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Coordinator:
Welcome and thank you for standing by. At this time all participants are in a listen-only mode. To ask a question during the question-and-answer session, please press star then 1 on your touch tone phone. Today’s conference is being recorded. If you have any objections, you may disconnect. And now I’d like to turn it over to Mr. Mark Yanick. Sir, you may begin.
Mark Yanick:
Thank you (Fran). Good afternoon everyone. Welcome to today’s Bureau Primary Health Care Technical Assistance Grantee Enrichment call entitled Carrying Preparations From Abroad: Uncommon Conditions That Are Not So Uncommon.


A couple of housekeeping tips before we get started. Number one, we will be queuing up folks on the phone towards the end of this session for questions and you will hear that instruction coming from our facilitator towards the end.


If you are logged onto the via Adobe Connect, you can actually - if you look on the screen, there is on the top right-hand side there’s an option to make your screen full screen. So you can do that throughout the session. However when we go into polling questions, you will need to go back to regular size so that you can actually participate in the polling questions.


On the left-hand side of the screen you will see information on the call in number and where you might be able to find the presentation which are posted on the (BPHC) page as well. And with that I will turn today’s session over to our facilitator, Dr. Justin Mills.

Dr. Justin Mills:
Good afternoon. My name is Justin Mills. I’m the Senior Clinical Advisor for the Southwest Division Bureau of Primary Health Care. Today we’re going to be talking about some uncommon conditions that are going to be not so uncommon among our clinic population.


When I had to think about this situation or this topic a few months ago, I was thinking back when I was in medical school and I’m sure this condition or this thought is very similar to most providers is that you learn about a lot of new and interesting diseases and then you go into the clinic and all of your attendings and the higher ups tell you that, you know, the most common things you’re going to see are very common things.


The problem with that is that we now live in a very global world and a global economy and people moving from here to there, a lot of these diseases that we consider to be very uncommon or very rare in the U.S. are becoming more common because we have patients that are coming to our community health centers that are from other places and this makes the diagnosis a little more tricky. And I think one of the issues and one of the things we’re working on today is to open up I guess our difference with diagnoses and some of our diagnosing skills to these new or at least these more prevalent diseases that are (in) other places.

So I guess we’ll start off. I guess we’ll move to the first slide here. So we’ll do the learning objectives. So participants will learn about interview techniques. Oh I’m sorry. Excuse me, I got that wrong.

The first thing I’m going to do is actually the polling question. So please check one, my role in the health care center is: (1) physician, (2) nurse practitioner, physician assistant, administrator, or other. And we’ve got some results coming in right now. All right. So it looks like we’re still moving. All right. We’re good? Okay. So it looks like we have other staff role is kind of our leader here, but we have a fair number of couple of physicians there and a few administrators and a few PAs. So good.

Well we’ll get to the learning objectives and so first we’ll talk about participants. We’ll learn about interview techniques and tools (unintelligible) about less common diseases among health center patients born and raised in other countries and to examine the financial benefit and quality of life of early diagnosis.

Participants will also learn about the experiences and techniques of one of her (staff) center’s grantees and diagnosis and treatment of uncommon diseases. Participants will learn about the world and the U.S. epidemiology of leprosy including the occurrence of endemic leprosy in the Gulf Coast region of the United States as well as dealing with stigma.

And finally participants will learn about the free health services diagnostic consultations, anti-HD drugs, surgeries, and special rehabilitation provided to private sector physicians and their HD patients through the National Hansen’s Disease Program.

And the next slide here, so why do we care about uncommon conditions? Well as you know community health centers serve millions of patients each year and a certain number of those patients are from immigrant and migrant populations. This leads to a number of different issues. So obviously one of the one’s that we have people who are moving and coming back and forth between areas that are endemic of certain diseases that we don’t normally see in the United States. Additionally they may not have sought health care in the past or have delayed seeking health care and because of this they may have long-term complications or advanced disease.


Go the next slide. So on this slide here you can see a little bit about U.S. immigration pattern and you can see by the colors kind of where people are at and where people are moving to. So as you can obviously see in the (Sub Sahara), Southeast and the Northeast, and the Southwest we’re seeing particularly high levels of U.S. immigration. But also pockets in the North Midwest, we’re seeing areas that are seeing increasing amounts of immigrant populations.


On this next slide here we have on the left a slide that has all of our HRSA grantees and on the right we have kind of another immigration map. And you can almost lay these on top of each other and kind of see where we’re at with - where health centers are at and where we’re seeing these populations at right now.


So there are a number of diseases that are rare in the U.S. that are very, very, very common in other places especially overseas. We talk about diseases such as Malaria which we have 30 million cases - excuse me, 300 million cases a year worldwide not often seen in the United States but very common especially in Africa and Southeast Asia as well as parts of South America. We have tuberculosis which causes 1.5 million that’s a year. A very, very common disease. And it still is seen somewhat prevalent in certain populations especially immigrants in our homeless population. Hansen’s Disease which has between 200,000 and 300,000 cases a year.

There are several diseases we have not seen which we’ve done a really good job in the U.S. of eradicating which is Typhoid and Cholera which we don’t often see anymore, but do cause hundreds of thousands of deaths worldwide each year.

Rabies while not very common in the U.S. especially true in the fact that we’ve almost eradicated it from most -- the most common thought was it was transmitted by dogs, but most now by rodents, bats, things like that -- a high number of deaths each year.

And then there’s diseases like I (unintelligible) right, but schistosomiasis which is always a fun one to say and Dengue Fever which had never really been seen in the U.S., but caused a significant amount of morbidity or mortality globally.


So one really good example of a disease which is very rare in the United States or is uncommon. I shouldn’t say rare, it’s uncommon in the U.S. but is very common in other places is Malaria and we’re going to use that as one of our examples today.


So Malaria as you may or may not know is a parasitic infection. It’s not a bacteria or virus. It is actually a parasite and it affects mainly the liver and red blood cells. There are five known types which I’ve listed up here - Plasmodium falciparum, vivax or malariae, and anopheles or (anophelesae) which is mainly found in Southeast Asia quite specifically in Malaysia. Falciparum is the one that causes the most acute infections and causes the most morbidity and mortality.


So a brief history which is hard for me because I was a history major in college. So I love talking about this stuff. But we’ve known about Malaria actually for about 4000 years now. There’s been text found in Greek writings, in ancient Chinese, and even Egyptian writing about Malaria at least the symptoms as we know now as Malaria.


And the term itself actually comes from Italian (mal area) so meaning bad air and it was known that people who lived in these kind of wet swampy areas actually had a high prevalence of this disease that caused fevers, and sweats, and rigors, and things like that.

Treatments have been known for almost 2000 years and, you know, we’ve spent the majority of - at least because humans like to live close to water, we have spent a lot of our time in those 2000 years since really trying to eradicate Malaria as best as possible. And there are a number of notable cases that I’ve listed here.

