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It-;-rnDDUCTION 

The Gua.-:! Health Plan or Health Systems Plan .•... (GHP or HSP) 

of the Guam Health Planning and Development Agency •... , (GHPDA) 

l'lhat does it Illean to you, 

as a citizen of Guam? as a health provider? 

~ ... '. 

-

The Guam Health Plan - or GHP - is a five-year plan for improving the health 

of the residents of Guam. It 1o1as developed by local residents. both consumers 

and providers. This ''Plan SurmtaIy Guide" has been prepared to tell you ab'out 

the Guam Health Plan. The Guide contains highlights of the service cOillponents 
. . 

of the Plan, background information about the Guam Health Planning and . ' 

Development Agency, an~:infoimation about hm'l the Plan \>"as developed. The 

Guide is not intended to be a subs~i1:ute for the Plan, itself. but rather,an 

introduction to it and a summary of \;hat it contains. 

, 

After you have read this Guide. if you \,'Quld like' additional infomation, \-:e 

encourage you to refer to the entire Guam Health Plan ',document. Copies of 

the GHP are available for public inspection at the GHPDA office at Suite ZOS 

GCIC Bldg., Agana. Guam. The telephone numbers are 472-6831 or 472-6S32. 

Residents can also inspect the Plan at the Department of Public Health and 

Social Services, l,langilao. Nieves Flores folemorial Library and Guam l·!emorial 

Hospital. 

The overall purpose of the GHP is to provide a basis for developing a stronger 

more economic and efficient health delivery system. In de\"eloping this GHP. 

the GHPDA has been guided br national and state goals. objectives. regulations. ,\ 
I. :) 
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, and planning priori ties. Using these as a base> the Council members ,,"(Irking 

ldth the GHPD.II. adopted goals for the Plan ,·:hich localized these national and 

state policies. In other l,ords, they established goals "tlich responded to •. 

the needs of the people of Guam, lihile still being consistent Idth national 

and State policies. 

• 

.- . 
It is important to note that tlle goals i.1' the Guam Health Plan are also '-

-
direct;Ly related to reducing present and future increases in health care costs 

This is accCl!lpHslied ill 2. variety of l,-ayS. For eY2iiIple, some goals address 
. 

a desired number o~ health care resources. If the existing resources in our 

area are greater t.;an the .desired =ber. then objectives may be aimed at 

reducing these excess' resources. In tlrls. liaY. the continued maintenance of 

'unneeded resources does 'not cOntribute to the total cost: of health care. ) . 
Another example is ~at some goals may emphasize the need for less costly 

alternatives to inpatient care. Also. there are goals l~hich focus on health 
.. 

promotion and the prevention of illness as other ,·rays of containing or reducing 

health care costs. 

The purpose of all th~ goals·.:in the Guam Health Plan is to help create a 

health system :in "hicn health facilities and seriices are matched to the . 

needs of the local population in the most effective ai'ld efficient manner possible • 

. "\ . :) .. ' 



'l\11<\T IS TIlE GUA.\1 HEAL1H PIJu'\1'!II\G "'\1) DEVELOP~IENT AGE~cr? 

) The Guam Health Planning and Development Agency is a G01.'"enm:ent of Gua'll Agency 

established under authority of Public La\~ and is designated to implement a 
• 

federal lali -- Public Lali 93-641. l,hich is kncr.m as the r~ea1th Planning and ~ " 
~ 

Resources Development Act of 1974. This Lali established State Health Planhin~ 

and Development Agencies and Health Sr.stems Agencies throughout the entire 

country. and made them responsible for health planning and for the development· 

of health resources in the areas " they serve. There are over 200 HSAs in the 

United States and. 1536 agencies of l~hich Guam is one. 

One of the most important features of P.L. 93-641 is that "it gives local 

citizens. the opport:tmj.ty to l-lork together to plan for their Olm health care. . . 
GHPDA is assisted in 'its 1iork .bY the Guam Health Coordinating Council members. 

" . .. " 

) made up of area residents liho serve as Council meinbers upon appointInent hy the 

) 

Governor. These citizens represent the social. econowic. linguistic. racial 

and geographic populations of the population. A majority of these citizens 

(60%) ' are health care "consumers". and the remainder are "prodders·· of health 

care. 

