Lecture: Ebright, Global Issues

I. Roles of organizations

A. US: Department of Health and Human Services

1. NIH, CDC, FDA, Surgeon General, Office of Global Health Affairs (OGH)

2. OGH: promote world health population will serve US health as well

B. United Nations

1. Family of organizations: WHO, UNESCO, UNICEF, etc. 

2. WHO: for all people to attain highest levels of complete physical, mental and social well-being (not merely the absence of disease or infirmity)

3. Dr. Jong-Wook (WHO Director-General): championed TB decrease, 3*5 campaign (Antiretroviral tx to 3 million by 2005)

C. Global Health Council: largest world alliance dedicated to improving world health

1. composed of NGO’s, foundations, government agencies, etc. 

2. US based

D. UN Millenium Declaration

1. halve the proportion of people living on less than $1/day

2. ensure all boys and girls complete primary schooling

3. eliminate gender disparity in education

4. reduce mortality rates of children and mothers

5. halt/reverse spread of HIV/AIDS/malaria/other diseases

6. halve the proportion w/out access to safe drinking water

7. 3/6 of these goals are focused on health matters!

II. Disease and population patterns in other countries

A. Population density: high PD d/n mean that country is impoverished

B. Global Health Workforce: Africa, East Mediterranean, SE Asia have lowest # health care workers/1000 pop.

C. Population growth: by 2050, 9.25 billion (but a drop in annual growth rate)

D. Most vulnerable population is women and children

E. Poverty directly correlates w/: malnutrition, unsafe water, poor sanitation, indoor pollution

F. Global health challenges: death due to infectious disease is higher in developing countries (TB, malaria), whereas in developed countries—morbidity is replaced by non-communicable diseases

G. Countries by mortality stratum:

1. Developed: US, Canada, Japan

2. Low-mortality developing: Argentina, Indonesia, Thailand, China

3. High-mortality developing: most African countries, N. Korea, Bangladesh

H. Mortality

1. life expectancy has declined in Africa, Eastern Europe

2. in developed countries: over 60% of deaths occur after age 70; in developing countries only 30% of deaths occur after age 70

3. leading causes of death in children in developing countries: perinatal conditions, lower RTI’s, diarrhea, vaccine-preventable diseases

I. DALY’s: years of life lost due to disability

1. 1 DALY = one lost year of healthy life

2. men: top 3 DALY’s due to HIV/AIDS, heart disease

3. women: top 3 DALY’s due to depression, HIV/AIDS, heart disease 

III. Global Health

A. Basics needed by all people

-housing, security, work, safe food and water, reproductive health and planning, education, health care and immunizations


      B. Links between poverty and poor health

1. female illiteracy, lack of access to clean water, heavy work demand     (low Salary), lack of access to health care/prevention

2. cycle between poverty and health


      C. Poor health and poverty

1. ill health, malnutrition, high fertility are why households become/remain poor

2. catastrophic illness sends near-poor homes into economic crisis

3. 20% loss in GNP attributed to malaria in sub-saharan Africa


      D. What can be done?

1. Best buys: interventions that are efficient in averting large part of global disease burden but are low cost per capita (=big bang for buck)

2. known to positively influence health outcomes, implemented w/little cost, relevant for poor

3. Types of “best buy services:” TB treatment, reproductive health, family planning, school programs (education, meals, vaccines), management of childhood illness, STD/AIDS prevention and treatment, immunization, malaria treatment and prevention


E. Reasons not to get involved

1. need to take care of “own people,” I’m too busy, each country should take care of own, their problems d/n affect us


F. Reasons to reconsider

1. world view may help us see people in need better, generosity brings unanticipated returns, many countries lack resources to help their people (ex: healthcare workers density/capita)



2. most medical problems in developing countries are same as in US!

3. world health problems do impact us! (ex: AB-resistant strains can evade airport detectors…) 

***review key points as well***

Lecture: Holtrop, Community Health Indicators

I. Risk

A. learning to manage risk separates modern times from pre-history

B. probability is used to develop tables of life expectancies, concept of life insurance

C. people can now use risk/probability to make decisions in a “rational” mode

D. John Graunt: idea of statistical sampling, interpretation of data (compilation of births and deaths for a period of time)

II. Community

A. group of people living in the same geographical area 

B. community health indicators: definition of community is based on geography

C. Social Indicator: measure reflecting status of population (age, income) and contextual influences (social, economic, political) known to affect well-being at specific or over a period of time

D. Community level social indicator: can be collected, reported and interpreted for geo-political units (ex: neighborhood)

III. Why measure a community’s health?

A. changes in social environment or deterioration in health status

1) assess needs

2) track progress toward goals

3) evaluate/reflective practice

IV. Who measures a community’s health?

A. Government agencies

B. civic agencies

C. advocacy organizations

V. How to measure a community’s health?

A. census

B. surveys

C. both are developed by various governmental agencies

VI. Key data sources

A. NHANES:

Invite people to participate on a report of their health status; 1) researchers survey people in their homes and 2) participants receive a full physical.

