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Summary
Chagas disease is a parasitic infection found mainly in
continental Latin America. However, it is now present glob-
ally due to increasing international mobility and its lifelong
persistence in the absence of timely treatment. In Switzer-
land, this neglected tropical disease presents a significant
challenge because of its high potential for transmission,
severe clinical manifestations and complications, and a
lack of medical and public health programs at both the
cantonal and national levels. This paper reviews the med-
ical and public health interventions addressing Chagas
disease in countries outside Latin America. It provides a
specific perspective on the challenges, opportunities, and
strategies for the elimination of Chagas disease as a pub-
lic health problem within the Swiss context. This article
concludes with the introduction of the newly created Swiss
Chagas Network, which aims to develop strategies for im-
proving the management of Chagas disease in Switzer-
land.

Introduction

Chagas disease is a parasitic infection caused by Try-
panosoma cruzi, a flagellated protozoan. Highly prevalent
in many areas of continental Latin America, it has been of-
ficially recognised as a neglected tropical disease (NTD)
by the World Health Organization (WHO) since 2005 [1].
According to the Swiss Federal Statistical Office (FSO) in
2022, 45,963 individuals from South America and 6,154
from Central America (including Mexico) live in Switzer-
land [2]. However, FSO statistics do not include undocu-
mented Latin American migrants, estimated to be 32,800
in 2015 [3], nor people who have lived in continental Latin
America but were not born there. Thus, the estimated num-
ber of people at risk of Chagas disease in Switzerland
could be at least 85,000. Individuals considered ‘at risk’
are those who were born or have lived in countries where

Chagas disease is endemic or who were born to Latin
American mothers.

Despite its predominant prevalence in Latin America, Cha-
gas disease presents significant global health challenges.
Several factors contribute to this, including the disease’s
multiple transmission routes, its under-diagnosis, a lack of
awareness even among health professionals and communi-
ties at risk themselves, social stigma, absence of adequate
markers of cure, extended periods of asymptomatic chron-
ic phases, and suboptimal therapeutic options. Given the
significant number of individuals at risk and the need for
a more coordinated approach at a national level, the Swiss
Chagas Network was formed in March 2023. The network
aims to address the challenges surrounding Chagas disease
and advance an agenda of improved medical care and elim-
ination of the disease as a public health problem, in line
with Switzerland's endorsement of the WHO road map for
neglected tropical diseases at the 73rd World Health As-
sembly in November 2020.

This review summarises the scientific evidence on Chagas
disease, with a specific focus on Switzerland and other
countries outside Latin America. Publications from 1975
to 2024 were selected and critically reviewed to gather
the most relevant clinical and epidemiological information.
Additionally, the most recent national, regional, and in-
ternational public health guidelines and recommendations
were critically assessed. With this paper, a collaboration
between experts in different fields across the country seeks
to review the current knowledge about Chagas disease in
Switzerland from a medical, epidemiological, and social
perspective. Finally, we propose avenues to address the ex-
isting challenges to eliminate the disease as a public health
problem.

Background

Neglected tropical diseases are diseases of poverty that
represent a heavy burden for over a billion people, partic-

Vincent Chollet
Unisanté
Department of Tropical and
Travel Medicine
Bugnon 44
CH-1004 Lausanne
Vincent.chollet[at]unil.ch
Elise Rapp
HESAV School of Health
Sciences
University of Applied Sci-
ences and Arts Western
Switzerland
Av. de Beaumont 21
CH-1011 Lausanne
Elise.Rapp[at]hesav.ch

Swiss Medical Weekly · www.smw.ch · published under the copyright license Attribution 4.0 International (CC BY 4.0) Page 1 of 10



ularly in tropical and subtropical regions. They predomi-
nantly affect vulnerable [4] and marginalised populations.
Despite being largely preventable through improved diag-
nosis, treatment, education, hygiene, and overall develop-
ment, neglected tropical diseases can be difficult to diag-
nose and may cause high morbidity and mortality even
years after infection [5]. In non-endemic areas, they often
go unnoticed due to a lack of awareness and healthcare ac-
cess, even in high-income countries like Switzerland [6].
(In this article, we use the terms endemic and non-endem-
ic to identify regions with or without the disease-carrying
vector, respectively. However, the distinction is complex
and debated due to evolving endemicity, and because Cha-
gas disease should also be considered as a health challenge
in countries outside Latin America.)

In 2020, the seventy-third World Health Assembly (WHA)
urged member states to implement the new road map for
neglected tropical diseases, entitled “Ending the neglect
to attain the sustainable development goals: a road map
for neglected tropical diseases 2021–2030”. In the case
of Chagas disease – one of the neglected tropical diseases
with the highest prevalence and impact in high-income
settings – countries are mandated to achieve interruption
of transmission through the four main transmission routes
(vectorial, congenital, and through transfusion or trans-
plantation) and to increase antiparasitic treatment coverage
to 75% of the eligible population by 2030 [5].

