SECTION I: ESSENTIAL BACKGROUND INFORMATION
The Community of San Lucas Tolimán
San Lucas Tolimán (SLT) is a municipality of some 25,000 people located on the southern shore of
Lake Atitlán, in highland Guatemala. Its primary crop is coffee and the town is surrounded by a series
of coffee plantations and affiliated villages that fall within the larger municipality of SLT and account
for approximately half of the municipality’s population. The people of SLT are primarily descendants
of the Maya and speak the indigenous language, Kaqchiquel, although most residents speak Spanish as
well. SLT is materially a very poor community with an estimated per capita income of less than $1,500
(US) per year. Most families are engaged in agricultural labor with an average daily wage about $4 per
day.
The visiting medical groups work primarily in the rural communities that run along the main road south
from the main town of SLT. These communities are mostly derived from former coffee plantations
which were purchased and distributed to the workers by the community development program of the
San Lucas Tolimán Catholic Parish (Parroquia in Spanish) which was led by Mons. Gregorio Schaffer
and has engaged in a variety of activities including land distribution, home construction, potable water
system construction, and microeconomic projects over the past 50 years.

General Health Conditions in San Lucas Tolimán
The health problems in SLT directly reflect the poverty of the community. Malnutrition affects the
majority of children. Diarrhea and pneumonia cause widespread suffering and preventable death.
Tuberculosis remains a hidden killer, a cause of chronic lung disease and disability that can affect whole
families over a number of years. Maternal mortality remains high as does early neonatal death. Trauma,
particularly work-related and motor vehicle injuries, is also a major contributor to health problems in
SLT. Children with chronic disorders, such as cerebral palsy, birth defects, and developmental delay
have also emerged as a serious health need. Among adults, diabetes (often without obesity),
hypertension, and a variety of orthopedic problems are common.
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Current Health Programs
The goal of health effort in SLT is to couple broader community development initiatives with health
strategies that will ensure access to high quality preventive and treatment interventions. The health
program has grown substantially over the past few years and now has several components:
The Obras Sociales Mons. Gregorio Schaffer Hospital
This 20 bed facility serves as a primary source of direct health care services for SLT and its rural
communities. It is focused on providing high quality outpatient services and emergency care for urgent
health problems. Approximately 50 patients a day are treated at the Hospital, primarily at its outpatient
clinic. The Hospital is the only health facility receiving all types of patients that is open 24 hours per
day, 7 days a week. Children requiring intravenous and intensive antibiotic therapy are commonly
hospitalized here, as are adults with a variety of chronic disorders. Newborns are delivered at the
Hospital as well. Emergency patients are brought to the Hospital for immediate treatment at all hours
and can either be admitted to the Hospital or transferred to the National Hospital in the departmental
(state) capital, Sololá, for surgery, caesarian sections, or complex interventions.
The Health Promoter Program
In the plantations and villages outside of San Lucas, the best way to ensure the delivery of appropriate
preventive and therapeutic health care has been through the training of local community citizens as
health promoters. This program, known as Tijax (health in Kaqchiquel) now serves 19 communities
and will be expanding into more over the next year.
The promoters are volunteers, most with minimal formal education, but who are nominated by their
home communities based on their capabilities and dedication to community service. The promoters
undergo a challenging three-year weekend training program designed to allow them to continue with
their usual work and home requirements. Among their many responsibilities, the promoters provide
health education, organize village prevention efforts, and evaluate ill or injured patients for basic
treatment or referral to the Parroquial health facility some miles away. The promoters’ system currently
serves approximately 15,000 people in 19 communities, with more communities expected to join the
program as soon as more promoters can be trained.
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The promoters program operates as an integrated initiative of the broader Tijax Rural Health Program,
San Lucas Tolimán and the regional hospital and clinic, Hospital Obras Sociales de Monsignor
Gregorio Schaffer, under the direction of Dr. Rafael Tun and Julio Morales, with primary support from
The Friends of San Lucas (https://www.sanlucasmission.org/).
Traditional Medicine and Mayan Healers
Most patients presenting for consultation will have already consulted a traditional Mayan healer. Often,
traditional healers will rely on herbal and spiritual remedies. Over the past several years, the SLT
Health Program has built bridges with the healers and see them as important, community-based
collaborators in providing comprehensive services to improve health and well-being in the rural
communities. Over the past 6 months, special training and integrative activities have made the
traditional healers an increasingly important resource for the SLT health promoter program.
Young Child Nutrition Program
While the promoters program is a comprehensive community health worker system, it has a special
commitment to improve the health and nutrition of young children. All children under the age of 5
years in the promoter communities are enrolled in a health education and nutrition surveillance
system. This system is designed to prevent nutrition and related health problems before they
occur and intervene when any problems do emerge. Demographic, health, and other relevant
information are collected at enrollment. The promoters visit the family of all enrolled children at least
every 2 months and review each child’s health status and growth measures with parents. These data are
recorded by the community promoters and, with parental permission, entered into a secure,
computerized database.
More than 7,000 children under the age of 5 years have been entered into the nutrition program since the
initiation of the promoter program. Currently, the promoters are monitoring more than 1,500 young
children for evidence of severe or deteriorating nutritional status. When children are identified as being
at serious nutritional risk, the promoters institute a focused set of interventions involving parental
support, education, and supplementary feeding. Micronutrients and anti-parasitic medications are also
provided as are more specialized health services for children with special medical needs, such as
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developmental delay, congenital heart disease, and cancer. An important component of the
supplementation effort is family engagement and education. This is conducted by promoter visits at
least twice per week in which child health and nutrition requirements are discussed. The promoters have
been trained in breastfeeding support, hygiene and nutrition education and utilize a variety of graphics
and visual aids to engage parents and other caretakers. More broadly, the promoters have implemented
a community-wide health and nutrition education program that uses innovative, culturally relevant
methods and materials to engage parents and community leaders in child health and nutrition
improvement efforts.
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SECTION II: PRINCIPLES OF CLINICAL CARE FOR VISITING MEDICAL GROUPS IN
SAN LUCAS TOLIMÁN
The principles of high quality clinical care in San Lucas Tolimán are the same as those of high quality
care in the United States. While the conditions being assessed and the resources available for diagnosis
and therapy are quite different, the thoughtfulness with which diagnoses and therapy are determined and
the dignity with which the encounter is conducted should be no different than those expected in any
high-quality facility in the U.S. Specifically, visiting medical professionals should keep the following
guidelines in mind:
•

