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CHAGAS DISEASE 4-PART SERIES

Today'’s Session - Session 4: Interprofessional Team Approaches to
Chagas Disease Management

Past Sessions:

« December 6, 2023 - Session 1: Chagas Disease in the USA: Screening, Diagnosis, and
Treatment for Primary Care Clinicians

< January 10, 2024 - Session 2: Congenital and Pediatric Chagas Disease in the USA
“ February 7, 2024 - Session 3: Chagas Disease as a Migrant Health Issue

e
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1.5 CME/CNE credit available for each session for total 6.0 credits for entire
series provided by The American Academy of Family Physicians (AAFP)




10/23/24

ATy AT
CHAGAS DISEASE EDUCATIONAL SERIES N A/ 1N
FOR COMMUNITY-BASED CLINICIANS AND STAFF
CONTINUING MEDICAL EDUCATION (CME) ACCREDITED EDUCATIONAL SERIES
WITH EXTENSION FOR COMMUNITY HEALTHCARE OUTCOMES (ECHO) SESSIONS

CLINICAL DIRECTORS NETWORK
THE ROCKEFELLER UNIVERSITY CENTER FOR CLINICAL AND TRANSLATIONAL SCIENCE
Stavros Niarchos Foundation (SNF) Institute for Global Infectious Disease Research

RU-SNF Pilot Project:
Chagas Disease as an Emerging Infectious Disease in the USA

Funded by: the SNF Institute for Global Infectious Disease Research,
NCATS NIH CTSA #UL1-TR-001866 and AHRQ grant #1P30-HS-021667

-
TEXASYeSTATE, Y UT Health
e ‘ Ve

The rising STAR of Texas

M€N UCSanDiego  SDSU === USON] BCM [

Baylor College of Medicine

ATy NT

Clinical Directors Network, Inc. (CDN)

www.CDNetwork.org

Clinical Directors Network (CDN) is a

New York City'based praCtice'based CDN is a Practice-Based Research Network (PBRN) that works with
research network (PBRN) and is an AHRQ- e S ™
designated Center of Excellence (P30) for

Practice-based Research and Learning
and a network of safety-net PBRNs
(“N2-PBRN") dedicated to improving
access to care and clinical outcomes for
low income and medically underserved
communities by creating community-
academic partnerships around research,
education/training, and service.

HRSA UDS 2021 Data

www.CDNetwork.org




10/23/24

PRESENTER

Malwina (Maja) Carrion, MPH

* Malwina (Maja) Carrion is the Access Leader consultant at the Drugs for
Neglected Diseases initiative (DNDi). She has spent over 15 years
leading and managing public health projects and research in Asia,
Africa, South America; Europe, and the dS.

Her primary research interests are neglected tropical diseases and their
control, elimination, and eradication. Prior to joining DNDj, Maja served
for over five years as a full-time lecturer at Boston University's Sargent
College in the Department of Health Sciences. At BU, Maja taught
courses in epidemiology, global environmental health, NTDs, and
health communication and advocacy.

Maja is currently finishing her Doctor of Public Health (DrPH)
dissertation at BU School of Public Health, which is focused on
improving screening, awareness, and knowledge about Chagas
disease in the United States among primary care providers. ghe
conducted her dissertation work as part of a five-year cooperative
agreement with the Centers for Disease Control and Prevention (CDC)
in the US, on which she served as the co-Principal Investigator.

PRESENTER

Paula Stigler Granados, PhD

* Dr. Paula Stigler Granados is an Associate Professor in
the School of Public Health and Division Head of the
Environmental Health Division.

* She is a subject matter expert in Chagas disease and has
been the Pl for the last 8 years on a Center for Disease
Control funded cooperative agreement award to raise
awareness among healthcare providers in the U.S. about
Chagas disease. She also works with the U.S. military on
Chagas disease surveillance activities and helped
launch the Texas Chagas Taskforce in 2015.
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DISCUSSION FACILITATOR

Deliana Garcia, MA

¢ Deliana Garcia works from the local to the international
levels addressing healthcare access for migrants and
other underserved populations.

