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MISSION STATEMENT
“The International Learning Activity for Pharmacy students
(iLEAP) was created as a longitudinal project intended to expose
students to international pharmacy, specifically in
resource poor areas globally. This project is a
compilation of various short trips with motivated
students who actively work on interdisciplinary
projects to help the global community in a
sustainable way.”

November 10—13, 2013
Day 1:
 Arrival in Guatemala City
 Travel to San Bernardino, Suchitipequez
 Rendezvous with medical team
Days 2-4:
 Venture to the Mazatenango school
 Establish and provide clinic services

Eleni Catsimalis
PharmD Candidate
2014 (mid-left)
“This mission has given me the
opportunity to help people who do
not have easy access to healthcare
like we do in the U.S. It’s one thing
to send goods to a foreign country
from the comfort of your home than
actually going to that country and
getting physically involved. This
experience has broadened my
horizons in my field and as a
person.”

Sebastian Musa
PharmD Candidate
2014 (mid-right)
“The environment in which you are
born is entirely based on luck and
chance, and I am in one of the
luckiest positions you can be in;
which is something people take for
granted. I want to help people who
were not dealt such a good hand.
The experience of going to
Guatemala has made me want to
contribute to missions as much as I
am able.”

Om Bhatt
PharmD Candidate
2014 (far-right)
“When I had chosen pharmacy as
my profession, I knew that I wanted
to do more than sit and verify
orders. I wanted to make an impact
on healthcare. Most of my
experience has been limited to the
community pharmacy, but when I
was chosen to join a medical
brigade in Guatemala, I knew that I
had my opportunity to leave my
footprint in healthcare.“
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The K’iche People
Eleni Catsimalis

Guatemala is located in Central America, bordering
Mexico, Belize, Honduras and El Salvador. The name
“Guatemala” comes from Indian decent but the meaning
is uncertain.1 People say Guatemala means “land of
trees” or “mountain of vomiting water.”1 The K’iche
people were one of the many indigenous Indians living in
Guatemala. After the Spanish conquest in 1524, the
K’iche population rapidly diminished.2

The K’iche people of today live in the Midwest highlands of Guatemala and speak
the K’iche Mayan or Quiche language. After the conquest, the K’iche people
continue to combine and practice Catholicism with Mayan
traditions.3 The K’iche are agricultural people who
cultivate the land with maize and beans3. Coffee
harvesting is a profitable good for the K’iche families.
During harvest time, children have off from school to help
out in the fields. The K’iche culture is also seen and
preserved through the people’s traditional clothing. The
women wear shirts with colorful knitted skirts.

Many K’iche people fled from Guatemala to Mexico and
America after the Spanish conquest3. The K’iche
history and mythology is conserved in the book Popol
Vuh and is written in the K’iche language.3 Today the
K’iche people preserve their culture by keep speaking
the K’iche language, work in the fields and wear their
vibrant textiles.

The K’iche People
Eleni Catsimalis

With a literacy rate of 75.9%, Guatemala does
have an adequate educational system. However,
this is mainly in engineering sciences and
agriculture. Due to the scarcity of health care
professionals, many indigenous are naïve
towards medication adherence and proper
counseling. Having this in mind, pictures and demonstrations were the appropriate

Both males and females carry long knitted blankets (mantas)
on their backs to carry supplies, harvest and babies. The
people live in simple four wall homes covered with straw or
metal sheets. The people cook on wood fire pits located
outside of their homes. Much of this lifestyle can be attributed
to the public health concerns in this area.
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Om Bhatt & Sebastian Musa
Living in the U.S., we tend to
take for granted some of the
healthcare resources we have
available to us every day.
Everything you need is a click or
finger swipe away. From
hospitals to pharmacies, we are
dependent on technology to
help us carry out our day to day
activities. It is amazing how
some cultures can survive without these
amenities readily available. Needless to say, I
was curious to find out. Our experience in
community pharmacy enables us to adapt in
an ever-changing environments, so when
asked to join on a medical mission in rural
Guatemala as part of an interdisciplinary
team of physicians and dentists, we had no
hesitations. When participating in a medical
brigade in a remote area, you will encounter
challenges both similar and different from

those you would experience in normal
practice at home. We had to manage
multiple language barriers, limited
inventory, environmental factors, and
traveling, among other things. Some of
these obstacles were anticipated, but
some were not.
When our medical team arrived
at the mountainous village, we knew
that we had our work cut out for us. Our
plan was to establish a functional
pharmacy in an elementary school
room adjacent to the rooms where
patients were being seen by providers
and across from the dental clinic. After
registration, patients were sent to the
various treatment areas, and then sent
to the pharmacy with prescriptions as
necessary. Simple enough, but easier
said than done. Our local contact from
Vivamos Mejor, (the healthcare
foundation we affiliated with in
Guatemala,) led us into a dust filled
classroom with minimal lighting which
would become the clinic pharmacy. Due
to the scarcity of clean water, electricity,
and trained healthcare professionals,
we needed several hours of preparation
before any orders could be filled. Our
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Om Bhatt & Sebastian Musa
first task was cleaning,
labeling, and stocking the
pharmacy based on how we
were trained in the U.S. We
organized the medications by
disease states since that was
how our patient assessment
form was printed.
After properly stocking the
shelves, we tried to establish
a workflow just as you would
see in your community
pharmacy. A prescription is
presented, a label is created,
the medication is counted,
and the order is verified. This
was the ideal scenario. We
found ourselves overwhelmed
at times since patients
Started inundating us for
ibuprofen and acetaminophen
after having their teeth pulled.
Even though we were all
feeling frustrated, keeping our
composure was key since the
patients looked to us for help.
One of the most
Obvious and major obstacles

