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Chagas is a complex, multidimensional phenomenon in which political, economic, environmental, biomedical, epidemiological, 
psychological, and sociocultural factors intersect. Nonetheless, the hegemonic conceptualisation has long envisioned Chagas as 
primarily a biomedical question, while ignoring or downplaying the other dimensions, and this limited view has reinforced the 
disease’s long neglect. Integrating the multiple dimensions of the problem into a coherent approach adapted to field realities 
and needs represents an immense challenge, but the payoff is more effective and sustainable experiences, with higher social 
awareness, increased case detection and follow-up, improved adherence to care, and integrated participation of various actors 
from multiple action levels. Information, Education, and Communication (IEC) initiatives have great potential for impact in the 
implementation of multidimensional programs of prevention and control successfully customised to the diverse and complex 
contexts where Chagas disease persists.
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Limitations of the hegemonic conceptualisation  
of Chagas disease

As a complex problem affecting people’s health and 
daily lives, whose etiology, impact, and widespread dis-
tribution (due to long lasting human mobility) has in-
tersected with diverse contexts and circumstances, an 
exclusively biomedical perspective is insufficient for 
describing, understanding, and approaching Chagas dis-
ease. For this reason, as an alternative to the classical de-
nomination of ‘Chagas disease’, throughout this article 
we will refer, as well, to ‘Chagas’, with a broader mean-
ing to include also the psychological, socioeconomic and 
other “issues” that affect people infected by Trypanoso-
ma cruzi (most of whom will never develop the disease), 
their relatives and societies. There is an urgent need to 
recognise that we are facing an intricate socio-environ-
mental health challenge related to both rural and urban 
environments, in Latin America and worldwide.(1) Be-
yond the biomedical aspects, various elements belonging 
to different disciplines and sectors should be considered 
with the same rigor.(2) The traditional lack of understand-
ing of Chagas as a multidimensional challenge has led 
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to fragmented approaches, contributing to its neglected 
condition and leading to incomplete responses that per-
petuate various inherent challenges: the neglect and lim-
ited political voice of the affected population; low detec-
tion rates (< 10%, frequently < 1%) and frequent barriers 
to accessing adequate healthcare; unequal access to in-
formation and education, and lack of broad communica-
tion about both the issue itself and the rights of affected 
people; social challenges including stigma, exclusion, 
inequality, and discrimination; psychological/personal 
challenges such as fear, shame, and isolation (related to 
the disease and/or social environment); gender inequali-
ties which intersect with the social, psychological, and 
cultural contexts; and economic inequalities related to 
diagnosis, treatment, labour and social life conditions.

Three consequent reflections are: (i) it is time to 
critically revise the hegemonic discourses that define 
Chagas as a purely medical or biological concern, and 
recognise the limitations they imply for understanding 
the problem and constructing effective solutions; (ii) 
contributions from diverse fields of knowledge have to 
be considered and incorporated to construct new, con-
textualised theoretical frameworks that enlighten our 
understanding of how to address challenges related to 
Chagas;(2) (iii) there is a key role for Information, Educa-
tion and Communication (IEC) in the design and imple-
mentation of diverse strategies that improve the afore-
mentioned multidimensional understanding and address 
transversal issues, such as the right to health of directly 
or indirectly affected people, including families and 
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communities. Recently, the vast field of IEC has been 
formally included in some Chagas programs as a stra-
tegic and essential axis for prevention, care and control 
actions and institutional interventions.(3,4) Moreover, in 
2017, the WHO Chagas disease control program added a 
new Technical Group on IEC (TG6-IEC).(5)

Conversely, failure to account for Chagas’s multidi-
mensional comprehension could limit IEC programs’ 
effectiveness. Those involved in research, healthcare 
efforts and public health programs should reflect on the 
class, gender, cultural, and other differences that need to 
be considered to effectively communicate with people 
with Chagas. Class/power differentials between affected 
people and providers, intersecting with gender, language, 
and other factors, can profoundly impact communica-
tion. Further, when IEC campaigns address Chagas as 
a purely biomedical issue where affected people and 
communities simply need to be “educated” to motivate 
“behavior change”, they ignore the daily reality where 
many people with Chagas must balance the desire to do 
something about their T. cruzi infection with the related 
intense socioeconomic and psychological pressures/chal-
lenges of daily life. Programs may recommend interven-
tions which, though medically necessary, may have an 
unacceptable cost in terms of money or time for mar-
ginalised people.(6,7) Migrants may face additional legal 
risks/exposures when attempting to seek care. Finally, in 
many contexts affected people may prefer to self-medi-
cate with either biomedical or ethnomedical treatments. 
Use of natural remedies may even help manage some of 
the psychological impacts of Chagas disease,(8) and re-
search suggests people who use ethnomedical treatment 
more frequently also utilise biomedical care more often,(9) 

yet often health educators disparage or discourage ethno-
medical healing. IEC programs which ignore local forms 
of knowledge and the realities which affected people 
must navigate in their daily lives may not ultimately suc-
ceed in achieving effective communication goals.

