agent - stopping the agent by chemical or physical means.

3. Environmental control

4. Also includes

a. Restricting the spread of infection to human reservoirs

b. Preventing the spread to other susceptible human hosts.
c. Textbook has four more: isolation, segregation, personal surveillance, quarantine
1. isolation: the separation of infected persons during period of communicability.  

2. Quarantine: restriction of healthy persons who have been exposed to a person with a communicable disease during a period of communicability.  Considered contacts of the infected human host.  Prevents further transmission of the disease during incubation period if the healthy contacts should become infected.

3. Segregation: Used to separate and observe a group of people who are infected with a specific disease.  

4. Personal surveillance: close medical or other supervision of contacts and identified carriers of a specific disease w/o restricting their personal movements.  
B. Secondary Prevention: pg 413  Restricts spread and prevents infections of other people.
1. Case finding: find cases to be able to stop spread of disease and to treat.
a. Detecting early

b. Begin treatment

c. Stop progression of disease

d. Initiate primary preventions to prevent occurrences in people around the infected individual
2. Health screening: initiate primary prevention to protect others in the community.  Restricts infection.  
3. Health education: also may be secondary when it provides education about the S&S.  Enables families and individuals to identify illnesses and seek care early.
C. Tertiary Prevention – not so much.
1. Goal - to reduce complications and disabilities of disease. Tx. disease once present.
D. Key Role of CHN’s in Prevention & Control 
1. Alert when screening high risk groups(high index of suspicion when assessing communities or high risk aggregates.  E.g. cough X 3 weeks, night sweats, low grade fever = suspect TB
2. Aware of current treatments

3. Identify signs of drug resistance(know this if you recognize S&S of returning/worsening infection
4. Knowledgeable about communicable diseases to be able to counsel others. Understand problem from a global and historical perspective.  Travel can increase risk of infection.
5. Knowledge of Legal System (Local ( State ( CDC ( National)
a. Agency regulations for control:  

1. For example immunizations required by schools. State’s “no shots, no school” program/law increases number of immunizations.
2. Diseases have to be reported. There are different requirements for different diseases may report immediately, within seven days, or as a group.
b.  State statutes & regulations & enforcement.

c. Laws allow public health officials to compel individuals to comply with Rx if noncompliance endangers general public.  Coercion is LAST resort for people who refuse to discontinue practices.  May require involuntary isolation/quarantine for people who refuse to discontinue behaviors or expose others.  E.g. Someone who is HIV+ and continues to be sexually active in a manner that exposes others to the HIV virus—can publish their name and photograph.  Community rights supercede individual rights.
VI. CHILDHOOD DISEASES

A. Primary: immunization and health education, prophylactic measures.
B. Secondary: early detection, treatment, minimize spread of disease within population.  Antibiotic drug treatment, follow-up infected/exposed. Should use voluntary, non-coercive methods but there are cases when community rights override personal. E.g. Isolation of child with chickenpox 2 days before and five days after or until crusts are formed.
C. Tertiary

D. Types of Immunity

1. Active immunity: lifelong
a. Natural exposure causes developed immunity.  Disease stimulates immune response.
b. Artificial immunize.  Inject antigen that stimulates antibody formation.
2. Passive immunity: temporary and short duration
a. Natural: vertical (breast feeding)
b. Artificial: HB (serum)
3. Herd Immunity ***(Said we would definitely see this term again—hint hint)
a. Resistance of a group of people (community) to the invasion & spread of an infectious agent.

b. Based on the resistance to infection of a high proportion of individual members of a group 

c. Communities strive to achieve an 85%. 
d. As herd immunity decreases, disease prevalence increases. First case is the index case.
E. IMMUNIZATIONS

1. Vaccines: most effective and inexpensive method of infection/disease control.
a. Killed, living attenuated, or living fully virulent organisms. (attenuated = less virulent or dead virus)
b. Goal of immunization - protect by using immunizing agents to stimulate antibody formation. Live vaccines should be administered for less than two years.
2. Primary/Secondary Response

a. Primary response:  Initial injection -antibodies produced slowly & in small concentrations.

