"' MEDICOS
SIN FRONTERAS

Treatment of Chagas Disease 100 years
after its discovery: Little to Celebrate!

The experience of Medicos sin Fronteras

www.rompe-el-silencio.com
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Estimated global population infected by Trypanosoma cruzi, 2009

[ No estimated cases
[ 1 Less than 1,000
[11,001-10,000
[ 10,001 - 100,000
I 100,001 - 1,000,000
I 1,000,000 and above
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5. According to the numbers of inmigrants registered for 2007in the website of the Japanese Ministry of Justice and estimated seroprevalence for non endemic countries according to
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‘Médecins Sans Frontieres’
(MSF)

eHumanitarian medical NGO, founded in 1971 by a group of
French doctors

eTotal independence
eMedical assistance to populations in need

e Temoignage’



MSF and Chagas: Evolution

1999

Honduras

Entre Rios -
Bolivia

2000

2001

2002 2003

2004

2005

2006

2007

2008

Under 15°s Rural
1450 treated (19.4%)

Nicaragua

Under 15's Rural

Guatemala

Sucre -
Bolivia

Cochabamba -
Bolivia




Chagas in Bolivia

*60% of the country is endemic
*Population at risk: 4,000,000

*Population infected: >1 million
Causes 15% of adult deaths







Prevalence of Chagas

Age Group (yrs) | Prevalence (%) | Prevalence (%) Prevalence (%)
-Sucre -Entre Rios -Cochabamba
(n=19,400) (n=7,600) (n=6,500)

0-4 1.9 5.9 2.0

5-9 4.1 14.8

10-14 8.6 31.0 >4

>15 14.2 51.7 27.5

Total 5.9 19.4 16.0
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AGE GROUP

0-4 years

5-10years

11 - 15 years

> 16 years

Total

PATIENTS

67

297

435

245

1044

CUTANEOUS
n° %
o 13,4%
64 21,5%
120 27,6%
2 37,6%
285 27,3%

nO

25

31

25

Side Effects in Sucre

GASTROINTESTINAL

%

0,0%

8,4%

7,1%

10,2%

7,8%

NEUROMUSCULAR
ne %
0 0,0%
7 2,4%
19 4,4%
6 2,4%
32 3,1%



Adverse Event Rate, %
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Important Side Effects

 Mortality
— 0/3300 patients
e Hospitalisation
— 4/3300 patients (1 SJS, 1 TEN)

* Loss to Follow-Up
— 0-15%



Important Side Effects

ENTRE SUCRE COCHA COCHA COCHA
RIOS <15 <18 <15 MALE >15 FEMALE >15
Diagnosed 1464 1102 151 219 573
Positive
Started 1434 (97.9%) 1044 (94.7%) 109 (72.2%) 130 (59.3%) 264 (46%0)
Treatment
Completed 1356 (94.6%) 894 (85.6%) 82 (75.2%) 101 (77.7%) 174 (65.9%)
>55 Days
Stop due to 28 (2.0%) 61 (5.8%) 12 (11.0%0) 9 (6.9%) 56 (21.0%0)
Side Effects
Stop for 49 (3.4%) 83 (8.0%) 12 (11.0%0) 20 (15.4%) 25 (9.5%)
Unknown

Reason




Adverse Event Rate, %

100

BNZ (first-line) vs NFX (second-line):
Adverse events in adults >15 years old
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O Neuromuscular
B Gastrointestinal
@ Cutaneous

Moderate:
= 22.99% NFX vs 9.2% BNZ

Severe:
=5.8%0 NFX vs 0.29% BNZ



Treatment Efficacy
(% Seronegativisation)

« Entre Rios, Bolivia « Yoro. Honduras

- S9outof 1,101 _ 87% at 18 months
— 5.49 at 36-60 months

. e Olopa, Guatemala
* Sucre, Bolivia — 58% at 18 months

— O outof 276
— 0% at 18 months



Impact of the projects?

Prevention and
Treatment

Protocols
Retained trained staff
Publications

In 5 health centres

* 50% non-MSF staff are
‘involved’

* 90% of treatment contacts by
non-MSF doctors

* 50% of screening done by non-
MSF nurses

» 30% of diagnosis done by non-
MSF lab staff

In Entre RI0S:

 Less than 100 children
diagnosed and treated in 3
years since project closure

In Sucre:

» 1040 of 1080 children
diagnosed before MSF
departure remain untreated.

In Bolivia:
— >999 of adult need unmet
— 9590 of children need unmet



‘Pathology’ of Neglect

Fallure of Government
Poverty (Lack of human resources)
~ew people (..or too many people!)

Invisibility (No symptoms, chronic effects, not
photogenic, anonymous death)

Difficult/Costly prevention, diagnosis, treatment
‘Unsatisfying’ treatment

Difficult research

False beliefs and stigma

No demand for treatment by community




‘...every study, every experience, points a finger
towards a ...population which lives in extreme
poverty, and produces irritation in their
governments, being testament to their incapacity to
resolve huge economic and social problems.’

Carlos Chagas
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What i1s needed?

« Better tools e Better approaches
— Insecticides — Innovative Integrated
— Vaccine Models
— Diagnostics — “‘Sustainability science’

— Drugs and Formulations
— Test of Cure

— R&D system that is fit for
purpose
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A ‘new’ model

Community engagement and motivation
Concept of ‘PLC’

Treatment Preparedness

Integrate prevention and treatment

Compromise with reality

‘Task-shifting’ to mitigate human resource crisis



Muito obrigado

www.rompe-el-silencio.com
www.treatchagas.org
www.msf.org.br/chagas
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