Despite being discovered more than 100 years ago, Chagas
disease remains a serious public health problem worldwide
[7]. In Europe, it is estimated that over 100,000 people may
be infected with T. cruzi, but around 90% of cases remain
undetected because of lack of access to health care, lack
of awareness, and the absence of systematic screening pro-
grams [8]. In Switzerland, the estimated number of peo-
ple affected by Chagas disease ranges between 2,000 and
4,000 [9]. The first case reported in the country dates back
to 1979 [10, 11]. Following the introduction of a screening
campaign, the Geneva University Hospital diagnosed 247
cases between 2007 and 2011 [12, 13]. Similarly, efforts in
Lausanne between 2011 and 2012 revealed a 2.3% preva-
lence of Chagas disease among Latin American migrants
living in the canton of Vaud [14]. Over the last 15 years,
480 people have been diagnosed with Chagas disease at
Geneva University Hospital [personal communication, Y.
Jackson, November 2023]. However, accurate estimates of
the true epidemiological burden in Switzerland are lacking
[8].

While Switzerland has to a certain extent addressed the
challenges of Chagas disease in cantons hosting high num-
bers of individuals from Latin American countries, there
is a need to broaden these efforts nationwide to ensure the
country can achieve the WHO targets mentioned above by
2030 [5].

In the following sections, we will review key evidence on
the disease transmission, pathogenesis, and diagnosis and
management of Chagas disease from a medical perspec-
tive. In the final sections, we will focus on the existing
challenges in tackling the disease at the national level in
the Swiss context.

Chagas disease from the medical perspective

Transmission

T. cruzi is transmitted to humans by insect vectors of the
Reduviidae family (for example, Triatoma infestans and
Rhodnius prolixus) [5, 15, 16]. These insects, commonly
known as “kissing bugs”, live in cracks and crevices of
walls and emerge at night to feed on exposed skin, often
around the face (hence their name). While feeding, they
defecate and urinate, and infection occurs when parasite-
containing excrement is accidentally rubbed into a wound
or mucous membrane. For many years, the disease has
been endemic in rural and peri-urban areas of the 21 conti-
nental countries in the Americas, encompassing a vast ter-
ritory from the southern United States to northern Argenti-
na and Chile, where an estimated 6 to 8 million people are
currently infected [17] and a further 70 million people are
at risk [18, 19]. Parasite transmission through the vectori-
al route has been responsible for the majority of infections
[20], but transmission can also occur through ingestion
of contaminated food [20, 21], congenitally [22], through
transfusion of infected blood components [20] or trans-
plantation from an infected donor [20], or, rarely, through
laboratory accident [23]. These latter four transmission
routes have also been described outside Latin America,
where they are the primary focus of prevention efforts.

Pathogenesis

T. cruzi infection progresses through two distinct phases,
acute and chronic. The incubation period following expo-
sure typically lasts between one and two weeks, but it can
extend up to four months in cases of transfusion- or trans-
plant-associated transmission [20]. During infection, try-
pomastigotes invade cells near the site of inoculation and
differentiate into intracellular amastigotes. Most patients at
this acute stage have mild, nonspecific symptoms such as
malaise, fever, and anorexia, or remain completely asymp-
tomatic [24]. However, in a minority of patients infected
through vector transmission, the acute infection may be
associated with inflammation and swelling at the inocu-
lation site, known as chagoma (on the skin) and Romaña
sign (periorbital swelling, palpebral oedema, and conjunc-
tivitis) [24]. The amastigotes multiply by binary fission in
the cells and differentiate into trypomastigotes that are re-
leased into the circulation. The acute phase of the infec-
tion is marked by a high circulating load of trypomastig-
otes. Trypomastigotes infect cells from a variety of tissues
and transform into intracellular amastigotes. Clinical man-
ifestations can result from this infective cycle. Acute my-
ocarditis and pericardial effusion have been reported in
1–5% of patients [20, 25, 26]. As the host's immune re-
sponse gradually reduces the levels of circulating parasites,
the acute symptoms begin to subside, and the patient tran-
sitions into the chronic phase, which is characterised by
very low-level or undetectable parasitaemia [27].