The Gua'll Health Planni,ng and Development Agency l,:as designated by th~ United 

States Department of Health. Education and Welfare cm1EW) on August 1. 1976. 

It is the health planning agency for the Territory of Guam. l\ldch is considered as 

a "Health Service Area. This area of some 212 square miles contains a population 

of some 100.000 persons. The area served by the Territory ranges from the 
" " 

urban concentration of villages like Dededo to rural areas like ~:erizo. 

The!e is more infonnation about the GHPDA -- hmi it is organized. "hat its 
\ 

responsibilities are. and hOl~ it operates -- ldthin the complete Health Systems ' ) .. 
Plan. 

" . 



\I'I-L<\T IS 11-m HE.tII.TH SYS"lB1S PL.L'uW 

The GU::IIII Health Plan is the Territorial plan for improving health care 

in Guam over the next fi.ve years. It analyzes the delivery of health 
" 

care services in the Territory. points out the long-range health needs of our' 

citizens. and establishes goals and objectives to meet those needs. It ldll 

be used to help plan for the delivery of health care in this area for the next- -

five years. 

The objectives of the GHP are: 

1. To identify the health ne~ ~f our citizens; 

2. To help co~inate ~e deli)rery.·: of health sen:ices to meet 

those needs; ~ 
.. 

3. To help make health care available for all Citizens; and ' 

4. To help control the mounting cost of health care • 

. ' 
The Plan is used as the bas~s for the .Annual Implementation Plan (AlP). ~e 

. . 

AlP contains' those goals and objectives derived .from the GHP that "ere selected . . 

as having the highest priority for implementatio~ lvitbin the first year. 

In addition. the Plan ldll serve as the guiding document for the GHPDA to 

follm~ in-carrying out its programs and activities. For example. the Plan 

provides guidelines for the GHPDA to use l.;hen it re1.'iel.os applications for l"hat 

is mOlm as "Certificate of Need". Under local lal';. all hospitals and other _ 

health facilities must file applications. called Certificate of Need applications. 

"hen they \~ant to start nel' ser1.'ices. increase or change existing services. or 

.. 
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bur ne\~ equipment ',hich costs over $50,000. TIle GHPDA is authorized by 

I P.L. 14- 150 to reviel'/ all Certificate of Need applications ,dthin the Territory, . 

and to recommend that they be approved or disapproved_ Once the Guam Health < 

Plan is approved by the federal government, the guidelines in the Plan ,·;ill b~ 
-

used in this reviel1 process. The guidelines ''''ill also be used "hen the GI-IPDA 

re\'iel~5applications for federal funds for health projects idthln the' Terri.tort_·_ 

• 

. . 

\ 

.- . 



) 
HOI~ l~AS TIlE HEALTH SYSTENS PL:,\:'1 DEVELOPED? 

The creation of a Guam Health Plan is the most important activity of CJIPDA < 

during its first tI,o years. It has been the focus of the Agency's' activities ~ 
-for "ell over three years. The Plan Development CO:mlittee, ,~hich is one of a " 

number of standing coimni ttees of GHPDA" has the overall responsibility for 
• 

developing the GHP. Like the other Guam Health Coordinating Council committees, 
". -~ 

the Plan Development Committee is made ';IP of local citizens. both consumers and 

providers. In fact. local consumers and providers ~e been involved at evezy 

stage in the process· of puttmg together the Plan. 

As an example -- to ~re c~ty participation in the devleoprr:ent of the 
~ . 

GHP. the Plan Development COIIIilIittee appointed study and/or special groups, ',hich .. 
) \~ere made up of local c~umers and providers ,dth special interests and 

expertise. These study groups 'nIl help develop the service components in the 

Plan in the coming years. These reports ,dll be revieb:ed by our local providers 
". . 

and interested individuals. They'1ill also be reviel,ed.by the r-fI.lnicipal 

Plamrl,ng Councils. niese draft reports ,.-ill need to b~ revised many times. based 

on the comments received from such local residents. 
> 

All these revised reports ,dll be put together into the Guam Health Plan 

thrOughout the years. and ldll be released for public revie,,,... Then. the entire 

c~ty ,.ill be asked to cOilll1lent on the· Plan by reviet.-ing it and by attending 

Public Hearings; " : I"ri"~~der to make sure that all interested citizens have the 
. : -

opportunity to participate. many Public Hearj:ngs on the Plan "ill, be held at 

u 

." .. " ." .... 