b. Secondary response:  Subsequent injections with same antigen recognized by the body & antibodies produced much faster & in higher concentrations.

c. Importance: a lapse does not diminish the effectiveness. But, if you decrease the time period between doses, it may decrease the effectiveness (decreasing the interval). ( In other words: If you decrease the interval between the first and second dose, then you reduce the effectiveness and this = a lack of adequate protection.)  
3. Routine Childhood Immunizations – will need to know immunization schedule. 
a. Hepatitis B -
b. DTaP – 
c. Polio (IPV)

d. Haemophilus influenzae type B (hib)

e. MMR

f. Varicella

g. TD

4. Adult Immunization 
a. Influenza (age 50+)
b. Hepatitis A virus (HAV) for those @ risk

c. Hepatitis B virus (HBV) for those @ risk

d. MMR

e. Pneumococcal (65+--good for 5 years)
f. TD – every 10 years.
g. Chickenpox
h. Meningococcal for college age

5. Specific Immunization Requirements

a. Hepatitis A: educate about hygiene.
b. Hepatitis B:  
1. Children & adolescents who have not been vaccinated in infancy - begin series during any childhood visit.

2. Those who have not previously received 3 doses should initiate or complete the series during the 11-12 yr. old visit. First injection for children (infants) about birth. 
c. DTaP (diphtheria, tetanus, acellular pertussis)  
1. Preferred vaccine for all doses in the vaccination series

2. New acellular pertussis 

3. Booster dose of tetanus & diphtheria toxoids age 11-12 rather than 14-16.

d. Polio – changed to inactivated.
1. An all-IPV schedule is now recommended for routine childhood polio vaccination in the US.

2. All children should receive 4 doses of IPV

3. OPV (if available) may be used only for certain special circumstances

e. Measles

1. 2nd dose of measles, mumps, and rubella (MMR) recommended routinely @ 4-6 yrs 

2. May be administered during any visit - provided @ least 4 weeks have elapsed since receipt of 1st dose.
3. Second dose(booster) must be given by age 12.

f. Varicella Virus Vaccine

1. Recommended @ any visit on or after the first birthday for susceptible children.

2. Estimated that 20% of adolescents ages 11-12 yrs. have either not been vaccinated or have not previously contracted chickenpox.

3. Vaccination advisable for this group

6. CHN Role in Increasing Immunization Coverage

a. Track children known to be at risk for under-immunization.

b. Help avoid missed immunization opportunities—always check child’s immunization status and take the opportunity to provide immunization at that time. 
c. Organize community immunization outreach activities. Go where the people are!
d. Act as a community advocate
7. Immunization Initiatives

a. Childhood immunization initiative—provides immunizations at no charge for children under 18 yrs.
b. Every Child by 2 Program of the ANA Foundation(ECBT)

c. Texas Vaccines for Children 

d. No shots, no school legislation.

8. Bioterrorism: Intentional use of infectious biological agents or germs to cause illness.
a. Small amount can be sufficient to spread.

b. Contagious nature of some of infectious disease. 

c. Biological agents easy to conceal.

d. Physicians who don’t know about it. First responders likely to be health professionals in ER, public health settings, and other health care activities rather than the traditional first responders.
e. Environmental factors – poor health, nutrition, poverty, living conditions.
f. anthrax, bubonic plague, small pox 

VII. TUBERCULOSIS

A. REASONS FOR CURRENT EPIDEMIC:

1. Co-epidemic of HIV infection; HIV contract at rate 500x that of general population. The HIV-TB connection.  HIV creates a pool for incubating TB—HIV+ people develop TB “more quickly.”
2. Increase in immigration from countries where TB is endemic. (endemic = common in area/ TB is constantly present in the population)
3. Cavalier attitude toward disease on part of politicians & health professionals.—Stopped placing a strong emphasis on TB because it was decreasing in prevalence.  
4. Many physicians don’t know enough about TB.