In the absence of early antitrypanosomal therapy, this tran-
sition generally occurs at around 8 to 12 weeks after the
onset of infection, and the chronic phase typically persists
throughout the patient's lifetime; spontaneous remission is
rare [28, 29]. The chronic phase encompasses the indeter-
minate (latent) form and the determinate (clinical) forms,
which are marked by different degrees of organ damage
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(classified as cardiac, digestive, neurological, or mixed).
The majority of individuals infected with T. cruzi remain
in the indeterminate phase throughout their lives. Based
on clinical series from the 1980s [30, 31] it is estimated
that 30% to 40% of chronically infected individuals devel-
op long-term complications (determinate form) after a la-
tent period spanning from 10 to 30 years [32]. Recent clin-
ical series have reported a progression rate towards cardiac
involvement of 1.4–5% per year, which can vary between
endemic and non-endemic areas [33, 35]. Approximate-
ly 15% to 45% of chronically infected individuals devel-
op cardiomyopathy [34, 36, 37], and 10% to 20% present
gastrointestinal damage [38, 39]; some individuals show
overlapping syndromes (5–20% of those patients with car-
diomyopathy). In addition, 10% of individuals present with
mild sensory neuropathy [40, 41].

In immunocompromised patients, reactivation of latent T.
cruzi infection is a life-threatening condition [42]. The
most common complications include encephalitis, cerebral
granuloma that mimics Toxoplasma gondii infection, my-
ocarditis, and subcutaneous lesions (such as erythematous
skin nodules or panniculitis) [43].

The clinical presentation of chronic Chagas cardiomyopa-
thy stems from four major disorders: arrhythmias, con-
duction abnormalities, dilated cardiomyopathy with heart
failure, and cardioembolic events (secondary to structural
complications) [24]. Atrial and ventricular arrhythmias can
be asymptomatic or may lead to palpitations, dizziness,

dyspnoea, weakness, syncope, or sudden cardiac arrest.
Heart failure progresses gradually, typically beginning
with left-sided heart failure symptoms and eventually ad-
vancing to biventricular heart failure. Both systolic and di-
astolic heart failure can occur. In Chagas cardiomyopathy,
dilated cardiac chambers and the presence of atrial fibril-
lation increase the risk of intraventricular thrombus forma-
tion, which can result in strokes and peripheral embolisms.
Stroke secondary to Chagasic cardioembolism has been re-
ported to occur twice as frequently as with other forms
of cardiomyopathy in some highly endemic areas [9, 44].
Chest pain is also a common symptom of Chagas car-
diomyopathy, although it often presents atypically [45].
Different classifications of Chagas cardiomyopathy have
been created, including by the American Heart Associa-
tion, the classification of Kuschnir et al. or other asso-
ciations (Brazilian, Los Andes, Latin American). These
classifications share similar but not exactly equivalent cri-
teria (such as ECG and echocardiographic findings), mak-
ing comparisons between clinical studies and management
guidelines complicated [46].

Gastrointestinal manifestations of T. cruzi infection are less
common than cardiac involvement, and occur more fre-
quently in the southern Amazon Basin, with a correlation
between the affected organ system and geographical ar-
eas (for instance, colonic dilation is more frequent in An-
dean countries, while oesophageal dilation is more com-
mon in Central Brazil). The destruction of submucosal

Figure 1: Clinical phases of Chagas disease. Inspired by Echeverría LE, et al. WHF IASC Roadmap on Chagas Disease. Global Heart. 2020;
15(1): 26. https://doi.org/10.5334/gh.484 [40]
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motor neurons leads to a range of motility disorders, from
mild symptoms to severe dilatation of the oesophagus and
colon [24]. Patients may experience regurgitation and pro-
gressive dysphagia, initially with solids, but eventually
with liquids as well, mimicking achalasia. When the colon
is affected, patients typically present with gradually wors-
ening constipation, eventually reaching a point where stool
evacuation becomes nearly impossible. Mild abdominal
discomfort or rectal fullness are common in these cases.
As constipation worsens, symptoms can become severe
and may lead to intestinal obstruction, sometimes requiring
surgical intervention. In advanced stages of the disease,
malnutrition and anorexia may develop. It is worth noting
that most cases of megacolon are associated with megaoe-
sophagus, meaning both the oesophagus and colon show
significant dilation. In rare instances, other parts of the di-
gestive tract can also be impacted by the infection, includ-
ing the stomach, small bowel, biliary tree, and salivary
glands. However, digestive forms of the disease generally
have a better prognosis than cardiac forms [47, 48].

Screening

The cardiac and gastrointestinal manifestations associated
with chronic Chagas disease can lead to a high rate of long-
term complications for infected individuals, resulting in a
significant burden of disease that requires costly medical
interventions. Economic evaluations have provided evi-
dence that screening for Chagas disease in asymptomatic
Latin American migrants living in Europe is a cost-effec-
tive strategy [49]. Early diagnosis and adequate care (in-
cluding treatment when necessary) are crucial not only for
the well-being of the patient but also to mitigate the finan-
cial burden of managing advanced disease. As most indi-
viduals infected with Chagas disease remain asymptomatic
for many years, it is essential to adopt a proactive approach
to detect cases. Early detection is of paramount importance
as it significantly influences the effective management of
Chagas disease [50]. This is particularly important when
considering the risk of congenital transmission and man-
agement of infected children.