The aim of this article is to provide elements for 
a critical, current, and contextualised understanding 
of Chagas emerging from reflections and dialogues 
between diverse experiences and perspectives, devel-
oping the foundations of the multidimensional com-
prehension to identify steps for implementing multi-
dimensional approaches through and beyond the vast 
landscape of the IEC triad.

Multidimensional understanding of Chagas:  
contributions from different perspectives

Although multidimensional approaches to Chagas 
are a relatively recent phenomenon, there are some his-
torical precursors, starting by the early work of Carlos 
Chagas, who affirmed: “There is a disastrous pattern in 
the study of trypanosomiasis. Each work, each study, 
points a finger toward a malnourished population living 
in difficult conditions... a social and economic problem 
that causes great unease for governments, since it is a 
testimony to their inability to resolve a tremendous prob-
lem”.(10) Similarly, Sierras Iglesias et al.(11) remind us that 
Salvador Mazza himself affirmed that even when look-
ing through the microscope with the greatest magnifica-
tion, one should not fail to see the person in their totality; 
and Carlos Chagas and Emmanuel Dias noted that “more 
than technical innovations, the definitive overcoming of 
human Chagas disease implies, above all, political will 
and social responsibility”.(12)

Fig. 1: environment and society in an ecohealth perspective of Chagas disease.(14) (Graphic adaptation: Iván Pasanau)
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Further, three decades ago, Roberto Briceño-León(13) 
remarked on the enormous chasm between knowledge 
accumulated on biomedical aspects of Chagas and that 
referring to social factors. He identified, through hous-
ing, the possibility of addressing the social habitat of 
communities and their environments, thus contribut-
ing to a more holistic and nuanced understanding of the 
complex processes linked with Chagas. Later, the eco-
health perspective(14) permitted Briceño-León to deepen 
his analysis of the intersection of social and environmen-
tal factors, and how they converge in a specific time and 
place during Chagas transmission (Fig. 1). In visualising 
this intersection, rurality, internal and international mi-
gration associated with socioeconomic forces, displace-
ment and resettlement should all be considered, since 
these factors take precedence for prevention, detection, 
treatment and follow-up in diverse geographic, cultural, 
and economic contexts, even influencing legislation and 
planning to protect people’s health.

In recent years, the need to address Chagas disease 
from a more comprehensive perspective has been em-
phasised in different geographical contexts in Latin 
America, Europe and the United States. Moreover, in 
the first celebration of the World Chagas disease Day, 
in 2020, the World Health Organization (WHO) pub-
lished in its web Key facts: “Chagas disease is a com-
plex socio-economic, environmental (multidimensional) 
health problem and its different dimensions linked in a 
gearing mechanism justify the necessity of multisectoral 
approaches”.(15) This represents a significant advance for 
those championing a more in-depth understanding ― 
and approach ― to the problem.

Below, we describe selected approaches central to 
the multidimensional framework discussed here.

The tricycle strategy of the WHO Programme on 
Control of Chagas disease - In 2010 the World Health 
Assembly adopted resolution WHA63.20 on control and 
elimination of Chagas disease,(16) recognising the need to 
tackle all transmission routes of T. cruzi in endemic and 
non-endemic countries; provide appropriate medical care 
for affected populations, starting at the primary health 
care level; support the mobilisation of national and inter-
national, public and private financial and human resourc-
es; promote interdisciplinary and intersectoral efforts and 
collaboration; and facilitate networking between organ-
isations and partners. Based on that resolution, the WHO 
two-pillar strategy of 2008 (stop transmission and take 
care of the population infected with T. cruzi) was switched 
to a “tricycle strategy”, officially launched by the WHO 
Programme on Control of Chagas disease in 2013 (Fig. 2). 
The tricycle strategy(17) showcases the cheerful and pow-
erful tricycle image with its four components: two power 
wheels (actively interrupting transmission and providing 
care in affected populations) and a steering wheel (imple-
menting a global information and surveillance system and 
providing IEC strategies) for the “tricyclists” or key peo-
ple to be involved. The world information and surveillance 
system of WHO is an open-source system used to collect 
information on Chagas disease from different sources (of-
ficial documents, WHO emergency management system, 
medical supplies distribution system, and the WHO phar-
macovigilance system in collaboration with the Uppsala 
Monitoring Centre, among others), detect possible epide-
miological silences (in time and space) and facilitate: (i) 

Fig 2: tricycle strategy of the World Health Organization Programme on Control of Chagas disease.(17) (Graphic adaptation: Iván Pasanau)
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access to disease statistics, maps, dashboard elements and 
Chagas visualisation; (ii) monitoring and guidance on the 
control and elimination of the disease; and (iii) verifica-
tion of achievements. The IEC strategies, which include 
a new WHO course on control of Chagas, are essential to 
increase awareness, reduce biomedical and psychosocial 
barriers to accessing diagnosis and care; keep the maxi-
mum number of actors involved; and reach the affected 
population, including family, friends and society in gen-
eral. In this metaphor, the fourth component -given by the 
human actors (tricyclists) ― is crucial; because social ac-
tors are involved in moving the “mechanism”, for example 
implementing country programmes for Chagas control.