5. Many people are put at risk because of environmental factors: poverty, crowded conditions, HIV+, etc.

6. Most concerned with pulmonary strain.  Can also be extrapulmonary or milliary (disseminated through the blood stream).

a. Leading cause of death globally in infectious diseases.
**In 1999, 7.5 million incidences world wide.  Drug resistant cases reported in every state.  10-15 million people infected with TB in the U.S. 
b. Drug resistance strains on rise.
**Extra Notes: Pulmonary strain accounts for 75% of TB cases.  Extrapulmonary TB affects bones, liver, kidneys.  Milliary TB is disseminated and affects multiple organs in the body.

B. TB Transmission

1. Mycobacterium Tuberculosis - bacteria
2. Airborne transmission

3. Droplets containing viable bacilli must be inhaled 

4. Probability of inhaling is proportional to:
a. Environment Proximity.  Therefore, ventilation is important.
b. Exposure

c. Recall: only infectious with active disease.
5. Tx: Chemoprophylaxis drugs to prevent primary infection from developing into active TB.  Do cultures 1X/month for 3 months.  If negative 3 times in a row, can discontinue the meds.
C. Tb Infection/Primary Infection:  Successful colonization of M. Tuberculosis in a host. Pathological processes may not be present. Initial infection.  The TB is not active, but it has been inhaled and immune response is occurring. **NOT infectious YET!
**Process: (1) Inflammation within alveoli (2) Natural body defenses attempt to counteract (3) small white nodules produced as a result of inflammation process and cellular reaction. (4) TB bacilli cells gather around center (5) Fibrotic lesion (trapped bacilli) (info from extra slide not on blackboard.
1. Rates of Infection
a. Immunocompetent
1. 1% to 5% chance of active TB developing within next 2 yrs.  After exposure, chances of developing the disease is greatest within first two years. 90% will not get active disease.
2. Of 95% who do not have active TB & do not receive prophylaxis (chemoprophylaxis), 5% -10% will develop active TB.
b. HIV Infected

1. 50% chance of having active TB develop within 60 days of infection & 7% to 10% annual risk for having active disease develop from latent infection.

2. Active Disease: chemotherapy used to treat.  Activates when primary infection is not controlled.
a. Pathogenic process associated with infection with M. Tuberculosis.

b. Organism replicates, disseminates, causes caseating(cheese like) necrosis in infected tissue.
c. Tx: Antitubercular drugs

3. Contact/Case/suspect

a. Contact:  Individual who has shared same airspace as the index case for amount of time sufficient to give rise to a reasonable probability that transmission of tubercle bacillii has occurred.  EX: shared the same air space for six months.
b. Case:  diagnosis confirmed bacteriologically. Sputum culture (takes 3 weeks to get it back)
c. Suspect: presumptive diagnosis made on basis of radiologic or other evidence. High index of suspicion.
4. Prevention /Primary 
a. Basic Health Promotion
1. Education: immunizations, nutrition
2.  Improve living conditions with efforts to relieve poverty
b. Immunization
c. Chemoprophylaxis –isonizid (INH)
d. Adequate Ventilation & Ultraviolet Light – to control or killl
e. Educate - Preventive Therapy
5. Bacilli Calmette-Guerin (BCG) – Immunization for tuberculosis.
a. Areas with high incidence of TB

b. Recommended for children who experience continuous exposure to persons with active TB but who cannot be given routine chemoprophylaxis.

c. Given to individuals exposed to person’s who have TB resistance to usual forms of therapy
d. Not used in the US because the risks outweigh any potential benefits and it causes positive skin test. 
6. ENVIRONMENTAL CONTROLS

a. Adequate ventilation: decreases concentration of droplet nuclei.
b. Isolation of known cases

c. High-efficiency particulate air (HEPA) filtration

d. Ultraviolet germicidal irradiation (UVGI): renders droplet nuclei unable to infect.
e. Personal respirators

D. Secondary Prevention

1. Efforts directed toward surveillance & containment.

2. Screening & diagnostic measures  (esp with symptoms—wt loss, cough >3 weeks, hemoptysis)
a. Chest x-ray
b. Sputum smear & culture: also used to monitor progression.  Three negatives in a row discontinue the medication. 
c. Acid fast bacilli
d. Conventional lab
e.  measures/radiometric culture techniques & genetic probe