¢ She founded and directs Health Network an
international case management program that keeps
migrants in care across jurisdictional borders.
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REMINDERS
Click “Live Transcript” button
m to enable Closed captioning

Use Zoom Q & A to ask a
e Qquestion

Use Zoom chat feature for
comments/reactions/intros

Complete evaluation survey upon exit

.0
e

Session is being recorded

* Will be posted to our website
within 1 week

* Available with our previous
recordings
https://wp.uthscsa.edu/echo/e
cho-programs/chagas-disease/

Announcement:
World Chagas Day Symposium

Friday, April 12, 2024
11:00AM - 3:00 PM EST

Register:
https://einsteinmed.zoom.us/j/94691212453

Sun River Health@
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* CME certificates will be issued within 3
weeks following this session

* Recordings of the sessions will be
made available for CME/CNE

« If you have any questions, please reach
out to chagasus@gmail.com

This work is supported by the Cooperative Agreement Number, 6 NU2GGH002323-01-01, funded by the Centers for Disease Control and Prevention. The contents of this webinar are solely the
ibility of the presenters and do not ily represent the official views of the Centers for Disease Control and Prevention or the Department of Health and Human Services.

Interprofessional
Team Approaches
to Chagas Disease
Management

Paula Stigler Granados, PhD
San Diego State University, School of Public Health

Maja Carrion, MPH, DrPH candidate

Boston University School of Public Health and Drugs for Neglected
Diseases (DNDi)
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Chagas Disease:

y A Quick Overview

b » Chagas disease, also known as American
trypanosomiasis, is caused by the parasite
g Trypanosoma cruzi.

* Itis typically transmitted to humans through
~ contact with feces of infected triatomine bugs,
known as "kissing bugs".

Epidemiology

*Chagas disease is considered to be an
emerging disease of importance.

*Associated with congenital, blood, and

organ transplantation transmissions in X
non-endemic countries.

¥

*In the U.S., approximately 300,000

individuals are estimated to be No cases 200,001 to 500,000 cases
infected with T. cruzi....but this_does Fewer than 20,000 cases 500,001 to 999,999 cases
notinclude local transmission and is 20,000 to 200,000 cases 1-2 million cases
only based on imported case

estimations
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Prevalence of Chagas disease in the
United States

@— Risk Factors

The prevalence of Chagas disease is higher among persons from Latin
America, where the disease is endemic.

I

Geographic Spread
Cases have been reported across the United States with local
transmission also occuring in the southern US, particularly in Texas,

where it is reportable, and the climate is suitable for the insects that
transmit the parasite.

Screening Challenges

I

The lack of routine screening contributes to underreporting, making it
difficult to estimate the true prevalence in the country.

Transmission of Chagas disease

\/
Insect Vector
1 The parasite is primarily transmitted to humans through the feces of
infected triatomine bugs, also known as "kissing bugs".
\/
\/
Non-Vector Transmission
2 It can also be transmitted through blood transfusion, organ
transplantation, and from mother to baby during pregnancy.
\/
\/
Other Exposures
3 Rare cases have been reported among laboratory workers handling
the parasite, and in some cases, through oral transmission via

~_— contaminated food or beverages.
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Chagas disease phases:

Acute phase

— ’P Indeterminate (asymptomatic,

The chronic phase is H latent, or preclinical)
JIhe chronic phase Is

distinguished by
two well-defined

forms of disease:

subdivided into cardiac, digestive,

'ii Determinate (clinical), which is
and cardiodigestive forms.

Acute phase
of Chagas disease

T. cruzi infection ~8 weeks

10
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Acute phase
of Chagas disease

T. cruzi infection ~8 weeks

Chronic phase

. Life long
Indeterminate form infection
No signs or symptoms of Chagas disease if untreated

Acute phase

T. cruzi infection . ~8 weeks
of Chagas disease
Chronic phase
X Life long
Indeterminate form infection

No signs or symptoms of Chagas disease

if untreated

70 - 80% remain
indeterminate
throughout life

Can reactivate if
immunosuppressed

11
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T. cruzi infection Acute phése ~8 weeks
of Chagas disease
Chronic phase
. Life long
Indeterminate form infection

No signs or symptoms of Chagas disease

if untreated

20 - 30% progress
over years - decades

70 - 80% remain
indeterminate
throughout life

Can reactivate if
immunosuppressed

Determinate forms
» Chagas cardiomyopathy &/or
» Gastrointestinal disease

slide courtesy of Dr Sue Montgomery

Diagnosis

* Acute infections can be diagnosed by identification of trypomastigotes in blood by
microscopy, however parasite levels decrease rapidly within a few months

» Diagnosis of chronic Chagas disease is made by serologic tests for antibody to
the parasite.
» Asingle test is not sufficiently sensitive and specific to make the diagnosis.