The kaleidoscopic puzzle model - Due to a partial 
and overly static understanding of Chagas from a hege-
monic perspective, as a “monochromatic kaleidoscope” 
with few fixed pieces, the progress made in some dis-
ciplines has not proportionally impacted the health and 
welfare of those affected by Chagas.(18) Consequently, 
since 2012, in Argentina, the group ¿De qué hablamos 
cuando hablamos de Chagas? (What are we talking 
about when we talk about Chagas?) discusses and works 
on the subject from a comprehensive perspective and 
from at least four dimensions: biomedical, epidemio-
logical, socio-cultural, and political. In their framework, 
each dimension offers and adds groups of unique pieces 
or “coloured beads,” with their special shapes and pecu-
liar colours that interact and fit with the others in a “ka-

leidoscopic” proposal.(19) In this “model”, the dynamic 
combination of elements conveys the complexity of the 
problem. Thus, the proposed dimensions are conjugated, 
metaphorically, in a kaleidoscopic puzzle (Fig. 3), where 
the parts become meaningful when considering their 
mutual dependence and interrelationship within the 
whole and, in turn, the particular interests or analytical 
perspectives from which they are observed.

In puzzles, all pieces (dimensions) contribute the 
same weight to the image we want to assemble/observe, 
and if one is missing, we cannot complete the whole 
picture. Similarly, in kaleidoscopes, the richness of the 
images we observe is made possible by the contribution 
of each of the coloured beads (every component of each 
dimension, every actor, and every bit of knowledge in-
volved). The relationships established within and among 
the dimensions mean that today, at a certain place in the 
world, the snapshot of Chagas emerges with particular 
features, contrasting with the snapshot in other regions 
and historical moments. According to Sanmartino and 
colleagues(19) these four proposed dimensions could be 
defined as follows:

- The biomedical dimension includes features rang-
ing from the biology of the causal agent and vectors to 
medical issues regarding the disease’s manifestation, di-
agnosis, treatment, and transmission;

- The epidemiological dimension concerns aspects 
that characterise the situation on a population scale, us-
ing parameters such as prevalence and incidence, dis-

Fig. 3: the “kaleidoscopic puzzle”of Chagas.(19) (Graphic adaptation: Iván Pasanau)
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tribution, and infestation rates. Migration, which in-
fluences current configurations of the problem, is also 
considered in this dimension;

- The sociocultural dimension is related to cultural 
patterns and cosmovisions, housing conditions, environ-
mental management, the distinctive features of both rural 
and urban contexts, different models of health / healing, 
and social representations and prejudices that reproduce, 
for example, discrimination and stigmatization;

- The political dimension involves, apart from eco-
nomic conditions, features related to public management 
and health, plus educational, legislative, and economic 
decisions at local, regional, and global levels. Further-
more, this dimension includes differences in class, 
power, “social capital”, and the impact it has on commu-
nication between affected people and health personnel; 
and the position and decisions that each person assumes 
when facing Chagas in different environments (research, 
teaching, communication, health care, and others).

Multidimensional framework for addressing Cha-
gas disease healthcare access barriers - Inspired 
by the kaleidoscopic puzzle model,(19) another four-
dimensional framework was applied to analysis of 
healthcare barriers confronting people with Chagas in 
the United States, though it could be relevant for other 
settings.(20) This framework comprises four dimen-
sions: clinical, psychosocial, systemic, and structural. 
The structural dimension, based on structural violence 
in medical anthropology,(21) refers to historically root-
ed inequalities which place vulnerable groups at great-
er risk for Chagas disease while limiting options for 
healthcare. These include the difficulty of getting time 
off for appointments for people working in service or 
informal jobs, restrictions on healthcare access and 
information for migrants, and limited insurance cov-
erage for Latinos/as and rural residents. Clinical bar-
riers encompass biomedical challenges including the 
lack of reliable biomarkers, difficulties in diagnosis, 
and side effects from drug treatment. The systemic di-
mension acknowledges that key gaps exist in the U.S. 
public health system, such as a lack of information 
about where to get testing and treatment, and a lack 
of investment in new drugs and diagnostic technolo-
gies, which further limits options for care of affected 
people.(22) Psychosocial barriers include stigma, fear, 
and anxiety about the disease. Like the kaleidoscopic 
puzzle model, this framework argues that the different 
dimensions are interdependent. Thus, a multidimen-
sional approach is needed to improve access to health-
care for people affected by Chagas. Even if it may not 
be feasible for healthcare providers to address a major 
structural barrier such as systematic persecution of 
migrants in the United States, it is important for this 
reality to be faced and mitigated in the construction of 
programs, for example, by providing services in a safe, 
confidential space. A biomedical breakthrough, such 
as a safer, more effective treatment, will only succeed 
if it is free or low cost and easily accessible in com-
munities where affected people live.