One being the Panama Canal which at the time was one of the greatest engineering feats that the world had ever seen and was only possible because we were able to wipe out not only Malaria, but Yellow Fever and a lot of those techniques are actually used other places like for example the Tennessee (Valley) Authority which was a new deal project most often associated with energy supplies and providing energy to that area. But also one of the more interesting areas of that was actually the eradication of Malaria in those areas and also I mentioned Yellow Fever.


We talk about DBT which when it once was discovered and developed and used heavily was actually thought as a way to eradicate it from the world although we’ve now known that the health drawbacks from that caused us to pull back from that so.

And then one of the interesting parts was this Malaria controlled war areas because a program setup during World War 2 designed to allow U.S. troops to train year round in the South. And in fact you couldn’t do that before these areas were established because of Malaria and the CDC is actually a successor of that program so. And that’s the reason why it’s actually in Atlanta is because it’s in the South and that’s where most of these cases are at.


And most notably there’s been four awards I think between 1880 and 1910 I believe. There were four Nobel Prizes that were awarded purely for Malaria research.


So we’ll go to the next slide real quick and we can talk real briefly about kind of the biology of this. You know, I won’t go into this in great depth although I had many questions in med school about this because as a parasite, Malaria is actually a very elegant I believe parasite in the way that it works and so I’ll do a little bit brief review.


So basically what happens is that you’re bitten by one of these mosquitoes which is the vector and what happens is that it travels through the blood stream to your liver. And in the liver these Malaria parasites -- I think they’re spore sites actually -- replicate and when they burst, they travel to the blood stream and then there those Malaria parasites actually infect red blood cells and they replicate further and further. So it’s thought actually that just one parasite actually can cause about 30,000 or 40,000 parasites to grow in your body. And so this process of infecting the red blood cells and then bursting actually is what causes a lot of the symptoms that you see from Malaria.


So we’ll do a real brief -- go to the next slide here -- so real briefly we’ll talk about epidemiology. Half the world we know is at risk for this, about 3-1/2 billion people. Like I mentioned before we have about 200,000 million or 300,000 million cases a year with about 1 million deaths. Most of those are in Sub Sahara and Asia and in fact in Sub Sahara and Africa there’s only behind HIV and the number of deaths that’s caused from infectious disease.

So we’ll got to the next slide. Malaria in the U.S. again very rare. About 1500 cases a year. For the most part we’ve been successful in eradicating it and there’s been very few cases that have been due to the effort that we’ve done with cleaning up water and things like that. Most of the cases that we find are actually from immigrants or travelers who have been to these areas and it turns out people who travel to these areas are actually more susceptible to the disease. One because they (either) haven’t had it in the past but two they tend to take less preventative measures when it comes to dealing with Malaria. So they’re less likely to take their medication, to use things like mosquito nets, and things like that.


Other methods of transmission include blood transfusions, organ donations, and IV needle sharing. And, you know, one of the things we should mention that, you know, there is always the risk of reintroducing Malaria into the United States. One of the things that we have going for us here is that we have a very tempered climate and we do get winters even in the South. That kills off all the mosquitoes and does not allow the Malaria parasite to replicate very easily. However with possible climate change and warming of our environment that all can change.

Let’s talk a little about the clinical diagnosis. The classic Malaria kind of triad here is fever, chills, and sweat. Usually the attacks last between 6 and 10 hours. You have a cold stage, a hot stage, and a sweating stage and in general the attacks occur every 2 to 3 days. Most commonly (unintelligible) with the type parasite you have so as we mentioned falciparum, vivax and ovale two days Malaria (A) gives you three days although there can be some variation in there.

Additional symptoms include headache, nausea, vomiting, body aches, and malaise and your physical findings are pretty standard with weakness, enlarged liver and spleen, and you can see some mild jaundice from the anemia that is actually caused by the red blood cells rupturing.

Because of the small cases, it’s just not something that shows up on a lot of doctors’ radars. We’re not trained a lot of times to think about it because it’s not very common. And because of that Malaria is most often misdiagnosed here.


Conditions that it can be confused with things like influenza, headaches, muscle aches, and malaise. We’re talking things like Ecoli or salmonella poisoning that can cause nausea and vomiting, fever, muscle aches. Even things like (bacterimeaceptis) meningitis which all have very common symptoms that can look like Malaria like hypertension, altered mental status. In children seizures and strokes even.

So the best when to suspect Malaria mainly it’s people who travel to these areas and we know that almost 30 million people a year travel to these areas. People within the last three months, but consider up to two years because there are certain forms I believe ovale and vivax actually can be very - can have a dormant phase of up to two to four years so it’s important to think about that.


And people who have contact with travelers so family members or even people who work or live by airports can be people you should think about. And one important thing I should mention here is I don’t rule out patients who have said they’ve taken their chemoprophylaxis. They may not have taken the entire dose and because there’s high resistance places, if they’ve (taken) a medication that’s not susceptible or not going to work on that particular form of parasite they could still have the disease.

The diagnosis and treatment, it’s best to be led by clinical suspicion. In fact in most of the developing world this is how it’s actually diagnosed simply because we don’t have things like blood smears, (unintelligible) (body touch), and the PCR that we have in the U.S. It’s best to really treat first because this can rapidly progress to something much, much worse and so we always say that it’s best to treat first and to get confirmation versus the other way around. And we always say to test because Malaria still is a reportable disease in the U.S.


And so for the diagnosis and treatment, you know, we won’t go into that much because, you know, that kind of depends on a lot of factors. And if you’ll notice in the bottom of slide here there is a Web site. The CDC actually runs a very, very good Web site on Malaria and has lots of information on diagnostic and treatment options and guidelines for your patients.

But just as a general idea just know that the number of factors that kind of guide your treatment one of them being a hyper parasite, the area where it was required and known drug resistant patterns, the clinical status of your patient, any other co-morbid conditions, pregnancy, allergy, and any other medications that a patient could be taking.


So in general, you know, while not really endemic to the U.S. in much of the world it is a very common condition. And because of its kind of unique life cycle it’s very, very adapted for easy transmission. This is why we need to think about it for people who have close contacts or in areas where travel is heavily or at least it’s (seen) very commonly.

The symptoms are fairly consistent, but can be easily mistaken for more common diseases. So if you have these patients, you have these symptoms kind of keep this in the back of (unintelligible) to diagnosis. And then like we said the diagnosis should be led by clinical suspicion, but it is really best to treat first and then do your confirmation secondary. And so with that we’ll conclude this part of the presentation.

Next we are going to talk to let’s see Alan Curtis Wands who is a PA at the Family Health Center, Ward 83, San Francisco General Hospital. And just so you’ll know a little about him, he has worked with refugees in displaced populations for over 30 years. I guess we can go ahead and go over to you there Curt.