Visiting medical groups function as part of the SLT Health Program and work under the
license and supervision of Dr. Rafael Tun, its Medical Director. Program Administrator Julio
Morales and Head Promoter, Vicente Macario are valuable resources and can help address both
clinical and logistical requirements.

•

Visiting medical groups play an important role in providing high quality care to the people
of San Lucas Tolimán. However, unlike many other medical visitor programs around the
world, visiting medical groups in SLT function within an existing Health Program that
includes preventive, outpatient, inpatient, and specialty referral capabilities. Therefore,
clinical services provided by visiting medical groups should be conducted in ways that
strengthen and not weaken the health programs that are functioning in SLT. This requires that
the visiting medical groups understand and incorporate into their practice the relevant Health
Program elements, including the health promoter program and the hospital capabilities. The best
visiting medical groups have helped build local capacity by including the promoters in clinical
teaching efforts and case discussions. In addition, the full incorporation of the promoters into the
visiting groups’ clinical activities also validates the legitimacy of the promoters in the eyes of the
local people.

•

Supervision of students and trainees should conform to the same standards as training
programs in the U.S. Medical students and residents should see patients in SLT with the same
clinical supervision that is expected in the U.S. In general, students and residents may conduct
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initial histories and exams and form a diagnostic and therapeutic plan. However, just as in the
U.S., an attending physician should review this assessment and plan for each patient seen by the
team. An attending physician would be expected to review the case and conduct her own history
and exam as appropriate for the level of the student or resident. The ratio of attending physician
to trainees would also be expected to conform to the same general standards as in a U.S. facility
(approximately 1 attending physician for every 3-5 students or residents, depending on clinical
level).
•

Language, culture and the involvement of promoters to explain conditions or management
plan. Communication across cultural and language barriers can be difficult. Adequate Spanish
capability is essential. One of the most serious errors made by visiting medical groups is
assuming that their Spanish is sufficient to convey important medical information to patients.
Many patients may not be familiar with standard medical regimens or explanations. Many also
have a limited understanding of Spanish and prefer to communicate in Kaqchiquel. All the
health promoters speak Spanish and Kaqchiquel. Therefore, for cases in which there is particular
concern regarding regimen adherence, advising patients or parents on the signs of clinical
worsening, or any other important clinical issue, please ask the health promoters to communicate
your concerns and recommendations in the language of their choosing.