Information, education and communication: main 
considerations to address the “multidimensionality” 
(and other challenges)

Understanding the “multidimensionality” surround-
ing the complex contexts and diverse people and com-
munities affected by Chagas represents a first step in 
finding timely, contextualised, effective and sustainable 
solutions. From here, the key challenge is ensuring these 
solutions consider and reflect the various dimensions, 
given that, as Ventura-Garcia et al pose, “[T]here is a 
paradox: although the importance of social and cultural 
factors is broadly acknowledged, current approaches to 
neglected tropical diseases (NTDs) almost always ne-
glect aspects of the socio-cultural - biological - environ-
mental triad. This results in a narrower understanding 
of Chagas disease and hampers sustainable prevention 
and control”.(23) To overcome the neglect that reinforc-
es this paradox, IEC initiatives have great potential in 
terms of tools and bridges, both to optimise traditional 
responses and strategies, and to generate new, alternative 
approaches in diverse contexts, advancing and includ-
ing new actors and territories (geographic, institutional, 
cultural, symbolic). It is worth clarifying that we define 
IEC initiatives as a wide range of proposals, resources 
and strategies belonging to different levels of interven-
tion that involve the design, development, implemen-
tation/distribution, and evaluation of everything from 
large-scale communication campaigns to day-to-day 
acts of communication within medical consultations. 
They also include graphic and audiovisual materials; the 
realisation of demonstrations, workshops and courses; 
the diverse forms and characteristics adopted by media 
(according to scale, geographic place, and historical and 
political moment); everything involved within Informa-
tion and communications technology (ICT), and various 
other formats and scenarios.

In health interventions, given the predominant bio-
medical focus used to address Chagas, within public 
health actions there has been a tendency to forget or 
undervalue IEC, so essential for the development and 
implementation of appropriate strategies. Part of this 
lack of recognition is because IEC implies a questioning 
of the conditions in which health problems are (re)pro-
duced and requires incorporating new actors, and forms 
of knowledge and language. This further highlights the 
necessity of a multidirectional exercise of transforma-
tion (as much of the “target audience” as of those who 
propose and develop the initiatives).

When critically rooted, IEC proposals have immense 
value for fostering new perspectives that encourage 
dynamics of dialogue, capacity-building, and informa-
tion-sharing by the communities themselves through a 
process that transforms them into actors capable of mak-
ing decisions and becoming leaders of health promotion 
actions and prevention of Chagas disease (and other is-
sues). However, different studies note that educational 
“interventions” for Chagas have been mainly developed 
in school environments from rural contexts, employing a 
limited, biomedically centered viewpoint and disregard-
ing the knowledge and experiences provided by the indi-



Mariana Sanmartino et al.6|11

viduals considered merely “recipients” of such interven-
tions.(24) Paradoxically, the current landscape demands 
that IEC initiatives for Chagas be contemplated in all 
possible contexts: areas with or without vector transmis-
sion; inside and outside of Latin America; rural, periur-
ban, and urban areas; formal (all educational levels, in-
cluding professional formation) and no formal contexts 
(fairs, museums, social organisations, clubs, cultural 
events, waiting rooms, the media). These observations 
also apply to strategies and resources of information 
and communication, where often technical themes are 
emphasised or fragmented outlooks are reproduced, fre-
quently utilising language that reproduces stereotypes 
and reinforces stigmatisation of people and places “af-
fected” by Chagas.(5,19) The ideal starting point in these 
cases are IEC proposals that lay out transformative ob-
jectives based on a multidisciplinary approach within a 
realistic time frame, considering evaluation of processes 
and impacts, in order to install critical and sustainable 
practices over time. On this basis, the TG6-IEC Chagas 
proposed addressing these three axes initially consid-
ering three links: Information-awareness, Education-
transformation, Communication-sharing.(5)

Moreover, the development and implementation of 
IEC strategies in highly complex and diverse contexts 
requires being aware of not only the multiple dimensions 
involved, but conditions of class, gender, identity, and 
ethnic origin, in particular. Key focal points are contex-
tualised below:

- Women of childbearing age and pregnant women 
face particular challenges linked to the possibility of 
connatal transmission, which often implies multiple 
(and invisible) psychological, family, social, and medi-
cal consequences;

- People who are highly marginalised or oppressed/
exploited, while sometimes excessively targeted for par-
ticular interventions are often completely neglected, due 
to indigenous origin, migratory status, or for living in 
conditions of exclusion or vulnerability;

- People who live near borders, or are highly mobile 
due to family and labour relations or traditional customs, 
and therefore move within and between rural, urban, 
border, and transnational contexts, face particular chal-
lenges in exercising healthcare and other political rights.