Alan Curtis Wands:
Good morning. Nice to meet everybody in this format. I work at the Family Health Center of San Francisco General Hospital where we have a large number of patients who come in from around the world and we have a specific program -- a newcomer’s health program -- which deals with the (unintelligible) population. And one of the things I’d like to bring up in particular in this presentation is how we deal with patients who come in a very systematic format. Our learning objective for this are to see that institutionalization of our screening (pretty) typical diseases in refugee population.

How to keep these on the front burner for our providers because many of our providers as was previously mentioned how many of the providers learned this in medical school, but then it’s not in practice. And because we are a residency for family practice many of our second-year residents start this task of doing newcomer screenings as well. And newcomers we consider all who have a refugee status, (unintelligible) status which a couple of countries have that included (unintelligible) as well as those who have political asylum (unintelligible).

And then what the top illnesses we’ve detected just in the previous months in our program are and we just want to remind people (unintelligible) a high clinical suspicion of the atypical illnesses that you train people in or do (instrument) trainings, you know, clinic because that success all attunes to the unusual diseases we may see. So let’s go ahead and go to the next slide.

So the screen that we have done is done in (hopefully concordant) language by health coaches and educators that are specially trained. Of the nine people that we have on our staff, there are 24 languages spoken and we frequently use one of the phone services for interpreters. Here we use specific translation services or our own hospital service where we have a computer screen which is rolled into the room and connects right to a service of about 70 different translators throughout the region.


So we have the advantage in seeing someone who is trained as an interpreter and as the medical interpreter that’s perhaps the most important part of all this is just having that communication which is going to affect the state of what the patient is saying to you. Once you start hearing your interpreter say things like he says or she says, you know you’re talking to somebody who’s been really that’s trained in this type of interpreting where they are supposed to say exactly what the patient says to you and you to them. The only interruption should be something along the line of I need to clarify this for the patient or I need to clarify this for the U.S. provider.


So health coaches and educators have full background on immunizations, family history, review systems, the medical history and social history, and allergies. The patients come in to us with that already filled out and that’s a huge help to us as providers because these exams take longer than the normal exams. They may take up to an hour oftentimes of course when the patients don’t come in with their immunization history and because of that -- go ahead and go on to the next slide.


Our standing orders that people come in with is they get a CDC, a Hepatitis panel for Hepatitis A, B, and C and (RPR Parsifal’s) HIV, a QFT not a PPD for Tuberculosis and keeping in mind that many of our patients come from countries where the PPD is going to activated by their previous BCG Tuberculosis vaccine. We missed the QFT which has a whole different immunological process that it’s looking at it so that we actually see the people who have been exposed to and have Tuberculosis in some form even if it’s latent in their body without becoming activating by the vaccine.

A stool (unintelligible) is done and I didn’t put down which I shouldn’t have, we also check for measles, mumps, and rubella and varicella. For people who have or have not been vaccinated just to know whether they really are respondent to those illnesses and one of the reasons we do that is we’re also aware that many of these patients are in the process of applying for their green card. We both want them to be immunized for the U.S., but we also want to know their status. And keeping in mind that (there are) a large number of people with Hepatitis B from certain Asian countries that’s really an important one to order.

The preventive studies which we do are according to age, lead screening is either is either for children in the U.S. and they’re 5 years old, (GC) and Chlamydia for those who have been sexually active or above 18 years old. We do mammograms in over 50 years old. (Unintelligible) paps (unintelligible) FOBT or your colon cancer screen as well as the lipid panel. So the regular screening is done as well. Go ahead and go to the next slide, please.

(Unintelligible) last six months and really starting to indicate the problem of mental health. We also do mental health screening with two aspects of that. And one of those aspects is the (unintelligible) of their personal feelings right now. Are you suicidal, are you depressed, how do you understand (that), how do you understand your ability to sleep, to eat, how is it affecting your daily function on one side.

And on the other side we ask them have you had any experiences of being tortured or being imprisoned. Is this officially from the government that you’re concerned about (unintelligible) others. Now that’s a delicate thing to be asking at San Francisco General Hospital because we are a government institution. And I say that not from our perspective, but from the perspective of someone who’s looking to achieve their refugee or political asylum status in the U.S. Some of those questions may be answered in terms of their own concerns about what we’re addressing and where they may feel the U.S. government may have its own perspectives. So we’re aware of that, but we want people to feel like there’s an open trust and that we’re there to respond to what they have really suffered or not.

And then the importance (if they let us) of course referring them to a program of mental health services and that’s a challenge for all of us because of many people’s (unintelligible) status.


Following that we see unspecified parasitic disease. The majority of those are the (trapezoids) or cysts, different types of (unintelligible). We see a number of people coming up with (unintelligible) but the stool O&P or (unintelligible) parasite test is considered very important and consider that 10% of people have now.


Dorsalgia or low back pain (unintelligible) different types of myalgias are very common. Blindness (unintelligible) are (unintelligible). Respiratory tuberculosis, it says here that 6% of the people came up positive and I want to point out that 25% of our people come out positive in the QFT which does actually mimic the international statistics that are approximately quoted that a population of the world has been exposed to Tuberculosis.

Regardless of their TB status everybody who gets a positive QFT of course would have an X-ray and automatically be referred to our Tuberculosis clinic which is well versed in international care. And many of you have probably heard that there is a high amount of an extremely resistant Tuberculosis in China now. So now even resisting to two of our medications that we’re using for (resisting) Tuberculosis so that’s an important disease for all of us to be picking up on in the United States.


And just in the last week I had four screens. Out of those three came out positive, two was (unintelligible) in the lungs. Don’t let age fool you with that one. It was an 18-year-old who had (unintelligible) bilaterally in the (unintelligible) of his lungs.


Skin disease is another 5% and here you’ve probably been hearing the talk about Hansen’s Disease which we have not seen enough of at our hospital. (Unintelligible) not seen enough of because I think we have such a low threshold or high threshold of (expectation) that we’re going to encounter that. And in one case I encountered somebody who had been treated with different (unintelligible) for eight years before she was actually diagnosed with Hansen’s Disease.


(Employment) viral Hepatitis, at 3% and the majority of those are Hepatitis B that we have a fair number of Hepatitis C. (Unintelligible) carriers are very common and essential hypertension (endure). The number of (unintelligible) in the (gastroesophageal) reflux disease everybody who comes out with any symptoms we’re recommending that they have the test for (unintelligible) Pylori or H Pylori. I mean it’s one of the top causes of gastro cancer in the world and that’s something that we can both systematically help those patients with a two-week treatment of triple therapy. Of course there are various treatments out there, but at least to eradicate that bacteria and really get better quality and quantity of life (unintelligible) patients by having a high awareness again of something that’s much more common in other countries. Next slide, please.