» Need two or more tests that use different techniques and that detect antibodies to different
antigens.

» CDC can confirm

* Blood donation testing is not recommended for diagnosing Chagas disease

12
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medications

* No test for cure

- If eligible, can be treated with anti-parasitic

- FDA approval for Benznidazole ages 2-12 years
» FDA approval for Nifurtimox 0-18 years
* Low cost or free for uninsured

« Lifelong regular cardiology checks

+ Approved for use in children and is affordable

+ Patient needs monitoring, especially for side effects -

Treatment

Who to screen for Chagas Disease (Humans)???

Any first-generation or
second-generation
Latino/as

First-generation Latino/as
with unexplained
cardiomyopathy, stroke,
arrhythmias, or abnormal
electrocardiograms

Forsyth, C. J., Manne-Goehler, J., Bern, C., Whitman, J., Hochberg, N
., Edwards, M., ... & Meymandi, S. (2022). Recommendations for
screening and diagnosis of Chagas disease in the United States. The

. Family members of
Newborns_ alr children of affected patients with
seropositive women

Blood and organ donors
Chagas disease

First-generation Latino/as
at increased risk of Chagas
reactivation (e.g. HIV,
transplant recipients)

History of living in poverty
Pregnant women having or substandard living
lived in endemic areas conditions in areas with

triatomine activity

Recognition of kissing People with Chagas

bugs positive dogs?

13
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One or more risk factors? (Ranked in importance)
1.

Born in or lived >6 months in an endemic country

(Mexico, Central or South America)
Having a family member with CD Yes ‘_'{ No

—

Lived in housing made of natural materials (mud, Screen Risk negligible
adobe, thatch, palm leaves) in Mexico, Central or
South America l

Being bitten by kissing bugs or finding kissing bugs in Screening
the home Serological assay*

Testing probably
not needed

‘ Positive

Negative ‘ -{Negative Dx ‘

Second test

Different serological assay**

-electrocardiogram ‘ Positive } I } Negative | lab

Third test***
] CDC or other

-echocardiogram

Evaluate treatment \
options — 4‘ Positive Dx —

* Negative DX

Forsyth CJ, Manne-Goehler J, Bern C, Whitman J, Hochberg NS, Edwards
M, Marcus R, Beatty NL, Castro-Sesquen YE, Coyle C, Stigler Granados P,
Hamer D, Maguire JH, Gllman RH, Meymandi s. Recommendations for

Screening and Diagnasis of Chagas Disease in the United States. ) Infect

Dis. 2022 May 4;225(9):1601-1610. doi: 10.1093/infdis/jabs13.

It takes a village...

14
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Chagas Disease Management in
the United States

Chagas disease management in the United States
requires a collaborative, multi-disciplinary
approach that acknowledges the complexity of
factors influencing its spread, diagnosis,
treatment, and prevention.

There are a lot of collaborators and resources....

List of
Possible
Collaborators
and Partners

* Healthcare Providers

* Public Health Agencies

* Vector Control Agencies

* Research Institutions and Scientists

* Non-Governmental Organizations (NGOs) and Advocacy Groups
» Pharmaceutical Companies

* Veterinary and Animal Health Professionals

» Academic Institutions and Educators

» Governmental Health Policy Makers

* International Health Organizations (e.g., WHO, PAHO)
» Community Leaders and Advocates

* At-Risk Communities and Patient Advocacy Groups

* Others??

15
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Challenges in our work (the village)

* Reaching out to busy Physicians and their networks: requires aligning with the
already packed schedules of physicians and ensuring that the information about
Chagas disease reaches them effectively.

* Lack of awareness about a neglected disease: Overcoming the lack of awareness
about Chagas disease, classified as a neglected disease, is an ongoing obstacle.

* Populations most affected are often uninsured or use non-traditional ways of
accessing healthcare or do not have access: The disparity in access to healthcare
complicates the management of Chagas disease.