Thus, the implementation of IEC programs de-
mands a critical rethinking of the frames of reference 
from which we understand healthcare actions, and a 
questioning of the hegemonic frameworks from which 
we inform, educate, and communicate about Chagas. 
We highlight:

- Outdated and stereotyped misconceptions about 
Chagas and how to confront it, including: that Chagas is 
a strictly rural phenomenon, exclusively affects the poor, 
is found only in Latin America, is inevitably fatal, and/
or that no treatment exists;

- Streotypes and prejudices which assume that af-
fected people lack knowledge, ability, or agency;

- Pervasive misinformation, low interest, lack of so-
cial demand and weak political commitment to solve 
problems related to Chagas;

- Insufficient scientific research and development re-
lated to prevention, transmission interruption, detection 
and comprehensive care, including diagnosis, treatment, 
medicinal presentations, social aspects, and IEC tools;

- The need to go beyond biopsychosocial approaches 
which, even though they transcend a strict focus on the 
physical conditions of people with Chagas, frequently 
employ a narrow focus on the individual / personal level, 
excluding or minimising the collective and social level 
(including family, community, support networks).

Additionally, health economics perspectives provide 
valuable input to the other elements we have described. 
Several studies assess the financial burden of Chagas 
disease from multiple perspectives such as health care 
costs or productivity lost.(25) Other work estimates the 
investments required (2015-2030) to achieve WHO tar-
gets for vector control.(26) This type of analysis helps 
us understand the magnitude of the costs required to 
overcome Chagas disease at different levels (country 
or global). In particular, the literature demonstrates it is 
cheaper and more impactful to act on Chagas preven-
tion and achieve early diagnosis and treatment.(27,28,29,30,31) 
However, little is known about the combined cost and ef-
fectiveness of IEC strategies for Chagas.(3,32) Generally, 
IEC strategies are relatively cheap to implement com-
pared to other health interventions; nevertheless, their 
impact is not always fully evaluated.

Finally, it is essential to both recognise the multiple 
dimensions that intersect and characterise Chagas and 
develop IEC proposals that effectively consider, ap-
proach, and engage with these dimensions. It is neces-
sary to confront not only the challenge of considering 
all the elements involved, but to simultaneously main-
tain a harmonious and flexible dynamic within inter-
disciplinary and intersectoral roots- and consequently, 
interoperability (that is, not only assuring that different 
disciplines maintain dialogue through an overarching 
“product”, but also that different sectors involved com-
municate and, finally, operate in an interactive manner 
in the design, development, implementation, and valida-
tion of the proposed initiatives).

On innovative proposals, tested methodologies and 
validated experiences or how to incorporate and 
integrate multiple dimensions in practice

The next important consideration is how to design, 
develop and implement IEC programs for Chagas which 
are fundamentally based on a multidimensional ap-
proach. Below we briefly describe different experiences 
that, for various reasons, exemplify “good practices” for 
incorporating multiple dimensions into IEC actions.

CorArte Project: Heart with Art. Humanising the 
waiting room (Brazil) - The CorArte: “Heart with Art” 
Project began in 2014, as part of the program of the Am-
bulatório de Doença de Chagas/Insuficiência Cardíaca 
(Hospital Universitário Oswaldo Cruz) and the Associa-
ção dos Portadores de Doença de Chagas e Insuficiência 
Cardíaca (Chagas Disease and Heart Failure Outpatient 
Clinic of the University Hospital Oswaldo Cruz and the 
Pernambuco Association of Chagas and Heart Disease 
Patients). Comprehensive care for people with Chagas, 
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taking into account the complexity of the disease, re-
quires a multidisciplinary team that considers biologi-
cal, social, and psychological determinants.(33) Diverse 
forms of artistic expression are used as tools to foment 
dialogue and share experiences with clinical treatment 
and psychosocial needs. Waiting room activities, coor-
dinated by an occupational therapist with a peer educa-
tor, utilise traditions from popular culture (principally 
through “cordel” writing, poetry, graffiti and music) 
to address themes related to Chagas. Both patients and 
companions participate in these actions, as learners or 
even assuming teaching roles. This work has awakened 
self-confidence in the group, through testimonies that 
show the expansion of their own comprehensive vision, 
through feeling the capability of learning or teaching 
something new. There is an improved understanding of 
their place as principal actors in the therapeutic process, 
overcoming the condition of being sick, and strengthen-
ing individual identity, confidence and self-esteem.