So in terms of our differentials, there are some that are way off the screen even with Tuberculosis, Paragonimus or lung (unintelligible) can absolutely mimic Tuberculosis with night sweats, weight loss, Hemoptysis - the coughing up of blood, chronic cough would look like Tuberculosis and does not come out positive if you’re doing (unintelligible) test.


So non-pulmonary Tuberculosis needs to be high on our screens as well with (unintelligible) being a really common side effect or secondary effect that we’re finding in communities where children are often infected with Tuberculosis in the lymph nodes. And of course you’ll find (Pock)’s Disease of Tuberculosis in the spine with some of your (unintelligible).


And GERD, I’ve already mentioned the (unintelligible) by Laurie. And then with (unintelligible), Hansen’s the common (Kenyan and Canada) infections (unintelligible) are very common in the Americas and that’s often we’ve found patients who have entered in the hospital secondarily infected with (unintelligible) because of the open ulcerations and taking a long time to do the biopsy system to be aware of the (unintelligible) nature of that.


(Unintelligible) migrants is more of a bother to people, but many of our patients (unintelligible) who have gone to Latin America get that by just walking in areas which have (unintelligible) there. And a few cases we’ve had of bot fly infestations where people actually get the larva under their skin and either they get (unintelligible) of that or the bot flies haven’t been removed.


(Unintelligible) seizure disorders. Keep in mind that in Latin America (unintelligible) is the number one cause of new onset seizures in the population from that part of the world oftentimes due to the poorly cooked pork in those countries.

Chagas Disease which is going to be a scourge for us here just like it is in other parts of the world because of the difficulty in diagnosing it and the difficulty of symptoms other than enlarged organs in the abdominal cavity.


(Unintelligible) origin as Laurie was mentioning Typhoid and Paratyphoid (unintelligible) and Brucellosis which we still in many countries are common etiologies which we need to be doing these in service trainings for our own providers so that we can be aware of other possibilities of what we’re seeing in that (unintelligible) are not always having to pay attention to it in our U.S. born population.


The pre-screening is really key and the language of course to really effectively hear the symptoms and people’s different cultural understandings of symptoms and explaining them if it’s a (unintelligible) (Indian) from Guatemala, whether the (color) they have are hot or cold (unintelligible) to it, to people from Asia who may see it in different energy flows, having an awareness and respect for their perspectives and their belief on what is illness and wellness and combining what we know out of our clinical acumen our (unintelligible) more (unintelligible). And the last slide is where I can be contacted. You’ll have that. And if I can be of any support, please let me know. Thank you very much.

Dr. Justin Mills:
Thank you Curt. That was very helpful. Next we’re going to move on with our presentation and next we have Dr. Laurie Donohue and then Dr. (Roxalana Kushma). They’re from Anthony Jordan Health Center and they’re going to...

Laurie Donohue:
Thanks. This is Laurie Donohue speaking. I’m just going to introduce our program a little bit and then I’m going to turn it over to (Roxalana) who is actually the Director of our refugee program here.


It’s just sort of interesting in listening to the program that’s going on in San Francisco. What is really, you know, it’s encouraging to hear what’s going on in the city that’s quite a bit larger than Rochester and I think our perspective is going to be one of a very small community health center in a smaller sized American city and how we are trying to serve our different refugee populations as they arrive here in Rochester.


I’m not quite sure why Rochester, New York is such a popular place. You know, I think the housing costs here are a little bit lower, the ability for folks to get employment is a little bit higher and I also suspect our closeness to Toronto where a lot of populations also tend to relocate also is the reason why folks choose to come to Rochester.


We’ve been doing refugee health care at our Brown Square site since the early 80s. The first large group that arrived in Rochester were from Vietnam fleeing from the country as things sort of fell apart over there. We also saw a fair number of people from Cambodia who were fleeing from the Premier Rouge in the early to mid-1980s as well as folks from (Lau)’s.

In the 90s, we had a large group come from Ukraine and actually one of the interesting stories is that I’m sure (Roxalana) won’t tell you, but she and her family and she did come from Ukraine and did arrive in this country as refugees and were initially served at our community health center here and she’s come full circle to return to us as a physician.

We also had a fair number of folks arrive in Rochester from Cuban mostly adult men who came across the ocean in the rafts in the mid- to late 1990s. In the 1990s towards the end and into the 2000 and continuing through to today folks continue to arrive from Somalia mostly from Kenyan refugee camps. And in the last five to ten years more folks coming from Sub Sahara and Africa and a very large group arriving in the last three years from Burma which I’ll say Burma not (Meinlobe) because they refer to their home country as Burma mostly of the (Korin) and (Chin) ethnic populations.

We also have had a smaller tricking in of folks from Iraq and the latest group to arrive are Bhutanese refugees who are coming out of Nepal. (Roxalana), I’m going to turn it over to you. You can talk a little bit about the barriers that we have been dealing with and continue to deal with and some of the training that we’ve been trying to do here in Rochester.

Dr. (Roxalana Kushma):
All right. Thanks so much Laurie. I just wanted to (unintelligible) on Curt’s remarks about the mental health and the screening and the need for adequately trained interpreters because that’s exactly what I’m actually going to be talking about. To this day I point out to my doctor that used to take care of me that I was patient and she doesn’t let me live it down.


But one other primary barriers to the care that I think other providers receive is when we see patients from different parts of the world, their understanding of medicine is pretty much different than what we understand of medicine and (where) we get training the med schools, the PA schools, or (unintelligible) schools. They also do not see a tremendous value in the preventative care such as mammograms, colonoscopy, pap, dental. To them it’s more of a nuisance versus the fact that if you don’t do this screening you might get an illness later.


One of the other things that we have been noticing is most of them obtain the medical care either in refugee camp or a clinic where you come, you get in line, and the doctor sees you, gives your pulse, and you go on. So for them to navigate the U.S. system, the specialists, the different testing that we do, the preparation for the testing that we do is quite cumbersome of while it’s difficult to understand. My favorite one is thyroid update scans where you come in one day and then you have to return the next day exactly 24 hours. They have a hard time understanding that there’s some things that need to have a longer follow up.


From the perspective of providers, we do have a lack of sort of organized (essential) located resources where we can, you know, CDC is an excellent Web site of an infectious process. But, you know, when you’re talking about taking care of refugee from the whole perspective - a holistic perspective, we don’t really have a centralized unified either agency or a resource where you can log in and, you know, what do I do if I encounter (vex).

One of the things that I had been noticing more recently was the refugees from Iraq as well as a few refugees from Burma specifically the Moslem one is they’re very insistent on female providers for any kind of care. And so when I had to refer them out to specialists that becomes quite a huge obstacle to their care. Next slide.