» Navigating a complex disease that has multiple barriers such as standard
diagnostics and easy to recognize symptoms: Understanding other diseases with
similar barriers could provide insights into effective strategies i

Successes in our work (the village)
Developing collaborative networks:

Establishing a broad network of existing groups already working in the field
of Chagas disease — e.g.Texas Chagas Taskforce, USCN

Integrating new partners into the network — e.g. Clinical Directors Network
(CDN), UTHealth ECHO, AHEC

This collaboration has facilitated the sharing of best practices, resources, )
and research findings, fostering a more cohesive and coordinated ﬁ
approach to addressing the challenges of Chagas disease.

16
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Health Networks

Pest
Management
Professionals

Professional
Associations

Chagas Taskforce
Model for
Collaborative

Education and
Outreach

Public Health
Agencies (City, County,
State, & Federal)

Veterinarians

Blood
Banks & Organ
Procurement
Successes in our work . b o
Creation of the ECHO series
* Utilizing a One Health Approach to increase nA “
collaborations and networks w* [

HUMAN
HEALTH

ANIMAL
HEALTH

Development of a CHW curriculum and training
materials

* Assist with patient navigation, community awareness,

stigma reduction and outreach to most at-risk

communities Froject

ECHO

Other Successes?

17
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Collaboration is Key

» Chagas disease vectors are found in nearly 30
states of the U.S

« People living with Chagas disease can be found
across the entire U.S.

« Collaborations with key partners help to build
- awareness and surveillance

» Using a One Health approach can help raise
awareness about the disease and its vector

Lessons Learned on Screening for
Chagas Disease in the US:
A Provider Perspective

Maja Carrion, MPH
Drugs for Neglected Diseases initiative
Boston University School of Public Health

18
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Screening Programs Results

Studies on Prevalence of Chagas Disease in Latin American-born Populations in the U.S. (2010-2020)*

Study Population prevalence
(%)
Castro et al. 2020 (20) | 1,514 people in the greater Washington, DC metropolitan area |3.8
(community screening program)
Hernandez et al. 2019 (19) | 189 relatives of 86 previously diagnosed patients with CD 7.4
Manne-Goehler et. al. 2019 | 5,125 people from endemic regions screened in primary care 1.0
(21) | setting in East Boston
Meymandi et al. 2017 (14) | 4,755 Latin American-born residents of Los Angeles 1:2
(community screening program)
Traina et al. 2017(16) | 327 hospital patients with electrocardiogram abnormalities 5.2
Park et al. 2017 (17) | 80 patients with pacemakers 7.5
Traina et al. 2015 (15) | 135 hospital patients with nonischemic cardiomyopathy [19.0
Kapelusznik et al. 2013 (18) |39 hospital patients with nonischemic cardiomyopathy 13.0

Source: U.S. Chagas Diagnostic Working Group 2021

19
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Barriers to Screening (based on literature/experience)

« Lack of physician awareness/ knowledge
« Limited guidelines about who to screen and how
« Confusion about which tests to use

. Patient barriers/fears

INSECT: Implementing Novel Strategies MSECT
for Education and Chagas Testing

« Improve knowledge and awareness among healthcare providers
o Focus groups and in-depth interviews about how they learn best
« Evaluate Strong Hearts program
- Initiative started in 2018 to increase testing at East Boston Neighborhood Health
Center (EBNHC)
o Focus groups and in-depth interviews with providers at EBNHC
« Roll out screening programs in other sites in the USA
o Locally, regionally, nationally
« Improve community knowledge and awareness

« Improve department of public health buy-in

pEaEEy
coC
Sttty sttt dos lnrorss

sssssssssssssssss
oooooooooooooooooooo

20
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Qualitative Data Gathering

Group Interview Dates and Participants

In-Depth Interview Dates and Parti

GIM = General Internal Medicine; FM = Family Medicine; PEDS ID =

Pediatric Infectious Disease; PEDS = Pediatrics;
Urgent Care; OB/GYN =

ID = Infectious Disease; Ut

Obstetrics/Gynecology; EM = Emergency Medicine

Participant | Date | Profession | Specialty Participa Da Professio pecia
1| 621721 MD| 1 4/5/21 MD) D)
2 MD| 2| 419/21 MD) D)
3 L) 3 4/15/21 PharmD D)
4 s MD 4) 4/20/21 VD)