•

If unsure, ask. Dealing with uncertainty is always an important component of high quality,
medical care. However, because of the differences in clinical epidemiology, culture, language,
and level of resources, medical care provided by visiting groups may entail far greater
uncertainty than is usually encountered in U.S. settings. Visiting clinicians should, therefore,
seek guidance from senior health promoters or Dr. Tun at the SLT hospital/clinic. Such
consultation is especially helpful in crafting a management plan for complex or potentially
serious cases.

•

Complex or Costly Subspecialty and Laboratory Follow-up. Visiting medical groups can
sometimes encounter patients requiring subspecialty evaluation, imaging, laboratory testing, or
expensive therapy. While there is a commitment to ensure access to all required care, the
mechanisms by which specialized needs are met are best organized by the local health team. It is
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best to discuss these cases with Dr. Tun or a senior health promoter and develop the follow-up
plan with their input prior to conveying this plan to the patient. It is not helpful for the visiting
groups to convey a complex diagnostic or therapeutic plan directly to the patient without first
discussing the cost and logistical implications with the lead promoters or Dr. Tun. Do not
hesitate to ask the senior promoters or Dr. Tun about how the costs and care requirements can
best be met.
•

Provide constructive feedback. The SLT health program is committed to strengthening its
capacity to meet the health needs of the communities the program serves. A central component
of this commitment is seeking constructive feedback from visiting medical groups. Please take
the time to reflect on your experience working in SLT and convey your impressions and
suggestions to one of the senior promoters or Dr. Tun prior to your departure from SLT or soon
thereafter.
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SECTION III: PREVALENT CLINICAL CONDITIONS: DIAGNOSIS AND MANAGEMENT
The conditions responsible for majority of deaths and serious morbidity include, premature birth, early
neonatal sepsis, young child pneumonia and diarrhea, trauma, adult diabetes, hypertension, and cancer.
In addition, the SLT health program cares for a number of children and adults with relatively rare but
serious chronic conditions, including cerebral palsy, seizure disorders, genetic disorders, and mental
health conditions. Malnutrition is highly prevalent in the SLT communities with approximately 70% of
all children showing evidence of significant stunting (low height for age). The SLT health team has
implemented special programs to deal with many of these health problems. Please ask the promoters
about these programs.
Of special concern for visiting medical groups are relatively common conditions that are far more likely
to have serious consequences in the SLT communities. Although childhood pneumonia and diarrhea
occur frequently in the U.S., they are killers in Guatemala. Therefore, the assessment and management
of these two conditions are worthy of special attention. The following conditions are discussed in
greater detail below:
•

Childhood pneumonia

•

Childhood diarrhea

•

Scabies

•

Management of chronic conditions

Childhood Pneumonia
With the inclusion of neonatal pneumonia, recent estimates indicate that pneumonia is the single largest
contributor to child mortality, accounting for almost 28–34% of all under-5 deaths globally. The World
Health Organization (WHO) has recommended that in low-resource areas of the world any child under 5
years old presenting with fever and tachypnea should be considered as having pneumonia until proven
otherwise. However, many conditions (e.g., dehydration, fever, primary pulmonary processes) readily
precipitate tachypnea in young children. Although studies have shown that the predictive utility of just
fever and tachypnea in diagnosing x-ray proven pneumonia is not particularly strong, the WHO
recommendation represents a conservative approach that respects both the difficulty of diagnosing
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pneumonia in small children and the potentially devastating consequences of missing a diagnosis of
pneumonia in young children.
Some points to remember:
•

Even though pneumococcal and HiB vaccines have become available in Guatemala, their
coverage is NOT sufficiently universal to rule out pneumonia from S. pneumococcus or H.
influenza.