we encountered was patient counseling because the
people we were treating did not speak Spanish but
K’iche’ a Mayan dialect. This is an indigenous
language of Guatemala spoken by almost one
million people, although with low literacy. This
required English to Spanish translators and Spanish
to K’iche’ translators. We had 3 nurses from
Vivamos Mejor who took on any challenge we asked
of them. At first they were shy to engage in patient
counseling since this was not very common in their
culture. However after a few review
sessions, they realized the
importance of patient education. We
trained the translators on counseling
points for the most frequently
dispensed medications such as
acetaminophen, ibuprofen and
amoxicillin so that they would be able
to counsel without us. We tried to
administer the first dose of the
medication while the patient was
present so we could teach the patient
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Om Bhatt & Sebastian Musa
or, in most cases, the parent on
appropriate use. Phrases such as
“after meals” or “for rash only” had to
be explained further in detail which
took time and manpower, resources
that were thin already. The biggest
inventory problem we Encountered
contrary to what we Expected was
with supplies, not Medicine. In
instances where we had to give doses
of 1mL, we did not have a 1mL
syringe to measure, so we had to
estimate using 30mL measuring cups. In theory we could have told the patients the
measurements and have them do this at home. This situation taught us the value of
standards of measurement. For instance, if I said 1 ounce or 1 teaspoon, you could
probably imagine the appropriate size. For the K’iche’ standards of measurement are
most likely based on practical need. Most of the patients we saw (mostly farmers) have
never left their village with limited opportunities for education. To them, a teaspoon and
tablespoon might as well be the same unit of measure because it is very likely that what
they own at home is an instrument resembling a spoon made of metal or wood, most likely
home-made. I knew that giving medications to children was going to be a challenge, but I
did not expect this.
Another issue we faced regarding inventory was dosage forms. We had to give
metronidazole to a child who was not old enough to swallow tablets. In order to compound
a suspension that might be more palatable, we decided to mix the crushed metronidazole
tablets with the grape flavored acetaminophen syrup. Trying to decrease the volume of
the suspension so that the child
wouldn’t have to take so much,
proved to be another challenge.
Another unexpected challenge was
the childproof caps. One of the
nurses had mentioned to us that
they had a hard time teaching the
parents how to open the child-proof
vials. Naively, we told them to
demonstrate for the patients, not
knowing that they too did not
understand how to manipulate the
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bottle. All the suspension bottles we brought came with childproof caps. The local
villagers were unfamiliar with the caps and had difficulty opening the vials. It did
not occur to us that this would be a problem. After several attempts at
demonstrating and their continuous challenges with opening the vials, we
decided to remove the childproof cap of every product that we brought. What
good was dispensing a medication the patients couldn’t take? Since we had a
pre-determined formulary, the providers were aware of the medications available.
However we had no computerized
inventory program that would warn us
when a medication was out of stock. So
we gave daily inventory updates to the
team and discussed alternatives and
backup plans in advance. For example,
when we started to run out of
triamcinolone cream, we had to inform
the team to consider prescribing
hydrocortisone instead. Inventory
management became very important in
this regard. The medical team depended
on us to let them know what we had and
how much we had left. If there was a discrepancy on the prescription order, one
of us would have to disrupt the pharmacy workflow and approach the prescriber
while they were in the middle of seeing a patient. Since we did not have any
telephone communications available, we were put to the test on how we would
manage patient disease states.
Although we faced many challenges during this trip, none were
insurmountable. There was no option to tell our patients that we would need
them to come back the next day. These people traveled great distances, mostly
by foot, in order to seek medical attention. We learned to use our resources
effectively to solve every problem we encountered. This was the most important
skill we had to adapt during our trip.
When summing up this experience in one word, “humbling” comes to mind.
The look of relief and content on each and every patient that we saw was
incredibly rewarding. Knowing that someone out there cares for them like family
was enough for them to feel healthier. Every human has the right to proper
healthcare resources. It was our responsibility to ensure that while we were in
Guatemala, each patient we saw, we treated.
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House Call in the Mountains
Eleni Catsimalis