E. Mantoux Test—The GOLD STANDARD
1. To accurately read: Measure size of induration (palpable hardness), not erythema (redness)  Erythema does NOT indicate level of reaction.  Read the test 48-72 hours following injection.  If you wait > 72 hours to read the test, repeat the test.
2. Measure transverse diameter, not lengthwise diameter. E.g. do not measure along the length of the arm—measure the induration across the arm.  
3. Anergy testing—e.g. if no response, could be either because the pt is < 6 months of age or has a weakened immune system such as founding HIV+ patients, or is TB negative.
4. Classification Criteria: How to read the Mantoux Test from the CDC Guidelines
a. >5MM of induration:  Positive for persons with known or suspected HIV infection; close contacts of known TB cases,, or chest x-ray findings that suggest previous TB, or if they have IV drug use.
b. >10 MM: Positive for high-risk persons including persons with other medical risk factors—e.g. foreign born, DM, increased risk in some racial and ethnic groups, medical personnel.
c. >15 MM: Positive for all others
d. Important to document/record results in millimeters of induration!
5. Factors that May Affect PPD Readings:

a. False Positives:

1. Nonmycobacterium TB

2. BCG vaccination

b. False Negatives:

1. Anergy

2. Live virus vaccination

3. Recent TB infection

4. Did not administer correctly—e.g. gave injection too deep. Should be given intradermally.

5. Child < 6 months or someone with weakened immune system—may not respond to the test.

**Note: It takes 2-10 weeks to build up a hypersensitivity to the TB virus.
6. Tuberculin Skin Test

a. Viral interference from vaccine may cause a false negative reaction.—e.g. MMR may interfere with the test.  TB skin test should be scheduled 6-8 weeks from live virus immunization or at the exact same time (same day).  PPD/Skin test detects immune response, not presence of TB infection per sey. 
b. TB testing should be scheduled before administering any live vaccine or @ least 30 days post vaccine administration.

F. Chemoprophylaxis (For Primary Infection—when it’s not communicable yet)
1. Recent or if latent infection present - isoniazid prophylactically for 6 months
a. Prevents disease from progressing to active TB.  Removes source of infection/contact and spares others the possibility of becoming infected.

2. Extended 9-12 months if coinfected with hiv.
G. Treatment (for active disease)
1. Active Disease - Multiple Drug Therapies—usually 4 different drugs
a. Treated as multiple organism infection  
b. Current recommendations:
1. Isoniazid—given throughout treatment (Side effects; hepatitis, peripheral neuropathy.  Treat periph. Neuro with Vitamin B6!!)
2. Rifampin—given throughout treatment (Side effects: body secretions turn orange—sweat, tears, etc!!)
3. Pyrazinamide—2 months (S.E: Liver damage)
4. Ethambutol Or Streptomycin—added to regimen (SE: ototoxicity and nephrotoxicity)
5. Increase, decrease or change regimen on basis of sensitivity testing & clients response to therapy.
6. The four listed above are the 1st line of defense drugs.  Never add just one single drug to a regimen—always 2 or more.  

2. Multidrug Resistant TB
a. Strains of TB bacilli resistant to one or more anti-TB drugs.

b. EX: strains of TB bacilli resistant to both isoniazid & rifampin or these two drugs & any other anti-TB drugs.

H. Public Health Role In TB Control
1. Case finding/contact investigation--Contact investigation is important to locate new cases!
2. Arrangements for contacts to receive TB diagnostic service & Treatment
3. Directly observed therapy (d.o.t.)—DOT: Go to patient where he/she is to make sure they take the medications.  Increases compliance and decreases MDR (Multi-drug resistant) strain development.
4. Reporting TB cases have to be reported to the health department then to TB control.  Confirmed cases must be reported within 2 days.  Contacts are tested (PPD).  If positive, then chest x-ray, sputum smear and culture sensitivity.  
I. Caseholding

1. Contact investigation

2. Close contacts receive the highest priority—adults and children in home.  Children are especially because they can get milliary TB or TB meningitis.  Should be given prophylactic meds—esp children < 4 yrs old.
J. Basic Efforts Essential For Control

1. Identify & treat all persons with TB disease.

2. Identify contacts to persons with infectious TB; evaluate & offer therapy.

3. Test high risk groups for Latent TB Infection (LTBI); offer therapy as appropriate.

VIII. Sexually Transmitted Diseases

[image: image1]
Iceberg theory: There are far more cases beneath the water and below the tip of the iceberg that we do not know about.  What we can see clinically are those few cases that are symptomatic and being treated.