From the logistical, I think all of us can share in this one the lack of both federal and statue, you know, monetary support both for just the operation of the clinic as well as interpreter services I think has been quite a huge barrier.


Transportation is another one. Being that we’re a smaller city public transportation is good not good enough so sometimes a patient’s take buses for two or three hours sometimes miss their stops don’t realize where they are until it’s too late which creates then follow up quite difficult.


Having refugee or internationally trained social workers who are aware of the challenges as well as the needs of this population is something that currently we are in lack of. I don’t know about the rest of you, but 15 minutes for me with a non-English speaker is relatively impossible. I chronically am late because by the time we get around getting the history and everything else that comes along with that it takes up time. I’m so incredibly grateful that I was invited for this conference because we can share the ideas now and we definitely need to build on this.


Rochester is going to be serving or the host site to their Refugee International Conference later this month. So we’re starting to become more unified in this goal of providing a high quality of care to a refugee population because they are part of this country.

And one of the other thins that I’ve been noticing specifically with my population from Burma is they do get employment, but because the employment is minimum wage most of them do not get insurance so they don’t get to come to see me for either diagnosis or even the follow up of the medical illnesses. Next slide.


Following in those footsteps, we do have a few groups of providers in Rochester that do accept refugee care. But they sort of run out of the capacity to serve them and because there’s a limited number providing them, the (unintelligible) that come with serving refugees tends to be within these providers. Providing good quality medical care to refugees takes resources, takes time, and takes dedication and not every practice is adapted to do that. So spreading this and sort of sharing the wealth would be an excellent thing.


One again, you know, a limited number of trained interpreters, we always need them. We always need them to do lot more than to interpret, but to actually serve as a bridge between two cultures, two communities, you know, two parts of the world.


And also for other providers who have resources to culturally understand (unintelligible) come from to understand what is acceptable and what isn’t, to understand how our patients (unintelligible) compare to us. Next slide.

What we have been doing in our clinic has been piloting quite a few different projects one of which is we really put a strong effort on cultural companies training not only within the populations that exist within our communities, but also globally making sure that every patient that comes in gets treated in a fair way, gets offered all of the services as we would offer to anybody else. We really push our nurses, our MAs, our front (unintelligible) desk, our medical records to be a part of the team to realize that these folks that speak a different language, that wear different clothes, that have a different sense about themselves, get to know them and get to know their needs, and to be able to sort of work as a team.

As I mentioned earlier Rochester is hosting our I believe third International (unintelligible) conference. It’s a three-day conference that offers lectures and presentation on both social, medical, and sort of community like presentations. Rochester General Hospital is a primary lead on that so we’re very proud of that.

We have been at our clinic working on developing a library of printed resources where we can either (a) hand them out to our patients or to have a providers on different topics including dietary, nutrition, exercise, (unintelligible) preventive care. We’re also working on developing video materials for the patients who are illiterate or never learned any alphabet either in English or in their own language.


And currently we have about five interpreters in our office serving our community. So we attempt to meet on a monthly basis to discuss the progress that they’re making, to discuss any challenges or obstacles, and really problem solve the issues and obstacles that come up. Next slide.


The frequent diagnoses for us it would have to be PTSD with multiple, multiple (unintelligible) symptoms. Most of our Somali’s have been through war or some violence be it in the home land or refugee camp. A similar story for that is Burmese, Iraqis, (Ascanis). They are traumatized folks so we see quite a bit of that with then follows into depression like anxiety. What we have also been seeing due to this PTSD depression, this high stress environments we’re now seeing a lot more of the chronic illnesses that were used to be thought of sort of the Western population like GERD, hypertension, constipation, chronic futile, and chronic pain syndrome, low back pain. And one of my favorite is the chronic abdominal pain without any clear etiology.

I have a Somalia gentlemen who keeps coming back to me because his right lower quadrant hurts and it keeps hurting and keeps making noise, and he’d been beaten on that side 20 years ago in Somalia and every night he has the same symptoms as he has the nightmare about being beaten there. And to him he just wants the pain to be gone. Not to really discuss why it happened, but just the pain to be gone.

In children I’ve been noticing (unintelligible) level partially due to where they come from and partially because of their poor living environment that they have in this country. Eczema with atrophy with another common one. In a woman (grand mall) (unintelligible) is quite common and that actually transcends all cultures as well as all continents. And once you get into G11, G12 it tends to have its effects on the amount diabetes, cholesterol. Domestic violence is another one that can come out as different diagnoses and different symptoms and it takes quite a bit of time and effort of providers aspect to diagnose that.


And then in men, we do see quite a bit of hypertension, GERD, alcohol as well as tobacco abuse as well as abuse of different not necessarily narcotics but different hallucinogens from the country of origin. And we have been seeing a good share of (unintelligible) dysfunction primarily due to PTSD. Next slide.


Would we need to run effect program? I think most of us would share on this one we need financial from both state and federal to help us do the work that we do. Getting reimbursed for interpretation services and having allowance to spend time with a non-English speaking patient would be a dream come true. Social work support for case management as well as coordination of care and follow through and crisis management as well as ongoing health promotion for the refugee community.

Man:
Hello?

Woman:
Hello?

Man:
Hello?

Man:
Yes.

Laurie Donohue:
Sounds like she got cut off so I’ll - this is Laurie Donohue again. I will finish up for her. She’s calling in from a hospital where she’s supposed to be rounding so she must have gotten cut off.


So lastly she was just about to talk about a pilot that we’ve been doing here at Brown Square. We have an americore volunteer who has been with us for the past year and she’s been bringing together women and high school girls for monthly meetings to learn about different medical topics particularly the preventive health care issues and having them go out to their communities or their mosques to share this information with other women in the community.

Woman:
Thank you Laurie.

Laurie Donohue:
Thank you. All right (Rox), you want to take it for the last slide.

(Rox):
Honestly I did not move the phone. The one obvious things that because a lot of providers are coming together who served refugee population, the Rochester Integrated Health Network representation created a subcommittee of providers specifically deal with refugees issues and we have been developing missions as well as plans to bring all of us together, create a central agency to help both the refugee community and the providers of their regular American communities to integrate and provide quality of care. And of course, you know, we need to have support and advocacy at both local - I mean local, state, and federal levels. And next slide. That’ll be all for us.

Dr. Justin Mills:
Okay. Well thank you so much and apologize for getting cut off there but...
(Rox):
Oh no problem.

Dr. Justin Mills:
You got everything figured out. So thank you for your comments and I guess we’ll move on to the next section which will be a polling question. So we have polling question number 2 here. In your health center populations which of the following have you seen within the last few years: Hansen’s Disease, Tuberculosis, Malaria, Typhoid, unspecified parasite, or other. There we go. Yes all right.