Women of childbearing age

Antiparasitic treatment of infected women of childbearing
age – outside the periods of pregnancy and lactation – near-
ly eliminates the risk of transmission during subsequent
pregnancies [51, 52]. This reinforces the importance of of-
fering Chagas disease screening to girls and women of
childbearing age to prevent transmission in future pregnan-
cies.

Pregnant women and newborns

Pregnant women at risk of Chagas disease represent an-
other crucial population group that should be systematical-
ly screened. This would ensure appropriate follow-up for
newborns and rapid access to treatment for those infect-
ed. Indeed, antiparasitic treatments are most effective at
the onset of infection – with a cure rate exceeding 95% in
infants treated before reaching one year of age [53]. The
effectiveness of these treatments diminishes as the child
ages. Undiagnosed children are at risk of developing fatal
Chagas-related health problems later in life [54].

The rate of vertical transmission is estimated to be around
5% [54], with variation reported across different geograph-
ical areas. Most infected pregnant women are in the
asymptomatic chronic phase, and the majority of infected
newborns also remain asymptomatic [55]. This can result
in undiagnosed cases if proactive screening is not per-
formed. The risk of parasite transmission during breast-
feeding is generally considered to be low, and only appears
to exist in cases of acute infection and bleeding nipples.
Therefore, breastfeeding is not considered a contraindi-
cation for mothers with chronic Chagas disease infection
[55]. Screening should be performed for all at-risk preg-
nant women to ensure proper follow-up for the mothers
and their newborns. The infection status of their siblings
should also be investigated, particularly in cases where the
mother tests positive [56].

Children

Early diagnosis and treatment of infected children are cru-
cial, as antiparasitic therapy is more effective and better
tolerated in this group compared to adults in the chronic
disease stage [55]. With treatment becoming less effective
over time, undiagnosed children may develop fatal Cha-
gas-related health problems later in life that could have
been avoided [53, 57].

Healthcare professionals play an essential role in promot-
ing early detection, especially gynaecologists – who work
with women before and during pregnancy – and paediatri-
cians who care for children.

Chronically infected people

Chronically infected individuals also require close atten-
tion. Early screening is essential to ensure comprehensive
clinical management and initiate therapies targeting infec-
tion and complications. Moreover, this helps protect pa-
tients against the reactivation of the disease in the event of
immunosuppression.

Chagas disease screening should target a range of different
groups to enhance prevention and control efforts. In coun-
tries outside Latin America, like Switzerland, chronic Cha-
gas disease should be suspected in individuals who have
lived in Latin America and those born to women from en-
demic areas. Epidemiological studies conducted in Europe
show that the prevalence of Chagas disease infection is
particularly high among the Bolivian population; howev-
er, it is also prevalent among other migrant groups [58].
Given the significant underdiagnosis in Europe [10] and
that screening for T. cruzi infection in all Latin American
adults living in Europe has been calculated to be cost-ef-
fective [49], a global and inclusive approach is appropri-
ate. This includes not only recent migrants but also those
who have been residing in Switzerland for longer peri-
ods, as individuals can remain asymptomatic for decades.
Therefore, screening should also be considered for indi-
viduals who have resided in rural parts of Latin America
for at least 6 months, independent of their administrative
identity (i.e., their migrant and/or legal status). Screening
is advisable for adopted children who were born in Latin
America or from a mother of Latin American origin. If pa-
tients with epidemiological risk factors present with car-
diac or gastrointestinal symptoms evocative of T. cruzi in-
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fection, Chagas disease should be investigated as part of
the differential diagnosis. Additionally, immunocompro-
mised patients or patients considered for immunosuppres-
sive therapy (e.g., pre-transplant or receiving chemother-
apy or monoclonal antibodies) with risk factors should
undergo screening for Chagas disease [59]. To date, cases
of infection among tourists are rarely reported, as the risk
of infection is primarily associated with long-term expo-
sure to the triatomine in endemic areas or through oral
transmission via contaminated food.

Diagnosis

The laboratory confirmation of Chagas disease is based on
different tests, depending on the phase of the disease. Dur-
ing the acute phase, motile trypomastigotes may be de-
tectable through microscopy in fresh buffy coat or blood
smear preparations after centrifugation. These methods re-
quire high loads of circulating parasites due to their low
sensitivity. When available, polymerase chain reaction
(PCR) is a more sensitive diagnostic method in the acute
phase.