A. Facts:

1. 12 million men & women, two-thirds of whom under 25 get an STD annually.

2. 100 million people living with an incurable viral STD such as . . .

3. Worst STD epidemic in the industrialized world (Society for Advancement of Women’s Health Research)

4. Disproportionately affect the young, the poor & minorities—especially women and children.
5. Largely a “young” problem with 86% of cases occurring in adolescents & young adults ages 15-29—due in part to risky behaviors and increased number of partners.
B. Epidemiology 
1. Risk Behaviors. Assess symptomatic and asymptomatic.  # of partners, lack of protection, illicit drug use
2. Biological Marker: presence of STD is documented as increasing transmission of HIV. E.g. If a patient has herpes, warts, etc, it compromises the skin’s integrity and increases the risk of acquiring HIV.  Lesions for non-HIV STDs provide an easy portal of entry for the HIV virus.
3. Bacteria: can be cured e.g. Chlamydia, gonorrhea, etc.  
4. Viral: ongoing battle.  EX: genital warts, herpes Not curable.
5. Frequently STDs Coexist
a. May be treated presumptively for an STD with positive diagnosis if high incidence of coexistence with another STD. 
b. EX: Chlamydia and gonorrhea are seen together so if one is found, other is treated presumptively.
6. Both Partners Require Rx.—no sexual contact until both partners are treated.
7. Sequalae: Secondary problems: E.g. babies with eye infections, PID, sterility, congenital syphilis, blindness, arthritis.
8. Reportable.  Syphilis, gonorrhea, HIV/AIDs in every state. Chlamydia in most states. Reporting can be either laboratory or physician based.
C. Major Concepts Of Prevention & Control
1. Education of those @ risk
a. Pre-exposure vaccination of hepatitis A & B

b. Target teenagers.  Over half engage in unprotected sex. 
2. Detect asymptomatic infected individuals and symptomatic persons unlikely to seek diagnostic and Rx services.
a. Important to do sexual history. 
b. Silent diseases – Chlamydia and gonorrhea  are 80% asymptomatic in females.
c.  Recall from diagram that she passed around in class that small percentage are medically known.  Most cases are clinically unknown because they are mild cases, have subclinical symptoms, or person has some type of immunity and therefore is disease-free but may transmit.
3. Effective diagnosis & treatment of infected persons – based on type of infection. 
4. Evaluation, treatment, and counseling of sex partners who have an STD—counseling should include abstinence during treatment for STDs, how to prevent reinfection, manage symptoms, prevent infection of others and transmission to newborn if pregnant.
D. Primary Prevention Of Communicable Diseases
1. COMMUNITY EDUCATION

a. Societal, group & individual level
1. E.g. adolescents are increased risk groups and they need more knowledge and skill development.  

a. Goals for adolescents: encourage abstinence from drugs

b. Encourage to delay sexual activity

**There is no safe sex---only “safer” sex!”

b. School based programs

1. Prototype AIDS & STD curriculum

2. Education of community groups

3. Peer education

2. Aspects of education

a. Grounded in reality—e.g. “Abstinence-only message is not grounded in reality.  Kids should learn about more than just abstinence because for some, abstinence is not a choice.” Prof. Cashaw  “Should use frank talk, honesty, education about safe and healthy habits and to not engage in risky behaviors..etc”
b. ABSTINENCE—most effective way to prevent STDs. 
c. Barrier Protection
1. Non-oxynol 9 – is not recommended anymore because it can cause lesions and increase the risk for HIV infection. 
2. Latex condoms have to be used properly and consistently to work. Rate of use related to socioeconomic status.  Only 20-25% of men use condoms. 
d. Culturally sensitive & culturally competent
3. Use of media as primary change agent

a. Better use of mass media for health promotion & prevention of STD & AIDS—especially when target audience is watching.  Teenagers watch 23 hours of TV/wk.
4. Knowledge of Community resources

a. Hot lines for STD & AIDS

b. Classroom Calls: Special access to HIV/AIDS information

c. Self help groups for persons with HIV infection & AIDS & their families & partners (secondary). 
d. Counseling to provide information about abstinence, management of the disease, prevention of spreading, and avoiding transmission.
E. Secondary prevention strategies