) convenient locations throughout the Territory. This year it Kill be neld bett,een March3 

and April 12. 1979. In addition to the Public Hearings. members· of the public 



• 

) 
are encouraged to submit ,\'rittcn c001lments about the ClIP. 

All COTmlents r~ceived ::it the Hearings and in ",i ting "ill then be redcI,ed < 0 

by the GHCC and the Plan Development Co;nmittee. and final revisions \.-Ill be • 

made in the Plan document. The final revised Health Systems Plan ,dll 

then be further revie\~ed by the GH:C and approved by '- the G:'-ICC in April 1979. and 

fon.-arded to the Govern~r and to Region IX of the U.S. Department of Health. 

Education and l'relfare. 

" . 
• 
• 
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1\'I-IA1" IS IKCLUDED IN TIlE HEAL1H SYSTENS PL.l\.'\? , 
As you can see frem looldng at the Table of Contents, the GIIP is a long and 

comprehensive document. It is divided into ten chapters, and several of the 

chapters are subdivided into sections. This is the first Guam Health Plan 

• 

-< 

of the Guam Health Planning and Development Agency. It is just the begirming: •.• 

. As the planning process continues over the next five years» the Guam Health ._ .... 

Plan ldli be revised and updat~ every year. It '>'ill be ell.-panded. to include 

aspects of the health care system l.;hich are not in this first Plan such as 

additional health services and the development of the medicaJ. facilities 

plan portion • . 

• 

• 
• 
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DESCRIPTIoo. C:;: 7.rIE HEl'.LTrI SERVICES pL.!\.m~I~G JUtEi'. 

• EXemog,raphic Over,,-i e.·; 

lis overvie~'7 descrili-es tfu~ pLevalent ~~:--"phic and socio-econo-
LC conditions in G'",,!;C_ Hath· the h.a=.l-f:tt DR ::;uarn resident and the 
~livery of· health care s=:ices a~·~ by the structure 'and 
)cial and economic cam"'jition of the r-: ~ """"'; :m_ Tne nU!I'l:lers and 
:oportions 'of males i!!d·:Eemal.es, the- "'::':"' ~~ ~ ' :::=oup distribution,- \ ._ 
1e age distributio"', a!lIdi. the migraH ,..,.., patobz#ns of the population 
:e information tha~ .is tl'ti]ized in: phnmjl'T,S" a health care delivery --_ 
ire delivery systSll. mich, is resp0!l&tre f:c the needs of the people_ 
iditional. info:rmati= sw:It. as medi2-"" frriTy income, percent of fam­
Lies'below the pov~ ].e:~, and me unem.pl.oyment rate can also 
~ used in deterp!ini;pg 1I:ilie rr-ea for healfu services_ . 

~e information for ~ sec~n is extracted primarily from Bureau 
f planning & other gow.=ent data"~ There·'are ,sOll'.e limitations In' 
sing this data,. but-1ts cuezall con9istency in presenting a Terr­
toral overvie~., far ~ejsas the drawbacks of using old estimates 
tlich are questional:l1Le_ \W'e-n consistent information is ,available, 
ow-ever, more recent eSl:.i=t:es are included_ Whenever possible, 
ational., and Guam hedt:i:J. sex:cice area statistics are compared._ Fur­
) er review and analysis of ~s information as it relates to the 
eal th system is prescn:tea in. other sections of this document_ Add­
tional detailed inf.oJl:'i'1'at';;c1l: describing the demography of the island 
s a health service are.a c:a;:a be found i!;l the Guam Health Systems 
'lan CGHP) of the Guam ReaJ;~ Planning and Development Ag~.cy_ 