On the third day of the
mission, I was given the
opportunity to join a
home visit of one of the
patients we had seen
the previous day. The
small team consisted of
two U.S. doctors,
Stephanie and Raul,
Carlos, the coordinator
from Vivamos Mejor, and
a local doctor, one
translator and one
woman from
Guatemala’s Department of Health. We traveled north from the school to a small poor
community. You can see the difference of the area as the streets change from cobble
stones to dirt and rocky roads.
As soon as we arrived, the
translators went inside the house to ask
permission for the doctors to examine her. As
we waited in the car, the doctors explained
that the patient’s blood glucose level was over
500mg/dL during the previous visit, so they
referred her to go to the health clinic for
proper treatment in case she was at risk for
coma. The next morning, the doctors found to
that the patient did not go to the clinic and
they decided to check up on her. The
translators came back and told us she would
see the doctors.
The steps to the house were made of
wood, stone, and dirt. At the top of the stairs,
you can see the layout of the patient’s home.
To the right was a fire pit, in the back was the
house made out of cinder blocks and the
outdoor bathroom. To the left was a shed
where ducks and chickens resided and further
down the shed was a circular heating stove.
As I entered the house, I noticed that the floor
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Eleni Catsimalis
was made of dirt. The house was simply four walls of cinder blocks. there were two
beds, each on one side of the wall. Located on the floor, inches from the patient’s bed,
was the kitchen area filled with pots, bowls, and food. Above the beds, clothing was
hanging from one corner of the house to the other. I could not have guessed the living
conditions of this patient, let alone the
countless patients we were seeing at the
clinic.
Stephanie, one of the doctors, took the
patient’s blood pressure, pulse, and blood
glucose level. The doctor asked why the
patient did not go to the clinic. The
translator explained that the patient went to
the clinic but couldn’t afford the charge for
the visit. The patient’s blood glucose was
over 500mg/dL; she looked fatigued, weak
and older than her age. At this point, the two
doctors and Carlos thought it was important
to get the patient to the hospital right away
(which was further away but free of charge).
Carlos made some phone calls to make
arrangements while the doctors tried to
explain to the patient that she needed to go
to the hospital . The patient said that she
would not go to the hospital because her
husband would not know where she was.
One of the women decided to go find the
husband in the community. When the
husband arrived at the house and the
doctors explained the situation, the couple
decided to go to the hospital with Carlos.
Going on the home visit was a great opportunity to see how some of the people
we were treating were living. It surprised me that the floor was made of dirt and bowls
and food were on the floor, since living conditions in the U.S. are so different. This visit
also allowed me to understand how hard it is to seek medical care in this area. The
clinic was charging around $30 to be seen but since the patient did not have the money
she was not seen by a doctor. Reading about the living situation in resource poor areas
is one thing but when you see it first hand you really learn how to appreciate what you
have.

Snapshots from Abroad
iLeap 7 Team
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Collaborating
Organizations
Various Pictures
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iLeap 7 Team

Our iLEAP team

partnered with The Global
Penicillingirl Project (GPG) on this trip to Guatemala. They are a non-profit
organization founded by Nina Yousefzadeh, a
pharmacist at Mt. Sinai. Their focus is supplying
medications, nutritional supplements, and highly
trained medical and dental care to rural
populations in developing countries. Not only do
they participate in medical brigades to these
underserved areas, but they establish
partnerships with local organizations such as
Vivamos Mejor & Shoulder-2-Shoulder in
One of the organizations we had
worked with was Vivamos Mejor. They are
a non-profit private organization
committed to improving the quality of life
of rural communities. Prior to our
departure from the United States to
Guatemala, we were in constant contact
with Carlos, the local physician in the highlands. With his expertise in
treating the indigenous with modern medicine and our pharmaceutical
resources, we were able to tailor our practice for the locals. Carlos’ teams
efforts in Guatemala are considered the stepping stones in this country’s
battle against healthcare.
More information available at:
www.globalpenicillingirl.org
www.vivasmosmejor.org.gt/vmg

Recognitions
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We would like to thank everyone for their support and
donations to the relief mission in Guatemala. Your contribution has
helped us acquire medical supplies which were distributed among
the underprivileged people in Guatemala. Your generosity was
much appreciated.
We would like to thank Nina Yousefzadeh, Global Penicillin Girl and Vivamos
Mejor for allowing us to be part of the interdisciplinary team aiding in the Guatemala
relief mission. This experience was life changing and we will hold it close to our
hearts.
We would like to thank Dr. Suzanna Gim for giving us the opportunity to learn
about international pharmacy practice and to be part of the pharmacy team for the
Guatemala mission. We also thank Dr. Gim for her time, expertise and dedication to
iLeap. We hope to help her in the future with creating an iLeap organization for
students in Long Island University.

Eric Stackley
Daniela Pizzitola
Nathan Trustman
Matt Anderson
Thomas Dwyer

Travis Reardon
Patrick Campbell
Fernando Gonzalez
Agnes Cha
Tina Zerilli

CVS/Pharmacy©
Vivek Jain
Albert Musa
Drupattie Musa
Stella Badalova

Joseph Lauterborn
Stephanie Pellegrino

LIU: Pharmacy
Classes of
‘14, ‘15, ‘16, ‘17,
faculty and staff.

“In nothing do men more nearly approach
the gods, than in giving health to men.”

-Marcus Tullius Cicero