And I think maybe after the last two speakers who brought up very good points especially about mental illness, we maybe should have added a selection for that as well. But thank you for your guy’s work on the polling there and we’ll move on to the next section. So now we have let’s see, we have two people here from the National Hansen’s Disease Program (Jim Crable) and David N. Scollard and they’re going to talk to you about Hansen’s Disease so Dr. (Crable) and Dr. Scollard take it away.
Dr. (Jim Crable):
First of all I’d like to thank Justin and Mark and their colleagues for this opportunity to bring the need for leprosy awareness to the community health centers who’s represented from those clinics. Next slide please.


If we ask this question, the answer would be to most people the answer would be leprosy in the U.S. in 2012 give me a break or you got to be kidding. Here in Rockville it’s even a greater surprise when I find out that HRSA is in charge of this program. We are a well kept secret around him not so much as we used to be, but we’re educating the HRSA group.

Our program is the National Hansen’s Disease Program. We’re located in Baton Rouge. We are basically a center of excellence for treatment, management, rehabilitation of this single disease for training and education about this single disease. And we have a unique biomedical research group over at the Louisiana State University that has basically expertise in all the fields: immunology, microbiology, pathology all focused on this single disease. This is a unique situation in the world to have all of this under one roof.


The history of our program is a storied program and really is in three phases. The first phase I labeled here is forced confinement from 1894 to the 40s when basically the public health policy of this country was there was no alternative to forced confinement. Patients were forced to live in a leprous area beginning as a state program in 1894.

In 1917 a federal leprosy law was passed and it created the National Leprosarium in Carville, Louisiana in 1921 where patients essentially were forced to live out their lives. They were going to die there with leprosy. Not necessarily of leprosy, but with leprosy because there was no treatment.


In 1941 one of the big breakthroughs happened at Carville - the miracle at Carville, the discovery of Promin the first drug to treat Carville. This introduced (basically) the second phase, a phase that I believe we’ll hear up to until 1999 where at Carville the patients started to see improvement in each other for the very first time. There was no treatment before that and we started to see discharges. Patients could actually have the hope of leaving Carville.


Oh and HRSA took over the program in 1982 when the Public Health Service Hospital system was closed down. Carville remained open and came under the umbrella of HRSA.

We were there in Carville until 1999 when for budgetary reasons we had to abandon this beautiful site down on the Mississippi River and we moved into Baton Rouge and basically our program changed again to now it’s an outpatient and outreach program where outpatients are managed. We provide and you’ll hear about this in a minute, a safety net for treating difficult to manage cases. But by in large it’s an outpatient disease now that can be managed by private sector physicians and in the 13 clinics that we have located around the country.


The need for leprosy awareness is pretty basic. Most leprosy problems in the USA result form the fact that it is indeed an uncommon disease. But it’s not so uncommon that community health clinics throughout the U.S. might see a case. The problem is there’s low ends to the index of suspicion for leprosy.


What we’re going to talk about here are these four points that we brought up several times is basically training, physicians and especially nurses in community health centers to consider the diagnosis of leprosy, to make a presumptive diagnosis, to confirm the diagnosis with our help by sending us a biopsy. Dr. Scollard who’s their pathologist will read the biopsies. And to manage the case with our support. Our support includes cost-free services such as free drugs, free consultations, and if you get a management case it cannot be dealt with locally. We do take patients as referrals on an outpatient basis for surgery, wound care, that sort of thing.

Briefly over the last two years this is the number of new patients in the U.S. Note that it is not a public health problem. We are ranging about 150 cases a year in the last two years that we have data for: 2009 and 2010. I think this is partially due to the fact that we’ve been giving awareness seminars all through the country. We’ve given 20 of these basically educating physicians and nurses to consider the diagnosis and go through those four points I just mentioned.


In the country there are approximately 3877 patients currently receiving treatment, 3300 of these are in our ambulatory care program clinics which I’ll show you a map in a minute, and 566 patients are being dealt with now by private practice physicians spread throughout the country.

Basically leprosy in the U.S. and these data are for the last ten years are for 2001 through 2010, there are two sources of patients: immigrants and migrants from endemic countries and we have U.S. endemic cases. So we have individuals coming here from the outside and we also have home grown leprosy occurring in the U.S.

These endemic cases are classified. They’re fascinating. They’re classified, they’re U.S. born, they have no travel history to endemic countries, they live in the Southern U.S. mostly along the Gulf Coast and in a paper that was published last year in the New England Journal of Medicine. We’ve proved what we’ve suspected for years, but we finally proved that it’s armadillo to human transmission in the U.S. The cases around the world are human-to-human transmission.

The data at the bottom are for that ten-year period and basically show that the U.S. is the highest contributor for cases in the U.S. are these endemic cases. If we look at the last three, four, or five years cases from the Western Pacific islands and Brazil would probably move up and vie for second place.


This is very credible statement, “Leprosy is the most misunderstood infectious disease.” Very briefly, it’s a chronic bacterial infection, mycobacterium leprae is the cause of the agent. It affects the skin and mucus membranes of the upper respiratory tract, the cooler parts of the body. And we now have laboratory data that this bug prefers the cooler parts of the body. It does not thrive at 37 degrees Centigrade. In fact it quickly dies at that temperature.

It’s the only bacterium with a predilection for peripheral nerves and basically loss of sensation is the very earliest symptom of nerve damage and you always get nerve damage in leprosy. It’s the hallmark of the disease, it’s what causes the deformity and disabilities that if the disease is not diagnosed early and treated early. But loss of sensation in the lesion is part of the differential diagnosis in the early stages of the disease.


I wanted to show this slide just to give you some idea of the uniqueness of the bug and how it confounds management, diagnosis, whatsoever. We cannot culture the leprosy bacillus after 130 years since its discovery. We are unable to grow it in the lab. This presents a major obstacle to research and mainstream labs are not interested in studying this bug because it takes two years to run an experiment. It’s the slowest growing bacteria. It divides every 13 days. Compare that with Ecoli every 20 minutes. This slow growth has a profound effect on delayed diagnosis. It may take three or ten years between infection and the onset of clinical signs and symptoms.


There is no diagnostic test. I repeat that, there is no diagnostic test, no serological test, or skin test for leprosy. This makes study of transmission very, very, very difficult. It is the only bacteria found in peripheral nerves as I mentioned and this is the cause of disability and deformity.

And finally but not the least important, the hands and the face are involved with this disease and this is partially responsible for the profound stigma and inordinate feat of leprosy that has been linked to this disease through the ages.

And finally a take home message if not diagnosed and treated early leprosy requires long-term management. It’s important to diagnosis it early and treat it and block the subsequent nerve damage.


Okay, this is a map showing our ambulatory care clinics. We’re in Carville, Louisiana. We have a little star there. There are 13 of these clinics spread around the U.S. These arose after the closure of the Public Health System and when HRSA took over in 1982 and they are in all the port cities where there used to be PHS hospitals which originated in 1790 under President John Adams.