Delineation of th- p~~ Area· 
uam'is situ~ted be~~-=~n Bozolulu and the Philippines and is some 
,,000 miles from San F.rancisco, 1,600 miles from' Nanila, 1,550 from 
'okyo & 3,700 miles ,fram HaH~ii _ 

:uam is divided into 19 villages but is 'considered as one health 
:ervice area_ This area contains one civilian acute care hospital 
:acility & a number of village -health centers & 2 areat·/ide health 
:aci1ities under the auspices of the Department of Public Health & 
;ocial Services_ The ISland covers some 212 square miles with a 
)opulation dem;;ity of persons per square mile_ 

3_ General population Characteristics 
rhe total popUlation of Guam as of 1979 t.,as 87,205 (civilian only') 
.,ith an estimated military & military dependents. Of Guam's ' 
Tillages some are considered rural like Nerizo & umatac in the 
iouthern area_ Areas having urban populatio;ts are as follm'Is: 

dedo, Barrigada & Tamuning_ The median age in 1975 \·las 18 _9 years 
shm-:ing the island to be a relativity young population_ In the U_S_ 
the . average median age is 28_1 years_ Bett.,een April 1970 
& Sept_ 1975, the civilian popUlation increased from 64,510 to 
76,089 for an annual grot'7th the rate of 3_4 percent. Hore then 50_7% 
:>f the population increase:l betHeen 1970-1975 Here attributed to net 

'"'- -~ 
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) 
r::igration. 

, . 
~m's sex dist~ibu~~ 2s ~~st evenly distributed except for the 
O:lpS 5-19, 45-54 .. bIT-54. T.,ere Here more males in these age 7 

onps. Beb;een the ages of 20-24, 30-44 & 65 and older, t:'lere \Y'ere_ 
re females. In t~s of ethnic groups, 55.% of the population in . 
75. \'Tere Chamorros .. lS\!;: we:..-e F.il:ip.inos Eo 9% were Caucasians. 

. '. 

........ 

r purposes of healm p!annL"tg', the population has been further:, ~. 
bdivided to emphasi.ze specific age characteristics: under 1 year-=-. 
(preschool), 5-19 yea....1""S {school age), 20-44 and 45-64 (uorking ager·· 

.d 55 years and over (elCferI.y). The population h:reakdo\,;n for 1975 
'. age. group ShO\'lS t:li!at 12.5% of t.ile tota.l popu1.ation is under 1-4 
,ars of,age; 5-19; 39.4~ 20-44; 31.0%, ~5-54; 13.7~ and 3.0% is 
years and over. 

General Social ana Eco~omyc Characteristic ' 
.cio-economic statisti= pJ:ovide many indicato:;:s of an iridh'idu."l's 
)il:ity to maintain ~;;~~ health ahd to finance personal health 
lre. The 'foll~Y'ing s~-iaJ.and economic characteristics should, 
lerefore, be considered in- health planning activities. . . 
'~ome is one of the ao:n'n""nt factors in obtaini..-'l.g health care. It 
leds to be further examined :in the future. The mean family (four 
~rsons) income for Guam ~l! 1976 is $15,870 as. compared to the nat­
)nal figure of '15,S7p • . l3~ of the population 16 years and above ' 
~ve completed a~Jleast 4 years of college, ll~ have completed high 
=hool and 16\ have corople~ elementary schoo2ing and 8% either the . 
th or 8th grade. Some 2,166' f~oilies are receiving.public assistance. 
ublic assistance income includes cash receipts of payments made un­
er the follot·ling public assistance programs: aid to families ,~ith 
ependent children, old ase assistance programs, aid to the blind, 
nd aid to the permanently a.lld totally disabled. Separate payments 
eceived for hospital or other medical care are excluded from this 
ncome. Nationally, 5.3% of all fa.'1Iilies in, 1970 \Y'ere receiving' 
ublic 'Y'elfare/assistance income. T"nere are 32 .. 600 employees on the 
.ayroll as of Sept. 1977; 55% are ~.mployea ,'l?y the ,private sectrSr; 
:0% by the federal ,government & 25% by the local government. 

, ... Demographic Summary 
:he general population and socio-economic charateristics greatly in-· 
:luence the health status of Guam resident and affect the delivery 
)f health care. 