In the chronic phase, diagnosis relies on serological tests
targeting distinct T. cruzi antibodies. To confirm infection,
two tests using different techniques are recommended. Var-
ious assays are available in Switzerland, including en-
zyme-linked immunosorbent assay (ELISA), chemilumi-
nescent immunoassays, immunoblot transfer or
immune-fluorescent antibodies assay (IFA). Immunochro-
matography-based assays, available as rapid tests, are valu-
able as community screening tools due to their high sen-
sitivity [60] or as complementary diagnostic methods.
However, they require confirmation with more specific
tests such as ELISA or IFA [61, 62].

In newborns, diagnosis [51] should be based on micro-
scopic blood observation and/or T. cruzi PCR, as passive
transfer of maternal antibodies during pregnancy interferes
with the accuracy of serological tests. If a test at birth is
negative, it should be repeated at one month of age, the
typical peak of parasitaemia [51]. For infants who test neg-
ative at birth and one month, serological testing should be
performed between 9 and 12 months of age to confirm the
absence of infection, once maternal antibodies have been
cleared [55].

Clinical management

The management of Chagas disease varies depending on
the patient’s characteristics as well as the phase and form
of the disease.

The treatment objectives comprise two main goals. The
first is the use of antiparasitic drugs to clear (or at least re-
duce) parasitic load, to stop clinical progression and verti-
cal transmission. Second is the essential management and
treatment of complications during the chronic stage. In cas-
es of chronic heart disease, this could include the treatment
of arrhythmias and heart failure, and evaluation for pace-
maker implantation, for example. For gastrointestinal in-
volvement, motility disorder therapies, including surgery,
may be necessary for advanced disease.

Currently, only two antitrypanosomal medicines, ben-
znidazole (BZN) and nifurtimox (NFX), are available for
first-line treatment. Importantly, assessing a cured state af-

ter treatment remains challenging, due to the absence of
reliable biomarkers and the significant geographical vari-
ation in response rates [63]. Circulating antibodies can
persist for decades following treatment, complicating the
accurate evaluation of treatment efficacy [64]. Highly sen-
sitive PCR may show the decline or disappearance of para-
sitaemia after treatment, but the exact clinical significance
and effect on prognosis remains unclear [65–68]. Treat-
ment may allow for a complete cure in acute and early
infections, eliminating the potential risk of future blood-
borne transmission. It can also reduce the risk of organ
damage developing in asymptomatic patients; however, it
has shown no effect on the progression of pre-existing
cardiomyopathy [64]. Furthermore, data from randomised
trials indicate that benznidazole therapy does not signifi-
cantly reduce mortality in patients with established Chagas
cardiomyopathy [69].

Nifurtimox and benznidazole therapy can lead to signifi-
cant side effects in adults, most commonly related to the
skin, nervous system, liver, and blood [40]. Benznidazole
causes adverse reactions in 44% of patients, while nifur-
timox has an even higher incidence, ranging from 80% to
100%; the side effect profiles are different between the two
drugs [64]. A study conducted among adults in Geneva
revealed that nearly 90% of patients experienced adverse
effects following treatment with either nifurtimox or ben-
znidazole, and almost 40% of patients did not complete
their treatment [70]. Among children, adverse drug-related
events are rare, except for mild rashes (more common with
benznidazole), anorexia, irritability, and headache (more
common with nifurtimox) [55, 64]. Overall, this under-
scores the importance of collecting relevant medical infor-
mation, close clinical monitoring during treatment, and the
discussion of strategies to identify and manage events ear-
ly [70].

Treatment should be administered to all patients with acute
or congenital T. cruzi infection, as well as for most patients
with the indeterminate form of chronic Chagas disease,
both children and adults [57]. However, the decision to
treat adults over 50 years old should be made on a case-
by-case basis, due to the lack of data on real-life efficacy
and the significant potential for side effects. According to
WHO and PAHO (Pan American Health Association) 2019
guidelines, systematic prescription of treatment is not rec-
ommended for adult patients with chronic T. cruzi infection
complicated by advanced organ damage. However, these
guidelines are based on moderate certainty regarding the
effects of the intervention and may evolve with further re-
search. For instance, recent data seem to indicate a poten-
tial positive effect of benznidazole treatment, with a reduc-
tion of cardiac inflammation and fibrosis as assessed by
magnetic resonance imaging [71]. A joint decision-making
process between the patient and physician is crucial to dis-
cuss the potential benefits and risks of treatment.

In immunosuppressed patients, antitrypanosomal therapy
is recommended for all patients with reactivated or acute
donor-derived T. cruzi infection. Treatment is not recom-
mended during pregnancy. Maternal treatment should be
started after the breastfeeding period [55]. After birth, chil-
dren must be monitored for the first year to detect any in-
fection, and treatment should be initiated in infected chil-
dren as early as possible.
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In addition to parasitological treatment, yearly ECG and
clinical follow-up should be performed in all patients dur-
ing the indeterminate phase of the disease.