Information is put into a database, but this is used as a national measure of health status (not specific for certain area)

B. Holtrop: gathers data for a specific area and can then compare it to the national averages; define/carry out an intervention; repeat survey post-intervention

C. Private Sector Organizations: Annie E. Casey Foundation (kids count databook that has information by country/state)

D. Others include: United Way

E. Federal agencies: Health and Human Services, US Bureau of Census

VII. Describe an example of a directed intervention based on measurements of a community’s health

1) survey done on % of children that tested positive for lead poisoning

2) survey done on % of children being tested

3) survey results were overlayed (on a map) 

4) group went into Hamtramck that had low % of children being tested; intervention had volunteers going door-to-door of Yemeni immigrants

5) this area did not have a large % of children that tested positive for lead poisoning but the intervention raised the % of that area being tested from 24-66%

Lecture: Issues in Tobacco Use

I. 2004 Surgeon General Report

a. Smoking harms every organ in body, causing many diseases, reducing health of smokers in general 

b. Quitting has immediate and long-term benefits and reduces risks of diseases attributable to smoking

c. Smoking cigarettes w/lower tar content have no clear benefit to health (due to faulty calculations of nicotine in cigarette, people smoking more when they switch to cigarette w/lower nicotine level)

d. List of diseases caused by smoking has expanded (include aortic aneurysm, many types of cancers—cervical, pancreatic)

e. Many Americans are still exposed to secondhand smoke in homes and workplaces 

f. Secondhand smoke exposure causes disease and premature death in children (ex: asthma, SIDS) and adults (ex: effect on cardio system, causes CVD, lung cancer) who do not smoke 

g. There is no risk-free level of exposure to secondhand smoke (even short term exposure to secondhand smoke is dangerous)

h. Smoking in indoor spaces needs to be eliminated: separate smoking areas, ventilation systems d/n eliminate exposures to nonsmokers

II. Deaths due to Tobacco

a. tobacco is #1 most preventable cause of death

b. 440,000 deaths due to smoking via: 

1. lung cancer

2. CHD

3. COPD

4. stroke

5. secondhand smoke

III. Nicotine

a. cigarettes are addictive

b. nicotine in cigarettes causes addiction

c. tobacco addiction is similar to addiction in heroin/cocaine use

IV. Smoking Worldwide

a. developing countries are increasing in the numbers of cigarette smokers, while there is a decrease in smoking in developed countries

b. in developing countries, more smokers are male

c. cigarette companies send cigarettes w/higher nicotine content overseas

d. by 2030, 7 million deaths will be due to smoking in developing countries (only 3 million deaths in developed countries)

V. Treaty on Tobacco Control

a. global treaty to protect people from consequences of tobacco use

b. creates a tax policy (each country can control taxes on tobacco products)

c. Norway has the most amount of its retail price due to taxes (79%) while the US has way less (only 30% due to taxes)

d. Also calls for bans on indoor smoking

e. Also calls for new health warnings on cigarette packages

VI. Michigan and Tobacco Control

a. adult smoking is higher than national average

b. youth smoking increases from middle school (9%) to high school (28%) 

c. higher smoking-attributable death rate in MI than nationally

d. CDC recommends that states invest $55-155 million/year in tobacco control; MI only spends $6.3 million

Lecture: Medical Management of Obesity

I. Obesity

a. Why treat?

i. Associated w/increased morbidity and mortality

ii. Modest weight losses decrease diabetes, CVD, blood pressure, improves lipid profiles

b. etiology of obesity (multiple contributions to obesity)
i. interplay between energy intake, expenditure, environment and genetics

ii. adipose tissue: role is incredibly important (produces leptin, angiotensinogen—BP regulation, TNF-alpha—pro-inflammatory)

iii. supersized food is a major problem! 