~ge is one .of the characteristics\'lhich can be used to predict health 
.tatus and judge the need for health services. In general, older 

ople are ·l.ess healthy and tend to utilize he.l.lth services' .. more 
requently than younger ones. In areas "There there is a high jP.!.mi­

Jration of retired persons or high outmigration of young people, 
there are l.ikely to be high death rates, greater prevalence of chronic 
:onditions, and greater utilization of health services, especially • 
Long-term care services. 

.>. 
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1 • h T ".;: • 1 ' ~- h" •. ~~ ., c' ~ 1 ' },:4 '."!:: :!;:;::; n y, .. -1 er.c a POj?u_Q:L...-4:.:ln ~.r:C_UCn ... ~ a ~g!\ prop :; !:" -:':'~"'OL~ o~ n ..... _a.ren, ,.. 
:! :.-J is likely " to b:: z g,reil:ter incide nce of ~cutc 01: shor-t-terl. a',," 

:!iIi-cions, as chil6::e::r,. ace- part.icular1y subjecc to ~j::'i?er respira-cory 
--)o:1i ciuns and con ta~:t~TS: cr_fueases. '-]here there is a high pro-
" t ion of "lO;nen of d':d;-M'bearing age, birth rates \-;111 be relatively 
'j~'~r ,-lith an acco::!paqing:- need for more pre and post-natal care, 
-.t; ;:,-cric units in hos!?,i_t:a.ls .. t'lell-baby services, - and il;>.!l;u<!i:wtion • 

~ogrw-:\S ... 

nth rates are different: far different racial groups, for r.ten and 
.m~n, and for people Li~Ln~ in cities a s o~?osed to rural areas. 
e kinds of illnesses and aisabilitias ~= -he needs for curative 
.cl preventive care for: eecD: of tiles=. p'"'::,c:2.=:.:::ion groups also t~nd 
. be different. 
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A MODEL SHOWING THE RELA TrONSHIP 

OF THE HEAL 1H FIELD CONCEPT TO HEALTH STATUS 

. 
HUMAN 

UF&-STYv= 
'BIOLOGY 

EI'MRONMENT 
. . 

. 

. . . 
. ~ . . . ' . . . . . , . . . . 

HEALTH 
. . . 

. , . · STATUS . . · . . . · . • . . . . 
~ 

. • . 
-~ -. 

- · . . 
• y 

. 
HEALTH . . . 

CARE 
· 

. . 

Source: c. B. Hil~ and J. 1-1. Romeiler: "H~t:h statistics in 
Canada," paper presented at t:he society for 
Bpidemiolosical Research, Toronto, Ont:ario, June lB, 1975. 
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HEALTII STAlUS 

• 
,,' 

Since the emergence of "scientific" medicine some one hundred years ago. 
society has tended to define healtb in terms of its negative correlaries-­
disease and illness. Problems of health have. as a consequence. been vie\;ed as 
physical and/or mental conditions requiring medical inten'ention. Although 
infectious diseases of decades past have been all but eliminated by vaccines . 
and antibiotics and. hence. suppfanted in importance by chronic conditions. .­
\,e have continued to seek solutions through medical intervention. By and 
large. the chronic conditions have proven highly resistant to these efforts. -
despite ever increasing investments in m...'·cUcal research and. technolog)·. 

. . 
ToClay there is a grOldng realization that a definition of human health 
rooted solely in its negative implications is inadequate. There is. 
therefore. a grOl~ing interest in defining health in positive tem.s; to 
define \~hat health is as opposed to \Ilhat it is not; to seek solutions l;hich 
aims at the piomotion of health. not merely the eradication of illnes.s. 

One effort to classify the divergent factors affecting lwman health is the 
"Health Field Concept" devised by l-Iarch Lalonde. According to Lalonde 
this conceptual model" .... emfisages that the health field can be broken up 
into four broad elements·: Human Biology. Environment. Lifestyle. and 
Health Care Organization." . 