Texas administer four different clinics out of Austin, but basically there are 13 clinics around the country. And these patients, we deal with about 3300 patients on a contract basis with these clinics. Next slide, please.


These are the private practice physicians over the last ten years and each of these dots is dealing with at least one patient. Many of these dots become the local expert and take on two or three patients. But they’re spread throughout the country because the immigrant patterns have changed and we saw slides earlier of how that’s happening. Immigrants no longer have come to the port cities. So when these data were put together we had 4 and 35 physicians treating 566 patients.

Our mission statement. Leprosy is very, very easily treated. A multi-drug cocktail or multi-drug therapy is employed. This is to prevent drug resistance, to prevent the problems that arose with TB and early diagnosis and early treatment are the key. Our mission statement is to prevent or arrest the trajectory of disability of leprosy.


We’re talking about two things here is preventing the morbidity - controlling the morbidity of the disease and controlling the cost of treatment. These are two basic sub goals of our mission statement.

The idea that the upward curve you can if untreated, the disease - you can get nerve damage disability ultimately deformity none of which are reversible. The next slide, please.


This is an example, this is a Filipino patient living in the San Francisco area and basically his costs. He has had numerous referrals to the NHDP, extended hospital stays, both feet have ultimately been amputated, he’s had orthotic appliances for his legs, he’s had four different skin graphs, recurrent anemia because of treatment with Dapsone, glomerulonephritis, kidney involvement because of drug treatment. He’s had tendon transfers in both hands, cataract surgery, and he had his left eye removed because his nieces were terrified of him. His cost we estimated over six years were $600,000. Why? Because he was diagnosed so very late when he had irreversible nerve damage. Next slide.


Here’s an example of a lady who went to her dermatologist with a rash. He considered the diagnosis of leprosy. He made the presumptive diagnosis himself. He sent Dr. Scollard a biopsy, confirmed it, classified the disease, she was treated for two years with multiple drug therapy, came in for checkups every six months, and basically was pronounced cured. Her estimated cost was $3,300. That’s the difference in early and late diagnosis.


So in summary basically what we’re going to talk about, you’re going to keep hearing this is we would like physicians and nurses to consider the diagnosis, to make the presumptive diagnosis themselves, to confirm the diagnosis for the biopsy, case management and cost-free services that we provide that takes communication with us, and if they reach a point where there are complications they can’t deal with basically we will take the patients in Baton Rouge, travel them to Baton Rouge on an outpatient basis for advanced wound care, for reconstructive surgery, that sort of thing. Now I’d like to introduce Dr. David Scollard, the Chief of our clinical branch for the rest of the presentation.

Dr. David Scollard:
Okay. Thank you (Jim). And as Dr. (Crable) has mentioned over and over, we’re asking you to consider this diagnosis since I’m going to very briefly consider how it might present - how patients might present in your clinic.


The differential diagnosis of this disease is very long. It fills up most of a textbook of dermatology I think, but there are some simple guidelines that I think can be very helpful in the practice of a busy community health clinic. And probably the beginning one is at the bottom of this slide to maintain an awareness that you may in fact see this disease. Next slide.

So I want to look at sort of two general types of presentations. The first is that a patient is actually sick due to this disease. This is the less common situation, but it does happen especially among patients who are as already discussed refugees or immigrants but don’t know how to access our health system and don’t know how to navigate. When they get very sick, they may show up in the emergency room.

When this happens and (unintelligible) Hansen’s Disease, it’s usually what we call a leprosy reaction. There’s not enough time here to discuss this in detail, but these are not drug reactions. They’re normal immunological complications of this disease that affect about 15% of patients and so the patient may come in actually sick.


The more common situation however is the second point here. Patients make a clinic visit for another problem or for a rash that isn’t terribly urgent. A rash may be noted or and this is something we really want to emphasize that the rash may be on an accompanying family member especially a child or sibling. When one member of the family comes in for immunizations or for the flu or whatever, please aware of the rest of the family because you may very well be able to pick up this disease in other family members who accompany them.


The history here is very important and all the previous speakers have mentioned this. In many of the countries that they have already mentioned with respect to refugees are also potential sources of leprosy. As Dr. (Crable) showed you in the earlier slide some of our major sources these days are from Mexico, Brazil, and the Western Pacific islands. Getting that travel or residence history is crucial.


So the presenting findings then that you might encounter. Chronic skin lesions which could be macular or nodular and the second point is the one I really want to emphasize. We’re talking about lesions that don’t respond to the usual treatments that you will give for the more common disorders that you might first consider. I always like to ask if you don’t think of this the first time, I’m not too surprised because it’s rare. But if the patient isn’t responding to the way that you think they should be, please take a moment in the busy day and reconsider the possibility that it might be something else and if it’s a rash it might be Hansen’s disease.

If you start thinking in that direction check for loss of sensation. The old way we used to do this is with a cotton wisp or even the point of a ballpoint pen. We have quantitative ways of doing this, but the simple test will be fine. Reduced sensation is not absolutely found in all lesions, but it’s found in most of them and when found it’s a very, very helpful sign because this will tilt you toward this disease and away from all the other much more common possibilities.


Also if you see a patient with burns or wounds without pain, this should make the bell ring. And sometimes a patient may have a scar and you ask them about it and they’ll say oh I don’t know how I got that or we had a man who was a mechanic and he had scars on his hands, but when we talked about it well he hadn’t felt anything. If you get this kind of a history you’re having people who have profound loss of sensation and this should trigger you to consider this disease.

Sometimes if you palpate for nerves especially the ulnar nerve is our favorite to palpate, you will find it to be enlarged and/or tender. A very helpful sign if you elicit this.


In more advanced cases, we hope patients are found before we’re at this point but you may see loss of eyebrows and nodular lesions of the ears and face. I want to emphasize that the very slow progression of this disease is one of its most insidious features. It will fly below the radar for years on the patient’s side because they’re not concerned about this little rash and on the doctor’s side because it may not seem to be very important. The chronicity is key.

Now on the next slide, I’m going to give you a couple of examples of what I’ve described. On the left here is a patient who came to us. A young woman who’s origin was in the Western Pacific island and the history was that her friends at work told that her acne was getting really bad and she should go see the doctor. In fact she took to working nights because she just didn’t want to be seen. By the time she presented to the emergency room, she was indeed quite sick. And if we show the next slide, you can see that after a few months of treatment she did improve considerably and as she told our doctor she was happy now because she could go shopping.

I also showed this slide because I want to emphasize to you that the treatments we used do work. They are somewhat slow. This took several months of treatment to get to this point, but they are very successful. Next slide.