iv. Selection of high-caloric and low-caloric density foods is a contributing factor (pop vs. fruit)

c. definition of obesity

i. define by BMI (>30=obese, >40=extreme obesity)

ii. define by waist circumference (abdominal obesity is associated with CVD)

d. cultural influences on obesity (ex: magazines promote anorexia)

II. Lifestyle and Obesity

a. black men lose more years of life to obesity than white men

b. 65% of obese people have comorbidities: glucose intolerance, left ventricular hypertrophy

c. Increased risk of heart failure, osteoarthritis, coronary heart disease in women due to abdominal obesity

d. 1 can soda/day leads to 15 lbs weight gain in 1 year

e. w/healthy eating, decrease in BMI, CRP, interleukins—markers of inflammation

f. study of Europeans (HALE project)—Mediterranean diet, moderate alcohol use, physical activity, non-smoking associated with lower mortality rates

g. for children playing video games, 2 times increased risk of becoming obese

h. meds can be associated w/weight gain

III. Approaches to successful weight loss

a. set realistic goals

i. for patients: negotiate realistic weight loss goals, regular follow up, life long commitment

ii. for providers: not all patients will lose weight

b. noradrenergic drugs: increase release of norepi and dopamine (phentermine)

i. only approved for 3 months

ii. associated w/tachycardia

c. serotonergic-noradrenergic agents: (sibutramine) inhibit serotonin and norepi uptake

i. BMI > 30

ii. Many side effects

d. lipase inhibitors (orlistat): create state of fat malabsorption

i. side effects: oily spotting, flatus w/discharge

ii. need to educate patients on S.E.

iii. associated w/greater decrease in weight loss than placebo

iv. sibutramine had greatest decrease in weight as compared to orlistat

e. surgically-induced weight loss: different forms of gastric bypass

i. surgery decreases long term mortality in morbidly obese patients

ii. surgery decreases CVD risk factors (BGL, cholesterol)

f. new drug therapies

i. to act on GI hormones, or CNS neurotransmitters

ii. Rimonabant: blocks CNS receptor, increases satiety 
g. diet, exercise, prescriptions and behavior modification are all key for best weight loss

h. also a factor of relationships between patient, physician, society, and allied health (ex: nutritionist)

Key points:

1) obesity leads to loss of life

2) diet and exercise have positive results

3) surgery is most beneficial in morbidly obese

4) don’t supersize!

5) Watch what children eat!

6) Medications are not enough if behavior is not modified as well

Lecture: Alcohol Abuse/Dependence in Primary Care

1) ask about alcohol use

2) assess severity and readiness to change

3) advise if abuse/dependence is diagnosed

4) assist

5) arrange for follow-up

I. Who do you screen?

a. most docs miss screening the 3W’s!!!

b. women, high SES (wealthy), white

II. Ask about alcohol use

a. risky drinking amounts

i. men: > 4/occasion, >14/week 

ii. women/adults over 65: >3/occasion, >7/week

b. how to ask

i. non-judgmental (how many drinks in a week?)

ii. CAGE

iii. TACE

a. How many drinks does it take to get you high? (2 points)

b. Have people annoyed you by criticizing your drinking? (1 point)

c. Have you ever felt like cutting down? (1 point)

d. Have you ever had an eye opener? (1 point)

III. Assess for alcohol related problems

a. positive responses to CAGE or TACE (1+ dictates suspicion for abuse/dependence; +2 is diagnostic)

b. family history of alcohol/drug related problems

c. alcohol related symptoms (job/marriage trouble)

d. abnormal physical findings: HTN, hungover, portal hypertension (dilated nose veins), irritability, evasiveness

e. abnormal lab findings (esp. elevated Prothrombin time, elevated LFT’s-liver function tests)

f. tolerance: require more of drug to get same effect

g. withdrawal: physiologic response when drug is removed (irritable w/out alcohol)

h. Chemical dependence: the 4 C’s 

1. craving, compulsion, loss of control, use despite consequences, chronic

2. d/n require physiologic tolerance/withdrawal

i. DSM: Substance dependence (1 or more over 12 months)

-tolerance, w/drawal, can’t control or reduce use, spends too much time using/recovering/obtaining, abandons work, social, leisure activities


      j. DSM: Substance abuse



-failure to fulfill important roles

-repeated use despite consequences (physical danger, recurrent legal problems, social/interpersonal problems)

IV. assess the readiness to change

a. on a scale of 1-10, how important it is it for you to change your drinking habits?

b. Abstinence vs. reduction 

i. debate between reduction vs/ elimination

ii. d/n let your views interfere w/patient’s situation

iii. abstinence is not always required; may just want to cut down on risky drinking—has not resulted in consequences; push for abstinence if patient c/n cut down

iv. indications for abstinence: pregnancy, diagnosis of dependence, medically contraindicated (HEP C!!!), history of blackouts, history of cutting down, strong family history

V. advise appropriate action

a. intervention results in fewer hospitalizations (pamphlet plus MD/pt discussions of alcohol and nurse telephone call)

b. low cost, and long term benefits (save in medical costs!)