Human BiolO~ - includes all aspects of health. both 
pfiysl.cal an mental \,hich are develop~d \dthin the hlb11aJ1 body 
as a consequence of the basic biology of man and. the organic 
makeup of the individual.·· This element includes the genetic 
inheritance of the individual. the processes of Dlaturation and 
aging. and the many complex internal systems in the body. Stich as 
skeletal. nervous. muscular. cardiovascular. endocrine. digestive 

"and so on. 

Envirorunent - includes all those matters related to health l;hieh 
are external to the human body and over \,hiCh the individual 
has little or no control . 

. Lifes~e - consists of the aggregation of decisions by individuals 
\,hich fect their health and over "bich they more or less have 
contro1. 

Health Care Organiz.ation - consists of the quantity. quality. arrange­
ment. nature. and relationships of people and resources in the 
provision of health care. It includes medical practice. nursing. 
hospitals. nursing homes. medical drugs. public and cOilJlll.Ulity health 
care services. ambulances. dental treatr.:ent and other health sen·ices 
such as optometry and c11iropractics. 

1 



The Health Field Concept prO\-ides a simple frruneh-ork for describing. analyzing 
I and reporting co;mnmity health status problems. Furthermore. analysis in 

terms of the Health Field Concept suggests that solutions to Gua;n's priority 
health problems must be sought not only through medical inten-ention. but also · 
through social reforms. environmental action. health system monitoring. and 
individual lifestyle decisions. • 

The specific health status problems to be 2.ddressed in the Guam Health Plan 
are: 

1. Infant t·!ortali ty • 

2. Accidents 

3. Cblxmic Disease inclusive of cardiovascular 
disease. cancer. cerebrovascular, PJ.S/PD. 
cirrhosis ·of the liver and diabetes mellitus 

4: Infectious Diseases Problems 

S. Dental Health Problems 

6. Suicide 
• 

7. Drug Abuse and:AlC~£Ol Abuse I' 

A detailed analyses of health status problems is found in the Health Status 
Section of the Guam Health Plan. Thus this section ,.,ill only attempt to 
highlight the major health status problems. The health status problems 
ove:rvi.a<l '-Ihich follO\<ls suffers the traditionall,-emlmess in that most of 
the data currently available continues to be related to medical conditions 
and negative health (Le .• illness and death) measures. llhat information 
does exist concerning the social and behavioral aspects· of health (both 
positive and negative) pertains mostly to the nation as a "hole. Thus, at 
.present, '-Ie can only infer "hat health related perceptions 2nd practices 
exist among the various elements of Guam's population as ,~ell as t.l-te social 
conditions l-lhich promote or inhibit such health related phenomena. Hopefully, 
time and . effort '-rill bring about changes in this ·situation. allOl.i.ng us to 
more adequately plan for and promote the health and "ell-being of all Guam 
residents. 

-~ 
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LEADING CAUSES 01" DEATHS ON GUAM 

1925 

CAUSE NUMBER 

BACILLARY DYSENTERY 32 

TUBERCULOSIS 13 

TYPHOID FEVER 8 

HOOKWORM 
, 

2 
. , 

ASCARIASIS 2 

MEASLES . . ' 1 

RATE 

1.92 

0.78 

0-48 

0,12 
, 

0,06 

0,06 
, 

, PERITONITIS , - ,- o.6S --. - - 1 '" 

. .. -:': '.;~:': '. ' 
~. ." . 

.' 
, ~ 

- .- ' . . . 

, 

- , 

: ':TarAli DEATHS 
_ .. .. , - , 
97 

, . 

TOTAL POPULATION 

• 
• 

16,648 

l.EADlNG CAUSES OF DEATIiS ON GUA~\ 

i960 
, 

. , 

, . , 
583 
, 

, 
' . -0:- , , , 

CAUSE ' ,NUM3ER .. ... ' .. . , - .... , , 

\SES 0:: 'THE H:ART AND ARTERIES 
, 

61 

\SES OF EARlY' IllFANCY AND PREMAnr::tSfY uNClJAUFIa> 
, 

37 

IMONIA AND ortl:::R DISEASES 0:= 'THE RESf'Ii'lAiO?Y SYSTEr.\ 30 
. 

)ENTS ClTllER 'THAN MOlUR VEHICLE 29 

:