Chagas disease in the Swiss context

Over the past 15 years, a group of healthcare providers in
Geneva and Lausanne have implemented successful strate-
gies to identify individuals with Chagas disease in the
community, as well as those attending maternity wards
of university hospitals [72]. However, under-diagnosis re-
mains a problem in Switzerland, with the majority of cases
going undetected. Currently, Chagas disease is not a notifi-
able disease in the country. Addressing Chagas disease re-
mains a significant challenge, with numerous obstacles at
the clinical and public health levels, as well as among af-
fected individuals. The lack of standardised protocols for
Chagas disease management leads to complex and incon-
sistent implementation of clinical strategies, with health-
care providers adopting varied approaches.

The lack of directives for Chagas disease management,
coupled with limited awareness among healthcare
providers, presents a significant hurdle in the diagnosis
and management of the disease. Due to limited exposure
and education, healthcare professionals might not readily
recognise its symptoms or risk factors, leading to delayed
or missed diagnoses. Concurrently, communities affected
by Chagas disease often underestimate its severity and
prevalence, contributing to a low level of concern and de-
lays in seeking medical care. This underestimation can
stem from a lack of knowledge about the disease within
these communities [73]. Additionally, there is evidence
that affected individuals fear the potential adverse effects
of treatment [14, 74]. This fear acts as a barrier to initiating
or adhering to treatment regimens, impeding efforts to ef-
fectively control and manage the disease. Furthermore,
stigma plays an important role, as the infection carries neg-
ative stereotypes, such as being a disease of poverty and
rurality. Overcoming these challenges necessitates com-
prehensive educational campaigns, targeted at both health-
care professionals and affected communities. Such cam-
paigns must improve awareness, understanding, and trust
in available treatments, ultimately fostering better health
outcomes for those impacted by Chagas disease.

Access to and use of appropriate medications can be chal-
lenging. The import and use of nifurtimox and benznida-
zole requires specific approval from Swissmedic [75]. The
WHO distributes nifurtimox and benznidazole free of
charge in all countries with reported Chagas disease cases.
However, for benznidazole, this scheme is limited to pa-
tients under 19; nifurtimox distribution has no age limit,
but is considered a second-line treatment. At the Geneva
University Hospital, for example, benznidazole is ordered
directly from the Argentinian producer (ELEA) at high
cost and with sometimes limited availability. This cross-
border procurement adds logistical complexities, high-
lighting the urgent need for improved accessibility and
recognition of the importance of Chagas disease treatments
within Switzerland. Nevertheless, with the support of
WHO and the creation of the Swiss Chagas collaborative
network, treatment availability might improve.

While several public health measures have been put in
place to prevent transmission, there are still gaps that must

be addressed. Systematic screening of at-risk blood donors
has been implemented throughout the country since 2013
[76], and the risk of transmission in the context of trans-
plants is usually carefully monitored in both donors and
recipients [personal communication, M. Oriol, CHUV].
However, to our knowledge, systematic congenital screen-
ing has only been implemented in the maternity wards of
Geneva and Lausanne [77]. Therefore, congenital trans-
mission remains a risk for children of infected mothers liv-
ing elsewhere in Switzerland. In areas where the vectors
are absent and protocols of blood transfusion prevention
have been implemented, mother-to-child is currently the
main mode of T. cruzi transmission [51]. The absence of a
comprehensive Chagas disease management program con-
tributes to potential ongoing congenital transmission in
many cantons; the aggregated prevalence of Chagas dis-
ease infection among pregnant women from Latin Ameri-
ca is estimated to be around 4.4%, with wide variation de-
pending on the country of origin [78]. This highlights a gap
that should be urgently addressed through the widespread
implementation of systematic screening protocols for at-
risk girls and women of childbearing age, complemented
by screening of at-risk pregnant women.

In Switzerland, health insurance covers the expenses for
clinical care, diagnostic procedures, and treatments of Cha-
gas disease among insured individuals. However, signif-
icant financial challenges persist for the majority of af-
fected people. Indeed, Chagas disease disproportionately
affects migrants living below the Swiss national poverty
line, who often lack health insurance. In Switzerland, un-
documented migrants have the right to purchase health in-
surance [79]. However, these groups often encounter sig-
nificant administrative, legal, and financial barriers that
restrict their access to health insurance and healthcare; less
than 10% are adequately insured [80]. As many affect-
ed individuals do not have insurance, it falls upon spe-
cialised medical-social units to ensure these patients find
ways to secure the necessary coverage.While documented
migrants are less exposed to the precarious situation de-
scribed above, they are still at risk of remaining undi-
agnosed and not receiving care for Chagas disease. Fur-
thermore, the Swiss federal system is characterised by a
high degree of cantonal autonomy in the management of
healthcare, leading to significant inconsistencies in access
to care for both documented and undocumented migrants
across different cantons [80, 81]. These disparities have
measurable effects on migrant health, with mortality rates
among undocumented migrants being higher in less inclu-
sive cantons [81]. In this context, the social vulnerability of
a high proportion of people affected by Chagas disease in
Switzerland, combined with the difficulties they may en-
counter in accessing care, calls for increased and urgent at-
tention from the healthcare system.