: mg 5 6/29/21 MBA|
e e
8| 106121 MD| M CA| 3 2051 o
9 MD| M CA
10 VO v VA 9 8/25/21 NP
" D M Al 10) 11/8/21 MD)
12[ 10118121 MD D) Y| i A0/ MWV
i MD ™ MA 12) 11/23/21 MD)
14 VD) ug] CA 13 11/23/21 MD)
15| 10/27/21 RN| GIM| MA| 14] 12/1/21 MD
16 RN|  oB/GYN A 15| 12/10/21 MD)
17[ 1ssi21 PA| EM| CAl 16) 12117/21 NP
18 PA EM| CA 17] 1/10/22] NP
19| 1117721 D) PEDS] WA 78 114122 MD)
20 12/14121 wo|  oB/GYN] MA| m 24122 NP
21 MD| GiM CA
22 MD| D) mA| MD = Medical Doctor; PharmD = Pharmacist;
23] D) G WA MBA = Master's in Business Administration;
NP = Nurse Practitioner; MSW = Master's in Social Work;
g‘; 12116121 :; G;m :: ID = Infectious Disease; Lab Mgmt = Laboratory Management;
251 GIM = General Internal Medicine; FM = Family Medicine;

OBJ/GYN = Obstetrics/Gynecology

Case-Studies and Workflow Integration:
How to Encourage Primary Care Providers to Screen for Chagas Disease

Mealwina N. Carrion’, Taylor Paiva?, Madolyn Dauphinais?, Alyse Wheelock’, Daniel L. Bourque¢, Davidson H. Hamer?, Natasha 5. Hochberg!
"Boston University, Boston, MA, USA, 2Boston University School of Public Health, Boston, MA, USA, *Boston Medical Center, Boston, MA, USA, *Boston University School of Medicine, Boston, MA, USA

PRESENTER:
ﬁ Malwina (Maja) Carrion

W eNTDs Mija moebueds
INTRODUCTION
Chagas disease s a parasitic infection that affects
roughly 8-10 million people worldwide. While often
asymptomatic, it can cause significant morbidity and
mortality, particularly if left untreated. In the United
States (US), Chagas primarily affects Latin
immigrants and their children

Primary care providers (PCPs) are the first, and
sometimes only, point of contact in the US healthcare
system for many vulnerable populations. But PCPs
have a myriad of health concerns to address with
their patients and are often unaware of the risk of
Chagas disease among their patients.

METHODS
To better understand how to convince PCPs to
screen for Chagas, we asked them about their
motivation, attitudes and preferences towards
professional educational activities, and to identify
current barriers to screening for Chagas in their
clinics. We spoke with 43 PCPs in total.

We conducted group interviews with 24 PCPs in four
different states who serve at-risk populations but do
not currently screen for Chagas disease as part of
routine care.

We also conducted 19 in-depth interviews with PCPs
who currently screen for Chagas disease regularly at a
community health center in Boston, MA.

# of Participants _ Roles
2

L MD, 1 NP, 1 PA
MDs, 2 PAs

Other =2 nurses, 1 pharmacist, 1 socalworker, 1 abaratory manager

How to convince primary
care providers to screen for
Chagas disease?

Case-based learning,
workflow integration, and
national screening
guidelines.

NOT Twitter!

i zE Take a picture to visit our
- D website for resources and
i materials!
[ Pp—

S
(LD

RESULTS

PCPs from group interviews were interested in
learning more about Chagas disease and cited case-
based learning as the most engaging and effective way
to cover new material. However, 88.4% (38/43)
mentioned that the many issues they must cover in a
visit means that Chagas screening could only work if it
was integrated into their workflow.

Having the screening test as part of an order set with
other routine tests (27/43; 63%) or being prompted
by a reminder in the electronic medical record (15/43;
35%) were mentioned as effective tools.

Many PCPs reported that official guidelines from
either the CDC or their respective  professional
organizations/associations mattered to them. While
neither  the professional
organization/association based in the US currently has
official screening guidelines, 72% (31/43) of PCPs
reported that this would either encourage them to
start screening or help them to prioritize screening in
their visits.

One surprising result was that social meda is rarely
used by PCPs for professional activities (3/43; 7%).

DISCUSSION
Based on our interviews, it seems that a systematic
approach is necessary to improve screening for
Chagas disease in the US. It is not enough to raise
awareness among providers; they must be supported
by workflow integration and encouragement from
professional organizations.