•

You may not hear rales or reduced breath sounds in a young child with pneumonia

•

Cough may not be present in infants with pneumonia

•

Reduced breastfeeding and urine output may reflect respiratory compromise (as well as many
other serious child illnesses)

•

Accurate respiratory rate assessment is important. (Please see chart below)
Normal breathing rates for children
Age
Breaths per minute
Newborn to 6 months
30-60
6 to 12 months
24-30
1 to 5 years
20-30
6 to 12 years
12-20

Referral to the hospital/clinic for possible admission should be considered for a child with a presumptive
diagnosis of pneumonia if:
•

Younger than 1 year of age

•

Grunting, retractions or nasal flaring; O2 Sat

•

Stopped breastfeeding or shows signs of dehydration

•

Any signs of cyanosis or reduced O2 saturation (<92)

•

Lethargy or reduced responsiveness

Management guidelines for childhood pneumonia are presented in the table below. In general, it is
relatively common to prescribe antibiotics empirically for a young child with a diagnosis of pneumonia
in Guatemala, even if it is believed to be viral in nature. It is difficult to differentiate by history and
exam alone between viral and bacterial pneumonia and viral pneumonia may be accompanied by a
secondary bacterial process. Therefore, in SLT, Amoxicillin is generally used for the outpatient
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management of pneumonia in children older than 4 months. Hospitalization is generally routine for
children less than 4 months with a diagnosis of pneumonia and less than 2 years with any signs of
significant respiratory compromise. Inpatient IV therapy is usually Ampicillin and Gentamycin or
Ceftriaxone, depending upon age group.

Initial oral empiric antibiotics for outpatient treatment of
pediatric community-acquired pneumonia
Age group
1 to 6 months
Bacterial (not Chlamydia
trachomatis)
6 months to 5 years

Empiric regimen

Infants < 4-6 months of age with suspected bacterial pneumonia
should be hospitalized

Amoxicillin¶ 90 mg/kg per day in 2 or 3 divided doses (MAX 4 g/day),
OR
Amoxicillin-clavulanate 90 mg/kg per day of the amoxicillin
component in 2 or 3 divided doses (MAX 4 g/day amoxicillin
component), OR
For patients with non-type 1 hypersensitivity to penicillins:
- Cefdinir 14 mg/kg per day in 2 divided doses (MAX 600 mg/day), OR
For patients with type 1 hypersensitivity to penicillins:
- LevofloxacinΔ16 to 20 mg/kg per day in 2 divided doses (MAX 750
mg/day), OR
- Clindamycin 30 to 40 mg/kg per day in 3 or 4 divided doses (MAX
1.8 g/day), OR
- Erythromycin 30 to 50 mg/kg per day in 4 divided doses (MAX 2
g/day as base, 3.2 g/day as ethylsuccinate), OR
- Azithromycin 10 mg/kg on day 1 followed by 5 mg/kg daily for 4
more days (MAX 500 mg on day 1 and 250 mg thereafter), OR
- Clarithromycin 15 mg/kg per day in 2 divided doses (MAX 1 g/day),
OR