On-site screening in a European context (Catalonia) - 
In 2008 the health centre Centre de Salut Vall-d’Hebron-
Drassanes participated in the Fiesta Nacional de Bolivia 
(Bolivian National Festival) in Badalona, Catalonia. On 
that occasion information on Chagas was handed out to 
participants, and T. cruzi infection tests were offered by 
setting up appointments at the health centre. Given the 
positive reception to these efforts, on-site screening was 
launched in 2014 in the city of Barcelona, through ac-
tivities with high participation from the Bolivian migrant 
community, including celebrations of Bolivian national 
holidays and concerts.(34,35,36) A multidisciplinary team 
has formed to carry out these activities in the community. 
Team members include healthcare professionals, agentes 
comunitarios de salud (ACS, community health agents), 
and peer educators (members of ASAPECHA, a local or-
ganisation of people affected and concerned by Chagas) 
who have been trained as part of a Chagas “Expert Pa-
tient Programme”.(37) Key components of the experience 
are: (1) participant recruitments through community in-
formation activities realised by the ACS and peer educa-
tors; (2) the latter are trained through the aforementioned 
“Programme”, which involves nine training sessions, us-
ing a range of IEC materials (videos, music, animations, 
presentations); (3) multidisciplinary teams including 
healthcare personnel (doctors specialised in public and 
community health, infectious disease specialists, mi-
crobiologists, nurses, and community health agents) and 
professionals from the governments of Catalonia (public 
health department and blood bank) and Bolivia.

An opportunity to strengthen a grass-roots organisa-
tion (Ecuador) - Through an initiative with a community 
epidemiology approach,(38) the Centro de Epidemiología 
Comunitaria y Medicina Tropical (CECOMET, Center of 
Community Epidemiology and Tropical Medicine) and 
the San Lorenzo Health District, and six AWA indige-
nous communities in northern Esmeraldas province, the 
discovery of triatomines gave rise to a process of partici-
patory investigation involving health promoters, commu-
nity leaders, and members of the AWA Indigenous Fed-
eration (FCAE) to identify triatomine species, evaluate 
the risk of Chagas transmission, identify people who test 

positive, and eventually define a program of treatment 
and control. A key ingredient in the process, developed 
from 2013-2018, was the inclusion of a permanent IEC 
strategy respectful of the time needed for internal discus-
sion in the communities, and which facilitated dialogue 
between actors and shared decision making between the 
community organisation and the technical team to under-
take activities. The principal results of the process have 
been:(39) (1) clinical evaluation of individuals with sero-
positive results and their treatment realised in collabo-
ration with the Health District and health promoters; (2) 
documentation of a T. cruzi transmission focus in AWA 
communities; (3) community monitoring for the presence 
of triatomines; and (4) the strengthening of community 
organisation and the AWA Federation.

Supporting the formation of critical professionals in 
a public university (Argentina) - Since 2011, the group 
“What are we talking about when we talk about Cha-
gas?” (www.hablamosdechagas.org.ar) has advocated 
for addressing Chagas with a comprehensive and inno-
vative approach in diverse educational contexts (within 
and beyond institutions).(19) Among its activities, a pro-
gram was implemented in 2014 for university students 
of any level, field of study, or institution. This comple-
mentary degree activity, entitled “What are we talking 
about when we talk about Chagas? Kaleidoscopic views 
to tackle a complex problem” is offered through the 
Facultad de Ciencias Naturales y Museo, Universidad 
Nacional de La Plata (School of Natural Sciences and 
Museum of the National University of La Plata). Some 
of its main objectives are to increase understanding of 
Chagas through an interdisciplinary approach highlight-
ing its complexity; disseminate and develop didactic, 
educational, and communications resources on the topic 
as a means of contributing to students’ overall academic 
formation; promote the use of theoretical-practical tools 
for critical reflection on interdisciplinary approaches to 
complex issues; and support the learning of practices 
for planning and development of university extension 
activities as a substantial component of university ac-
tivities and learning. This experience (which has thus far 
trained six student cohorts from 2014-2019) has demon-
strated great potential for incorporation of the subject at 
institutional (university or other) levels. Efforts are on-
going to formalise its inclusion in university curricula.(40)

IEC to increase access to diagnosis and treatment 
(Colombia) - From 2017-2020, an IEC plan was imple-
mented in areas of Colombia with recent interruption of 
vector transmission, a joint effort between the Ministe-
rio de Salud y Protección Social (Ministry of Health and 
Social Protection - MHSP) of Colombia, the Drugs for 
Neglected Diseases initiative (DNDi), and local depart-
mental and municipal governments. The plan focused on 
two main groups: people with Chagas and community 
healthcare personnel. Qualitative research enabled de-
velopment of communication tools to address barriers 
identified during interviews and focus groups, includ-
ing a perceived lack of treatment (often reinforced by 
healthcare professionals), discrimination, stigma, and 
fears surrounding the disease. These tools (print and ra-
dio broadcasts), which formed part of the IEC plan, were 

http://www.hablamosdechagas.org.ar/
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validated by the MHSP, affected communities (includ-
ing associations of people with Chagas), and other stake-
holders. Accompanied by awareness raising activities, 
they are helping improve quality of care through rein-
forcing key messages, such as the existence of treatment 
for Chagas, and that the disease does not represent a 
death sentence. DNDi’s project to eliminate access bar-
riers to diagnosis and treatment, of which the IEC plan 
forms part, is based on a collaborative “4D” approach: 
Diagnose, Design, Deliver, and Demonstrate Impact.(41)