Furthermore, recent literature and anecdotes have
pointed to social media as a useful tool for spreading
information and education to healthcare providers,
but this was not what our project found. Additional
studies should be done examining whether there is a
difference in social media usage among provider
specialties or if this finding is consistent throughout.

21
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What doesn’t work?

Trying to force champions
Focusing on background, biology, epidemiology
Assuming any level of knowledge or interest

Social media?

What does work?

Short, focused messaging

Shareable resources -
o also useful for political/policy motivation

Integration into workflow
o EMR screening panels, alerts (maybe)

Including as part of another risk group
o Recently arrived im/migrant screening

Official recommendations, guidelines,

and policies
o Professional associations
- CDC

Capitalizing on enthusiasm —
o ldentify organic champions -

22
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Testing Recommendations

The Journal of Infectious Diseases %% IDS A

MAJOR TICLE Infectious Diseases Society of America hiv medicine association OXFORD

Recommendations for Screening and Diagnosis of Chagas
Disease in the United States

Colin J. Forsyth,"” Jennifer Manne-Goehler,”" Caryn Bern,’ Jeffrey Whitman,* Natasha S. Hochberg,**” Morven Edwards,’ Rachel Marcus,*"*
Norman L. Beatty," Yagahira E. Castro-Sesquen,? Christina Coyle," Paula Stigler Granados,' Davidson Hamer,*'*" James H. Maguire,”
Robert H. Gilman,"? and Sheba Meymandi'®; US Chagas Diagnostic Working Group

There is a need for formal CDC guidelines

Table2. Recommendations for Screening and Diagnosis of Chagas Disease in the United States
Quality of
Recommendation Strength Evidence
Who should be screened for Chagas disease in the United States?
People who were born or lived for a prolonged period (> 6 mo) in areas of Mexico, Central or South America with Strong Low
endemic Chagas disease
Close (first-degree) relatives of people previously diagnosed with Chagas disease Strong Low
People with entomologically confirmed or highly suspected exposure (bites and/or triatomines/kissing bugs found Conditional Low
in the home), in states with known presence of triatomine species capable of transmitting Trypanosoma cruzi
Travelers with confirmed exposure to triatomines or associated risk factors in regions of Latin America where Conditional Low
Chagas disease is endemic
Women of childbearing age who have lived in a region of Mexico, South or Central America with endemic Chagas Strong Moderate
disease
Which clinical conditions warrant diagnostic testing for Chagas disease in people from endemic countries of Latin America?
Electrocardiogram abnormalities suggestive of infection, even in the absence of symptoms. These include first-de- Strong Low
gree atrioventricular block, premature ventricular contractions, atrial fibrillation, right bundle branch block, left
anterior fascicular block, bifascicular block, and low voltage QRS
Bradyarrhythmias and tachyarrhythmias Strong Low
Regional wall motion abnormalities (particularly basal inferolateral, apical aneurysm) Strong Low
Thromboembolic phenomenon Strong Low
Congestive heart failure and/or a reduced ejection fraction Strong Low
Megacolon/megaesophagus Strong Low
And more research...

23
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A great resource

« https://sites.bu.edu/chagas/ - Boston Chagas group website
o posters, postcards, handbook, training, consultations/support

frﬁrr: gg:’e? ¢Vienes de aqui? 1 HsecT
Agerina Gtenda
Sace jasnl CHAGAS DISEASE IS
Brasil México
e E N D E M I c IN ‘A GUIDE TO SETTING UP SCREENING FOR

EI T Ol
o Qhirimacha+ Chinchorro

coishader S«mnme COUNTRIES CHAGAS DISEASE IN OUTPATIENT SETTINGS
% - ACROSS LATIN AMERICA
You could have fP°d£5d‘§"9é":a
Chagas disease e a2 AND PRESENT IN AMERICA,
) mmmwmﬁg ISR, A ARG A TO0L CARATED By T ST N STATE G 08
(CATION AND CHAGASTESTING (INSECT) T

Chagas can be passed W' 1iapla con tu médico sobre
from mother to child la posibilidad de hacerse
la prueba de deteccién

La enfermedad de Chagas puede causar:
« Problemas en el corazén
< problemas ntestinales
+ Derrame cereval

alk
yourdoctor
5 Protegele a ismo y

l‘. Case Discussions
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Case #1 - Letter from a Blood Bank

* The patient, a 32-year-old male, living in South Texas, originally from Mexico,
moved to the US at the age of 2 and decided to participate for the first time in

a blood drive in his community.