10

≥5 years
Amoxicillin¶ 90 mg/kg per day in 2 or 3 divided doses (MAX 4
g/day), OR
For patients with non-type 1 hypersensitivity to penicillins:
- Cefdinir 14 mg/kg per day in 2 divided doses (MAX 600 mg/day), OR
- Cefpodoxime 10 mg/kg per day in 2 divided doses (MAX 400 mg/day), OR
For patients with type 1 hypersensitivity to penicillins:
- LevofloxacinΔ 8 to 10 mg/kg once daily for children 5 to 16 years (MAX 750
mg/day); 750 mg once daily for children ≥16 years
- Clindamycin 30 to 40 mg/kg per day in 3 or 4 divided doses (MAX 1.8 g/day),
OR
- Erythromycin 40 to 50 mg/kg per day in 4 divided doses (MAX 2 g/day as
base, 3.2 g/day as ethyl succinate), OR
- Azithromycin 10 mg/kg on day 1 followed by 5 mg/kg daily for 4 more days
(MAX 500 mg on day 1 and 250 mg thereafter), OR
- Clarithromycin 15 mg/kg per day in 2 divided doses (MAX 1 g/day),
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Diarrhea
Diarrheal disease is the second leading cause of death in children under five years old worldwide. It is
both preventable and treatable. The etiology of diarrhea in children in Guatemala is quite varied.
Among the most common infectious agents are viruses, (including rotavirus), Cryptosporidium, E. coli,
Giardia, Amebas, and Salmonella and Shigella. Soil helminthes, particularly Ascariasis and
Trichuriasis, are also very common but not generally associated with acute diarrhea in children.
In the SLT communities there is no routine way to examine stools for causative organisms. Therefore,
treatment is based on clinical impression and empirical in nature.
The primary focus in assessing a child with diarrhea is the prevention of death from dehydration.
Therefore, a history of frequent watery diarrhea, particularly if associated with repeated vomiting,
reduced fluid intake or urination should be of concern. Signs on exam of dehydration, including dry
mucous membranes, poor skin turgor, sunken fontanelle (in young infant) should also raise the level of
concern. (See Table: WHO guidelines for assessment of dehydration) Children under 2 years of age with
signs of dehydration deserve special scrutiny.
The primary treatment for diarrhea in children is fluid therapy. For outpatient management, oral
rehydration therapy is generally indicated. This should be available as a packet which must be mixed
with clean water. Instructions regarding the mixing, administration, and amount of oral rehydration
fluid to be provided should be given very clearly to the parent. The promoters can be very helpful as it
may prove essential to give these explanations in Kaqchiquel.
Zinc supplementation (20mg per day for 10-14 days) is also an important component of diarrhea
management.
It should be noted that as part of the Young Child Nutrition Program, most children over 2 years
of age in the SLT communities are routinely provided with albendazole every 6 months for
presumed Ascariasis and other soil helminthes.
Referral to the Hospital/Clinic in SLT for intravenous fluid management is common if the child is less
than 1 year of age or there are strong concerns that the parents will not be able to maintain adequate
hydration via oral therapy. Evidence of significant dehydration or concerns that the cadence of fluid
loss would soon put the child at significant risk of dehydration should trigger consideration of a referral
for IV fluids.
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Please Note: Children with acute diarrhea should almost always NOT receive antimotility agents
or antiemetics.
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Acute, watery diarrhea in children – even if due to bacterial organisms -- is generally self-limited
and requires only oral rehydration therapy. However, when diarrhea is chronic or accompanied by
bloody stools, antibiotic therapy may be indicated. Please see the table below for general
recommendations. In SLT, metronidazole is the medication usually prescribed for suspected Giardiasis
or Amebiasis.
The table below outlines the symptoms and suggested treatment regimens for etiologies requiring
antibiotic therapy.
General Guidelines
Diarrhea (Diarrea)
All Etiologies
Etiology
Giardiasis

Amebiasis

Oral Rehydration Therapy
Symptoms
- Nausea, malaise, anorexia
- Persistent infection:
Bloating, foul flatus;
occasionally fatty diarrhea
(steatorrhea)
- No blood or mucus
- Dehydration
- Cramping abdominal pain
- Mild diarrhea develops
gradually over weeks
- Acute amebic rectocolitis:
10-12 stools per day, with
mucus and blood
- Chronic: recurrent cramps
and loose or soft stools
- Children: high fever (1/3 of
cases), severe abdominal pain
- Complications: liver abscess

Treatment
In children 1-5 years
- Metronidazole: 15
mg/kg/day PO every 8 hours
for 5 days
>5 years
- Metronidazole 250mg every
8 hours for 5 days
In children 1-5 years
-Metronidazole: 35-50
mg/kg/day PO every 8 hours
for 7-10 days; or
- Tinidazol: 50 mg/kg/day as
a single dose
>5 years
Metronidazole: 250 PO every
8 hours for 7-10 days;
- Invasive disease:
Iodoquinol: 30-40 mg/kg/day
every 8 hours, for 20 days; or
- Paromomycin: 25-35
mg/kg/day for 5-10 days
- Control measures: hand
washing, boiling water
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Bacterial (Bacteriana)
- E. coli
- Shigellosis
- Salmonellosis
- Cholera

E. coli: differs among
pathotypes:
- ETEC: watery diarrhea
- EIEC: inflammatory colitis,
abdominal pain, fever,
tenesmus, bloody diarrhea
- EPEC
- EHEC: starts watery,
quickly turns into bloody
diarrhea (complication: HUS)
- EAEC: persistent diarrhea
and malnutrition in children
Shigella:
- Severe diarrhea
- Fever
- Dysenteric
Nontyphoid salmonella:
- Acute watery diarrhea
- Often with fever,
occasionally with dysenteric
characteristics
Cholera:
- Acute “rice water” diarrhea
- Dehydrating

Ascariasis

-Asymptomatic
-Non specific
-Vague abdominal pain
-Intermittent, usually mild
diarrhea
-Fever, abdominal distension
-Lung migration: difficulty
breathing, asthma,
angioedema