Rebuilding despite the neglect: Chagas through an 
intersectoral experience (Chile) - The chaochagaschile.
cl project (Project FONIS SA18I0056, 2019-2021) - with 
public funding and executed through a cooperation be-
tween the Universidad Autónoma de Chile (Autonomous 
University of Chile) and the Ministerio de Salud de Chile 
(National Ministry of Health) - emerged as a means of 
making people with Chagas visible and generating a 
multidimensional and intersectoral program through ap-
plied, localised investigation. This national project was 
launched in 2019 in three regions: Tarapacá, Atacama, 
and Metropolitana (the first two have a high prevalence 
of Chagas, and all have large migrant populations); and 
utilises an interinstitutional and interdisciplinary ap-
proach. In each region, universities and health and so-
cial science specialists form working teams to reach, in 
a coordinated manner, the local (national and migrant) 
population and local health teams. Regionally, techni-
cal capacities are extended, with a multidimensional 
and intersectional perspective, methodological skills in 
qualitative research, and community intervention and 
participation. The project aims to build IEC tools for 
Chagas directed principally toward women (pregnant 
or of childbearing age), blood donors, and members of 
health teams. Material is developed based on qualitative 
research within the territories, considering the trans-
versal axes of migration, a sociocultural approach, and 
gender. Understanding the views of these diverse actors 
enables the design of free public health materials, while 
also enhancing technical standards for local strategies 
and national and international recommendations.

Lessons learned for a multidimensional 
look at the future

From the examples presented, among many others, 
it is clear that in recent decades there has been increas-
ing recognition of the complexity of Chagas, in theoreti-
cal and practical approaches. Nonetheless, much work 
remains to consolidate and deepen key aspects, and for 
implementation of IEC strategies attuned to the current 
landscape and integrated, in particular, with other health 
activities, research and public policies. Identifying the 
multiple dimensions involved in the occurrence and 
persistence of Chagas is fundamental, and implies an 
unavoidable recognition of the various, diverse actors, 
knowledge systems, languages, and contexts that need 
to be identified, gathered and engaged in dialogue. In 
a general sense, the multidimensional perspective is an 
opportunity to change the paradigm of how public health 
challenges are confronted.

The evidence indicates that this process of paradig-
matic transformation locally impacts various dimen-
sions and rights,(20,42) transforming limitations into situ-
ated responses that recognise agency, that is, the ability 
of social subjects to act on their behalf, self-advocate, 
and resist oppression.(20,23,43) Likewise, a multidimen-
sional approach has a direct impact on the work of 
health teams, through creative and innovative actions, 
effective strategies to approach the population, the in-
clusion of the affected people themselves, and the result-
ing enhancements of strategies of detection, adherence 
to treatment, and follow-up,(36,44) since this implies ap-
propriate interventions for the needs of individuals, their 
families and communities. On the other hand, multidi-
mensional understanding recognises (or strengthens) the 
leadership of people and their organisational capacities, 
as it highlights the importance of participation and so-
cial impact,(36) it directly affects public health policies 
(some eloquent examples from WHO, Argentina and 
Campinas and Pernambuco in Brazil), and even facili-
tates various strategies with a transnational approach.(45)

We encourage new reflections which pave the way for 
creative inquiries that permit a wider understanding of 
questions (and answers) relevant to research, healthcare, 
and public policy development, based on new foundations 
and employing a critical perspective. The epistemologi-
cal transformation underlying the proposals of this article 
“will allow enhancing the delimitation of the problem of 
Chagas and, at the same time, will favor processes to ac-
knowledge emergent actors and practices in order to in-
corporate diversities as regard gender, age, ethnicity, and 
class and to include other actors such as social, national, 
and international organisations, the media, etc.”.(2)

Once a multidimensional comprehension has been 
internalised, it should serve as a platform for launching 
particular IEC approaches needed for each context and in-
tervention strategy. IEC proposals should be implemented 
along the continuum of health promotion, disease preven-
tion, transmission interruption, diagnosis, treatment and 
follow-up, facilitating their integration within the health 
system, academic and public policy structures, as well as 
measurement of different process outcomes. Along this 
path “we will find the signals to overcome the dichoto-
mies accounting for practices of disqualification and non-
existence,(46) in the end, of social exclusion: ill/healthy, 
ignorant/expert, poor/not poor, endemic/non endemic, 
patient/agent, voiceless/with a voice, etc. By being aware 
of these dichotomies, we evidence the ideological frame-
works through which we approach health and illness in 
general and Chagas disease in particular.”.(2)