Since Chagas disease can be prevented and treated, or
at least closely monitored for clinical manifestations and
complications, improving access to Chagas disease diag-
nosis and medical follow-up for at-risk individuals in
Switzerland is essential. Enhancing Chagas disease man-
agement nationwide, ensuring universal access to diagno-
sis and proper medical care, especially – but not only –
for vulnerable populations like undocumented individuals,
is necessary for Switzerland to align with its internation-
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al commitment to eliminating Chagas disease transmission
and improving care coverage of affected populations.

Key points

Epidemiology

– In Switzerland, an estimated 2,000 to 4,000 people are
affected by Chagas disease.

– A significant proportion of infected individuals remain
undiagnosed.

– Chagas disease disproportionately affects undocument-
ed migrants of Latin American origin living below the
Swiss national poverty line, who face difficulties in ac-
cessing the healthcare system.

Current situation in Switzerland

– Since 2013, at-risk blood donors have been screened us-
ing a questionnaire and a serological test.

– Systematic screening of at-risk pregnant women and
their newborns has only been implemented in the ma-
ternity wards of the Geneva and Lausanne University
hospitals.

– Organ donors and recipients are usually screened when
risk of Chagas disease transmission is suspected.

– Many care strategies are still lacking or inconsistently
applied throughout Switzerland, necessitating the cre-
ation of the Swiss Chagas Network.

The Swiss Chagas Network has developed the follow-
ing objectives for Switzerland:

Interrupting the transmission of Chagas disease

Interrupt congenital transmission:

– Screen at-risk girls and women of childbearing age.

– Treat infected individuals prior to pregnancy, as treat-
ment cannot be administered during. Campaign to raise
awareness among at-risk populations and gynaecolo-
gists. Increase accessibility to screening and antipara-
sitic treatment for at-risk populations (knowledge, test
availability).

Improving access to diagnosis and care for all individuals
living with Chagas disease in Switzerland

Pregnant women:

– Any at-risk pregnant women should be offered screen-
ing.

– Familiarise gynaecologists-obstetricians with Chagas
disease.

– Implement systematic screening for at-risk populations
in all birth places of Switzerland.

Newborns, siblings and children:

– Early diagnosis and antiparasitic treatment of infected
children.

– Easiest population to cure (fewer treatment side effects
and highest cure rates).

– The efficacy of antiparasitic treatment in preventing
clinical manifestations and further complications di-

minishes over time (more effective during the acute
phase).

– Urgent need to extend care to this population through-
out Switzerland: Increase information given to services
and healthcare professionals providing care for children
and pregnant women, emphasising the importance of
early diagnosis and cure. Implement comprehensive
protocols for screening and treatment.

Chronically infected adults:

– Conduct screening and adequate follow-up to monitor
infection progression and offer antiparasitic treatment
to the eligible population to prevent potential clinical
manifestations (cardiac, digestive, neurological, or
mixed), and to prevent reactivation in immunosup-
pressed individuals.

– Offer screening and treatment to chronically infected
individuals when needed: Inform healthcare profession-
als and communities about Chagas disease and avail-
able treatment options. Improve accessibility to screen-
ing and treatment (availability and cost).

Raising awareness and providing scientific evidence

– Enhance awareness among various audiences (e.g.,
healthcare professionals, public health decision-mak-
ers, researchers, academics, and at-risk people)

– Establish a central hub for information and resources
across various domains.

– Facilitate evidence-based decision-making to effective-
ly combat Chagas disease.

Objectives for the next years

In March 2023, we established the Swiss Chagas Network,
a consortium comprising prominent institutions and ex-
perts in the field of Chagas disease screening, diagnosis,
treatment, prevention and control. The network includes
the WHO Control of Neglected Tropical Diseases, Swiss
Tropical and Public Health Institute (Swiss TPH) in Basel,
the Geneva University Hospital (HUG), the School of
Health Sciences (HESAV), the University of Applied Sci-
ences and Arts Western Switzerland (HES-SO), the Uni-
versity of Lausanne (UNIL) and Unisanté in Lausanne,
the Department of Public & Global Health at the Univer-
sity of Zurich, and Mundo Sano Foundation (Spain of-
fice), a Latin American-born NGO that has worked on
Chagas disease since 1993. This collaboration reflects a
shared commitment to confront the complex challenges
posed by this neglected tropical disease in Switzerland.
The overarching objective of the network is to deepen our
understanding of the current landscape of Chagas disease
epidemiology, research, and public health interventions in
Switzerland. The ultimate goal is to eliminate Chagas dis-
ease as a public health problem in Switzerland by 2030,
aligning with the neglected tropical disease roadmap tar-
gets [81]. This objective is not to be understood as the
complete eradication or elimination of this chronic infec-
tion, but rather the "achievement of measurable targets set
by the WHO" [82]. In other words, eliminating Chagas
disease as a public health concern involves implementing
public health measures to reach the following goals:
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– Interruption of Chagas disease transmission within
Switzerland, with a particular emphasis on congenital
transmission.