1. Screening.  Recommended:
a. Annually screen for STDs for sexually active < 25 yrs.  

b. Annual with risk factors > 25 yrs.
2. Diagnosis

3. Treatment

F. Risk assessment – should be included in baseline assessment.
1. Should be done with all sexually active individuals.

2. Obtain sexual & injection drug history.

3. Identify whether contact with men, women, or both—and what type of contact
4. Provides information about the need for specific diagnostic tests, treatment modalities & partner notification. 

5. May indicate need for increasing frequency of screening
G. Chemotherapy
1. Primary & Secondary Syphilis
a. Benzathine Penicillin 2.4 Million Units IM In A Single Dose
b. Jarisch-Herxheimer Reaction: pyrogenic reaction to spirochetes dying in bloodstream.  Antigen/antibody reaction to Benzathine penicillin and death of the spirochetes. S&S Fever, HA, myalgia, arthralgia, sweats Tx: Antipyretic meds.
2. Syphilis Of Indeterminate Length Or Of More Than 1 Yrs. Duration
a. Benzathine Penicillin 7.2 Million Units Total
b. 2.4 Million Units Administered - 1 Wk. Apart For 3 Consecutive Weeks
3. Gonococcal Infection:

a. Ceftriaxone 125 mg IM in a single dose

b. Cefixime 400 mg orally in a single dose

c. Ciprofloxacin 500 mg orally in a single dose –not used as much.
d. plus azithromycin 1 Gm orally or doxycycline 100 mg. Orally bid X7 days; given presumptively for gonorrhea and Chlamydia.
4. Chlamydia Trachomatis
a. Doxicycline 100 mg. Orally bid x 7 days,
b. or azithromycin 1 Gm orally in a single dose

5. Herpes Simplex Virus
a. No known cure—can be given episodic or suppressive therapy
b. Acyclovir, famciclovir, valacyclovir – decreases viral loads.
6. Genital Warts

a. Patient applied - Podofilox 0.5% solution or Gel

b. Imiquimod 5% cream

c. Provider applied - Cryotherapy with liquid nitrogen or cryoprobe; podaphyllin resin 10%-25%

H. Contact investigation & case-finding

1. Objective - reach contacts of the index case (diagnosed person) before . . .

2. Healthy People 2010 further differentiates between 2 types of partner notification

3. Partner Notification

a. Patient referral:  clients voluntarily advise their partners of the risk of disease & need to contact health care provider.—most frequently used
b. Provider referral:  Community health workers contact the individuals exposed to the index case –not used much, but will be used if patient does not want to or fails to inform contacts.
c. Confidentiality & Ethics:  Protection of individual vs protection of public’s health
IX. Common Interventions for Tuberculosis & AIDS

A. Community Outreach—direct services
B. Peer Education—train people within the client population to provide training and behavior modeling to their peers to enhance intervention of public health official.  
C. Case Management—plan and coordinate services needed
D. Offering Incentives—increases returns to clinics.  E.g. give the client bus tokens, $, to do DOT for TB.
E. Funding Community Groups

F. Integration of AIDS Prevention, Early intervention.  Before symptomatic.  Can include drug users, such as needle exchange programs.
G. Early Intervention Program: Links people to appropriate community resources to seek treatment in early stages.  E.g. drug rehab/tx and needle-exchange programs; family planning plus STD treatment and counseling.

H. TB outreach Program: To target illegal immigrants
X. Rationales for different Approach to TB prevention & control

A. By themselves public health agencies and health care institutions cannot succeed in reaching all those with active TB.

B. Basic principles of public health that illness & death decline when social conditions improve.
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