* Four weeks later, he received a letter from the Blood Donation center,
informing him that he had tested positive for Chagas disease. The letter
advised him to consult with his doctor for further information and also
mentioned that he would be unable to donate blood again in the future.

* Upon receiving the letter, he immediately looked up Chagas disease online to
educate himself about the condition and its implications for his health.

» Scenario 1 - Goes to urgent care with the letter

and asks to be tested: In this scenario, the patient
takes proactive steps to address the positive test by
seeking immediate testing and consultation at an
urgent care facility.

Scenario 2- Schedules with his PC provider for
an appointment in 3 weeks: The patient opts for a
planned approach, scheduling an appointment with
his primary care provider in three weeks to address
the test results and discuss further steps.

Scenario 3 - Disregards the letter because he
doesn't have insurance: Unfortunately, due to the
lack of insurance, the patient dismisses the
importance of the letter, potentially forgoing crucial
follow-up testing and medical advice.

Potential
Next Steps
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«If Scenario 1 is followed and the second test is positive:
« Refer the individual to an infectious disease specialist for
confirmatory testing and treatment options.

* Involve the local health department or CDC for guidance on
further management.

«If Scenario 2 is followed and the second test is positive: N ext Ste pS
» Promptly collaborate with infectious disease specialists or Chagas d -|— t
disease experts for confirmatory testing and initiation of treatment. an es

« Consider referral to other relevant healthcare professionals as Re su |t S
part of a comprehensive care plan.

«If the second test yields inconclusive results in either scenario:

» Conduct further testing in consultation with infectious disease
specialists or relevant healthcare professionals experienced in
Chagas disease diagnosis to determine the appropriate course of
action.

Negative vs. Positive Result

+ After receiving the initial test results, it's crucial to discuss the potential outcomes for
both negative and positive results.

+ In the case of a positive result, confirmatory testing is essential to validate the diagnosis.
Exploring treatment options in the event of confirmation is important for establishing
immediate care.

Confirmation and Treatment

+ Confirmatory Testing: Involves coordination with the health department, CDC, and a
designated physician to ensure an accurate diagnosis.

» Treatment Options: Identifying a physician experienced in Chagas disease for expert
guidance on required therapy, and long-term care.

+ Support for Family Members: Delving into the potential risk and testing options for
family members

Rural vs. Urban Considerations

Differences in living environment impact access to healthcare, support systems, and
disease awareness. Understanding regional disparities is crucial for tailored interventions
and resource allocation.
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Case #2: Family Case with a Pregnant Mom

* 26-year-old pregnant woman tests positive

* Recently moved to a new city and visited a new clinic to receive routine
care. Clinic was actively screening women with a history of travel or
residence in Latin America.

» Patient was born in the U.S., but mother and father are from E| Salvador.

Patient lives with her mother, grandmother and sister. She has two other
children ages 8 and 5.

+ Patient reports some travel to El Salvador to visit family, but not in the las
8 years.

* What are the next steps? Who should be involved?

Case #2: Family Case with a Pregnant Mom

Next steps

+ test baby when born

+ test other kids and family members
+ treat mom (when?)

Results

+ Baby negative at birth, whats next?

+ Grandma was positive (age 65) needs further assessment,
other kids negative and sister negative

Who should be involved? adult ID, OB GYN, PED ID, anyone
else? (e.g. cardiologist, Gl specialist)
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Case #2: Family Case with a Pregnant
Mom

What’s next?

Newborn Baby
The newborn baby has been confirmed as healthy and tested negative for Chagas disease
through PCR testing at birth. What should happen next? Who is involved in this process?

Grandmother

The grandmother, aged 65, has tested positive for Chagas disease and requires further
assessment due to underlying health problems. What should happen next and who is
involved in the process?

Other Children and Sister
All other children of the mother have tested negative for Chagas disease

Case #3: Cardiac patient

52 year old male presents to ER with chest pain
EKG abnormal and shows a RBB

Patient originally from Argentina, but lived in the U.S. for 20+ years

Whats next???
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Conclusions

* Community Awareness is important, however without Health care
provider awareness it is difficult to move forward

* Sensitive populations require special considerations

* Screenings and Treatment options need to be increased

What do you think are the most critical needs to improve screening and

treatment in the U.S.?
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