VI. assist them to engage in treatment

a. office based: brief intervention (MD give advice in non-judgmental way), motivational interviewing, detox (office)

b. referral: detox, outpatient therapy, residential treatment, aftercare

c. types of treatment: 12 step, CBT MET (motivational enhancement therapy)

i. lower success rate (only 1%!) if patient is forced to go (vs. choosing to go—50%)

d. symptoms of withdrawal

i. Stage I.: shaking, increased pulse/BP, agitation

-can manage as outpatient

-give BP med, sedative (no Xanax)

ii. Stage II: all of stage I symptoms plus hallucinations           w/insight (patient knows he is hallucinating)





-need to admit if d/n resolve to Stage I in a few hours




     iii. Stage III: stage I and II plus:

-temp >101, hallucinations w/out insight, body in sympathetic drive





-patient must be hospitalized, dose w/valium


      e. meds for withdrawal




     i. sedatives

   


    ii. vitamins (banana bag)

e. maintenance: Antabuse etc.

VII. arrange for follow up!!

Lecture: Patient-Centered Counseling for Change

I. Making behavioral changes

a. difficult!

b. Patients who don’t change/change quickly enough: physician frustration, negative feelings about patient, impairs understanding of patient

c. Need a model for a patient care! (PCCM approach to behavior change)

1. Noncompliance = patient failure; w/model shifts focus to “readiness for change” (examines how ready patient is for change, appreciate barriers to change, help patients anticipate relapse)

2. increase in patient satisfaction, decrease in physician frustration!

II. PCCM model

a. promote health, prevent disease 

b. need to explore disease (signs/symptoms) and illness (feelings/ideas)


-must incorporate both, patient has better outcomes when this is done! 

c. understanding context of disease in patient’s life involves the patient—is respectful 

d. Prevention and Health Promotion


1. health enhancement


2. risk avoidance


3. risk reduction


4. early detection of disease


5. ameliorating effects of disease


6. readiness for change

e. finding common ground: assess problems, goals, roles ( decide to act or wait

f. stages of change framework helps you to target your interventions! 

     III. Stages of change (MUST move only one stage at a time!!)


      a. stages in learning a skill

i. 
stages in learning a skill: initial awareness ( awkward use ( conscious application ( natural integration

i. unconsciously incompetent (pre-lecture)

ii. consciously incompetent (post-lecture)

iii. consciously competent 

iv. unconsciously competent (once skill is learned)

     b. patient centered communication is associated with:


      i. for the patient: increased satisfaction, adherence, decreased symptoms!


     ii. for the physician: increased satisfaction, decreased complaints/malpractice allegations, decreased malpractice fees! No greater amount of time…

d. important of assessing readiness for change?

i. meets patient where they are at

ii. decreases noncompliance

iii. decreases doctor’s frustration

e. spiral pattern of change: most people who take action d/n maintain gains on first try (relapse & recycling is the rule!)

i. important to realize this:

ii. it maximizes doctor-patient relationship

iii. decreases counter-transference

iv. treats patient’s own shame/demoralization

f. Pre-contemplation: no intention to change behavior in near future

g. Contemplation: considering changing in next 6 months

h. Preparation: intending to take action in next month

i. Action: have altered behavior for 1 day to 6 months

j. Maintenance: maintain change for 6 months

k. Moving 1 stage during 1st month doubles chances of taking action in first 6 months of treatment


III. When to take action

a. pre-contemplators and contemplators…NO!!

b. preparation and action….YES!!!

c. goal is to always move to next stage, and once in action stage—reinforce actions, move to maintenance stage

d. include progress note in chart

IV. Goals at each stage

a. pre-cont: think about change

b. contemp: examine benefits & barriers to change

c. preparation: anticipated barriers

d. action: benefits & temptations

e. maintenance: temptations & coping

f. relapse: normalize & resume