This is perhaps our common situation. This is another man from the Western Pacific who was not feeling well at work. He had some sort of flu symptoms and malaise and he went to the health center to ask the nurse about this. When she rolled up his sleeve to take his blood pressure she saw the rash that you can see on his arms and she inquired. And he said, “Oh, I’ve had that for a year so it doesn’t bother me at all.” So she took off his shirt and found this much larger rash. This is what an alert nurse or anyone in the clinic can do if you just see that rash and ask a question. In a situation like this take a biopsy, send it to us at no cost and we will actually tell you if it is Hansen’s Disease or not. In this case it definitely was.

And also -- the next slide -- is another patient who presented to your clinic. This is a man who was born in the South on the Gulf Coast as Dr. (Crable) mentioned. He didn’t really have a bother about this rash because he didn’t see much of it. It was mostly on his back, but his wife bugged him about it and finally got him to the doctor and the doctor’s first thought was a much more common condition in an elderly man - cutaneous lymphoma. They took a biopsy and was surprised to find it was Hansen’s Disease.

And finally the next slide, I want to emphasize we occasionally do see this in children. Here again is my appeal is if the people come, whatever members of the family come, take a quick glance at the ones who aren’t giving you the presenting complaint. This little boy had the nodules you can see in his face and arms. His parents brought him in because they simply weren’t resolving. They had the (low index) of suspicion. I’m not sure they knew what this was, but a biopsy confirmed that this was Hansen’s Disease in a child and when caught fairly early like this and treated well, the prognosis is actually very good.

So in summary, we want to emphasize again the need for leprosy awareness. Most of the problems we have with this disease is in the United States result from the fact that it’s an uncommon disease here and there is a low index of suspicion which we need to raise. Early diagnosis and complete treatment will reduce the disability and that’s our goal. So consider the diagnosis. Always remember if you’re dealing with patients from other countries to take a little more extensive travel history about how long they were there and so on. Confirm the diagnosis by biopsy and send it to us if you’d like because we do it at no charge to you or the patient.

There is no other confirmatory test. As Dr. (Crable) mentioned there’s no blood test, no skin test. The only way we can confirm this is by biopsy. And then we can help you manage this patient with our support which includes providing you the medicines free of charge and pathology readings for example and consultations with our doctors who are always available to help you with this.

I want to emphasize to you, you don’t need to be a super specialist although historically this has been considered to be a dermatologist disease about 25% of the doctors taking care of the patients now in our private physician program are family practitioners. The two doctors in our center who you will talk to if you call are board-certified in family medicine and so this disease can be handled by any physician. We recognize that it’s unusual and we’re happy to provide you with extensive backup.


And finally if there are complications that can’t be managed locally, we can arrange referral to our center to take care of that. I will close there. Thank you.

Dr. Justin Mills:
Okay. All right. Well thank you very much. I appreciate that. Next we’re going to open it for questions so I guess operator we can open it for questions on your end.

Coordinator:
And thank you. If you would like to ask a question now, please press star then 1, star then 1. One moment please.

Dr. Justin Mills:
Well good. Well why we’re waiting for questions I actually did have one question that maybe all of you can answer or anyone can feel free to speak up on this one. You guys had just mentioned a second about the young woman who had the lesions on her face and how it was causing her some mental anguish. We’ve also talked a little bit about PTSD when there are patients in refugee committees or sorry refugee communities. Can anyone or anyone who would like to maybe comment on the mental health aspects of this?
Man:
Of Hansen’s Disease?

Dr. Justin Mills:
Of Hansen’s Disease or a refugee community. I think it’s kind of I have noticed that as an issue that we have all kind of been connecting almost all of our conversation here.

David Scollard:
Yes we didn’t put it in this brief presentation, but we would be the first to tell you that mental anguish is another one of the key features of this disease. Patients are afraid and that’s some times the reason they delay to come in. After they have the diagnosis, they’re often crushed. In some cultures much has been said about cultural sensitivity. This is something that we’re very attuned to because in several major cultures of the world this disease is extremely stigmatized and actually the divulging of the fact that someone in the family has this disease can affect marriages for 25 different members of the family - cousins, and uncles, and so on. So there’s a great deal of mental stress.

What we always emphasize in our case we have a wonderful social worker who talks with patients and families about this and emphasizes to them that in this case it’s simply a disease caused by a germ. They bumped into a germ as she says and they don’t need to feel that they have done something wrong. We have to work with these issues of stigma all the time again not only their families, but often doctors and providers and these are cases.

We had a case last week of a severe situation where extreme stigma was shown by health care providers in a clinic. This is different I think than the situation the others have described where the meant stress often results from abuse or torture or some other situation abroad. Now ours is simply a feature of the disease itself, but it carries a big mental burden.
Alan Curtis Wands:
This is Curt Wands responding to that question as well and I acknowledge the important role we’ve (unintelligible) Survivors International and well as some of the regional recovery centers. This one in Minneapolis, one here in the Bay Area, and there’s various resources around the country but Survivors International, it’s a very important network for that. And remember not to be afraid to treat patients with the SSRIs or other medications that we use frequently for PTSD.

And also remind people as in the case that was mentioned with nighttime nightmares and repetitive memories that people have at nighttime unusual treatments come into play like the alpha blockers (Prexidine) which is not typically used for (anti) mental health illness is really effective for helping with those nighttime nightmares that people tend to get when people tend to live with PTSD.
Dr. Justin Mills:
And is Dr. Kushma, are you still there?

Dr. (Roxalana Kushma):
I am.

Dr. Justin Mills:
You have any comments on this? I know that you’ve also had - you made some comments previously about it. Anything else you would like to add or has it all been said (I guess)?
Dr. (Roxalana Kushma):
All has been said. I (say) because of the smaller scale of the patient (channels), we have not had a recent exposure to leprosy. But I can speak on the depression as well as PTSD in many different settings and many different illnesses sort of present - the PTSD presents itself as this one thing and providers, supportive care, and understanding those symptoms is the key to helping those patients.
Dr. Justin Mills:
All right. Operator, we have any questions on the phone?

Coordinator:
No we have no questions at this time.

Dr. Justin Mills:
Okay. Well I guess if there’s no other questions, I guess we’ll wrap things up here. I guess I’d like to thank all of our presenters today for their time and for their knowledge. It was very, very helpful and I know I learned a lot about this and I hope the people on the other end of the line here have learned something as well. I think we just have one more poll here.

((Crosstalk))

Dr. Justin Mills:
Oh never mind. It’s already up. (Mark)’s already taken care of it. So I guess that’s all we have unless anyone has any more comments, we’ll wrap this up and thanks for participating.

Coordinator:
The conference now is concluded. Again thank you everyone for your participation. All lines may please disconnect. Have a great day.

Woman:
Thank you.

Dr. Justin Mills:
Thank you.

Man:
Thank you.

END