Visualising the multiple components that Chagas 
comprises, in various geographic settings, and also its 
heterogeneous and infinite possibilities of interconnec-
tion, requires creativity in order to “turn and intercon-
nect” the multiple elements in a complex and dynamic 
interplay, as an infinite/inexhaustible system of inter-
locking gears. Fig. 4 depicts the interconnections of the 
different components. Its flexibility permits us to priori-
tise the multiple elements which provide an overarching 
order and structure that is nonetheless, dynamic and in 
constant transformation.

http://chaochagaschile.cl
http://chaochagaschile.cl
https://www.who.int/neglected_diseases/news/world-Chagas-day-approved/en/
https://www.argentina.gob.ar/noticias/el-ministerio-de-salud-y-sociedades-civiles-realizan-actividades-conjuntas-para-una
http://www.saude.campinas.sp.gov.br/lista_legislacoes/legis_2017/LM_15388_2017_03_22.pdf
http://www.alepe.pe.gov.br/proposicao-texto-completo/?docid=A49A919D4142BE2C032581A60067C605
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Finally, the system of interlocking gears enables us 
to engage with new actors, elements, and settings, incor-
porating emerging aspects, such as contemplating other 
problems and realities affecting people’s health. In this 
way, we can clearly visualise main future challenges:

(1) Face Chagas through a multidimensional perspec-
tive; assess in each setting the critical points (including 
dimensions and levels of intervention) where “multidi-
mensionality” is not addressed.

(2) Employ a broad, intersectional perspective in 
IEC program design, considering not only the social and 
cultural particularities of diverse territories, but power 

differentials arising from historically rooted social in-
equalities based on gender, class, sexuality, race/ethnic-
ity and other relevant factors.

(3) Consider the use of technological resources as 
mechanisms which enhance the flow of information to 
people and improve communication as well as access, 
detection, treatment, and follow-up.

(4) Make Chagas IEC a transversal component of 
every program for prevention, detection, treatment, and 
follow-up of affected people. IEC should not be an after-
thought of Chagas interventions, but a fundamental pil-
lar of any multidimensional approach, which increases, 

Fig. 4: interlocking gears to address the multidimensionality of Chagas (Illustration: Iván Pasanau). Each gear represents a key component to 
consider in a multidimensional strategy for Chagas. Key aspects of each gear are described below. IEC APPROACHES (Information, Communi-
cation and Education tools, strategies, methodologies, social media, technology), TERRITORIES (rural, urban, local, regional, national, global, 
borders), INTERSECTORAL ACTIONS/INSTITUTIONS (health systems -national, local, international; public administration; educational 
settings; universities and technical schools; media; and legislative and operative public and private institutions involved in labour, housing, 
migration, and the environment, NGO, macro structures), INTERSECTIONALITY (gender, sexual orientation, race / ethnicity, nationality, so-
cial class, vital cycle, physical abilities), INTERVENTION LEVELS (awareness, prevention, care, follow-up, primary and secondary systems, 
individual, family and community levels), POLITICAL & SOCIAL ACTORS (associations of people with Chagas, other social organisations, 
decision makers, educators and communicators, specialists, artists, health workers, activists).
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through various possibilities of intervention, the quality 
of life and access to health rights of people (by increas-
ing awareness; impacting the training of health teams; 
increasing access to treatment, detection and monitor-
ing; championing appropriate legislation and guidelines, 
and promoting social participation, to mention some of 
its advantages and direct impacts).

(5) A multidimensional IEC approach requires the 
participation of as many and as diverse a range of social 
actors as possible: all types of specialists, politicians, 
academics, local and national governments, health care 
teams and others. The representation and social organ-
isation of affected people is a principal axis; their partic-
ipation in decision making should be always guaranteed.

(6) Integrate impact evaluation (including cost-bene-
fit) into Chagas IEC programs from their initiation.

(7) Systematically incorporate local knowledge and 
experience into IEC proposals; this means including ex-
perts and leaders from diverse systems of knowledge and 
healing who represent cosmovisions that can strengthen 
the impact of the proposed activities.

(8) Consider an ongoing revision of language, en-
suring it is inclusive of diverse groups, is neither frag-
mented nor stigmatising, and avoids reproducing social 
exclusion and inequalities.

(9) Incorporate other media including music, poetry, 
narrative prose, and photography, among others, into 
IEC proposals to strengthen creative mechanisms that 
promote dialogue between health and knowledge sys-
tems (epistemologies) and foment critical and transfor-
mative perspectives.

(10) Cooperation in a broad sense, shared initiatives, ex-
change of ideas, and communication via diverse platforms 
are essential for enhancing a multidimensional perspec-
tive of Chagas. The IEC triad represents an opportunity 
to transcend geographic, cultural, and social boundaries.

Ultimately, we hope that these pages will support 
the construction of future proposals for activism, re-
search, health systems and public policy that seek to 
address and modify relations of inequality, based on a 
more complex and grounded understanding of people’s 
health around the world.
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