– Universal access to screening and diagnosis, to ensure
that anyone at risk can readily undergo testing.

– Improvement of awareness among healthcare profes-
sionals and at-risk communities and improved treat-
ment opportunities.

– Provision of optimal care to all individuals living with
Chagas disease in Switzerland.

To implement our mission, we are currently working on as-
sessing the current situation in Switzerland – considering
epidemiological and socio-economic aspects – and identi-
fying gaps and efforts required to overcome these. We aim
to raise public awareness among healthcare providers, pub-
lic health actors, stakeholders, at-risk communities, and
potentially infected individuals. Additionally, we aim to
act as a central hub for information and resources across
various domains. Finally, we are dedicated to providing ev-
idence for decision-making to effectively combat Chagas
disease and ultimately achieve our objective. To fulfil this
aim, the following specific objectives are outlined:

– Assessment of national and regional strategies: Eval-
uate existing Chagas disease prevention and control
strategies, including existing protocols and actions, in
institutional contexts.

– Information exchange: Foster the exchange of infor-
mation regarding established guidelines, ongoing initia-
tives, and upcoming projects related to Chagas disease
in Switzerland.

– Identifying research gaps and public health needs:
Identify gaps in research and public health measures
necessary to interrupt disease transmission within
Switzerland and to ensure equitable access to Chagas
disease care.

– Resource requirements: Determine the approaches,
tools, and resources needed to effectively address these
identified gaps.

– Alignment and efforts optimisation: Ensure align-
ment, harmonisation, and optimisation of efforts among
participating organisations for Chagas disease control
and prevention in Switzerland.

– Joint action plan: Formulate a sustainable joint action
plan that clearly defines the roles and responsibilities of
all stakeholders involved in combating Chagas disease
at the national level.

The establishment of the Swiss Chagas Network and the
articulation of these objectives mark the crucial first steps
in a coordinated endeavour to combat Chagas disease in
Switzerland. This collaboration leverages the collective
expertise and resources of diverse institutions, promising
a more robust and effective response to this global health
challenge. In addition, this network facilitates coordination
at different levels: cantonal, national and international. In
a forthcoming article, we plan to delve deeper into the spe-
cific initiatives and projects undertaken by the Network
that will shape the future of Chagas disease control in
Switzerland.

We are currently in the process of expanding and enhanc-
ing the Swiss Chagas Network. We extend an open invita-

tion to all individuals and organisations involved or inter-
ested in Chagas disease research, prevention, and treatment
to join us in this crucial endeavour. Together, we can
strengthen our collective efforts to combat this neglected
tropical disease and support the realisation of the 2030
Swiss government and WHO objectives.

Conclusion

Chagas disease remains a concerning yet neglected tropical
disease, particularly prevalent among populations of Latin
American origin. Despite its high prevalence in this group,
it often goes undetected and untreated, leading to serious
morbidity, costly long-term complications, and even death.
The key to mitigating these dire consequences lies in early
screening, diagnosis, treatment, and follow-up, which can
facilitate timely intervention and prevent the progression
of the disease.

Chagas disease in Switzerland is significantly underdiag-
nosed due to several key factors, including a lack of aware-
ness among both health professionals and the Latin Amer-
ican immigrant population, limited access and availability
of treatment, and barriers to adequate medical care. The
situation is exacerbated by the absence of systematic con-
genital screening programs, with mother-to-child repre-
senting the primary mode of transmission in countries out-
side Latin America.

In Switzerland, efforts to address Chagas disease have tak-
en a significant step forward with the establishment of the
Swiss Chagas Network. This collaborative initiative aims
to comprehensively map the current epidemiological land-
scape of Chagas disease in the country and promote effec-
tive public health interventions. By pooling expertise and
resources, the Swiss Chagas Network seeks not only to
raise awareness of the disease but also to support improved
prevention, diagnosis, and treatment.

Ultimately, this proactive approach will be essential in
combating Chagas disease and reducing its impact on af-
fected individuals and communities. We hope that contin-
ued research and public health initiatives will facilitate ear-
ly detection and intervention, providing a brighter future
for those at risk, and contributing to the global effort to re-
duce the burden of this neglected tropical disease.
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