- Restore hydration
ETEC:
-Azithromycin: 10 mg/kg/day
once a day for 3 days; or
- Ceftriaxone: 50 mg/kg/day
once a day for 3 days
- NO antibiotics in EHEC

Shigellosis:
-Azithromycin: 10 mg/kg/day
once a day for 3 days; or
- Ceftriaxone: 50 mg/kg/day
once a day for 3 days
Nontyphoid salmonella
-None or ceftriaxone 100
mg/kg/day equally divided in
two daily doses for 7-10 days;
or
- Azithromycin: 20
mg/kg/day once a day for 7
days
Cholera:
-Erythromycin: 30 mg/kg/day
every 8 hours for 3 days; or
- Azithromycin 10 mg/kg/day
once a day for 3 days
-Selective treatment for
children >2 years:
-Albendazole 400 mg orally
in a single dose, repeating in
3 weeks if necessary; or
-Mass treatment: Albendazole
400 mg orally in a single dose
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Scabies (Escabiosis o sarna)
Scabies is an itchy, contagious skin disease caused by an infestation by the itch mite, Sarcoptes scabiei.
It is common in low-income communities, particularly in crowded housing in which people share beds.
Scabies is rarely a life-threatening condition; however, it is very common in the SLT communities. It is
included here because many U.S. medical groups have had little experience with scabies and seek
guidance regarding its clinical presentation and management.
The rash associated with scabies can take on a variety of manifestations, however, it is almost always
itchy and usually is characterized by reddened papules that may or may not be arranged in a line. With
heavy infestations, some patients develop scaly patches (Norwegian scabies) in the affected area which
may resemble eczema.
Treatment has 3 components:
1) Eradication of the mites from the skin; See Table Below.
The promoter program generally utilizes Benzyl Benzoate as a scabies treatment, primarily
because of relatively low cost and wide availability in Guatemala. Retreatment may be
necessary if symptoms persist or reappear in 2-4 weeks. Oral ivermectin is also effective but
may not be available.
2) Eradication of the mites from bedding and clothing; The scabies mites cannot survive for
more than 48-72 hours away from human skin. Washing in hot water and drying in sun can
be effective. However, hot water requires the use of fuel, usually firewood, which can be
expensive. Hanging bedding and clothing in sun for 2-3 days may be sufficient. However,
noninfested, alternative clothes or bedding may not be available for some families.
3) Anti-itching medication; for some patients, an oral antipruritic medication may be required.
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Symptoms
Intense nocturnal
pruritus
Usual distribution:
skin folds, axillae,
interdigital web
spaces, thighs,
elbows, genitalia,
buttocks;
Lesions in varying
stages: vesicles,
papules, linear or
curvy borrows,
crusty lesions

Treatment
Personal and family hygienic measures (wash clothing and bedding)
Children >2 months:
- Permethrin cream (5%): apply to all areas of the body from the neck down.
Washed off after 8-14 hours. (Head to toe in infants)
- Repeat treatment in 7 to 10 days; or
- Benzyl benzoate lotion (10%-12.5%): apply to all areas of the body from
neck down, every 24 hours for 5 days.

Secondary bacterial infection (impetigo) (usually staph):
- Triple antibiotic ointment may not be effective
- Dicloxacillin or Cephalexin oral therapy
Pruritus:
- Topical corticosteroid
- For children > 5 years: Oral antihistamines
-

Source: http://salud.uncomo.com/articulo/como-tratar-la-sarna-sarcoptica-enpersonas-1729.html
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Management of Chronic Conditions
The SLT Health Program is directed at providing sustained care for patients with serious chronic
illnesses, including diabetes, hypertension, and rheumatoid arthritis. The Program has initiated new
efforts to provide a standardized approach that incorporates physician assessment and treatment
protocols with community-based health promoter monitoring and treatment adjustments and referral
when needed.
Visiting medical groups, therefore, should attempt to make diagnostic and treatment decisions in
coordination with SLT Health Program strategies and personnel. Visiting medical clinicians can
have important diagnostic insights and make constructive recommendations for alterations in therapy
and this input is strongly encouraged. This input is most useful when integrated into the long-term plan
for the patient, a plan that will be carried out and monitored by the SLT Health Program.
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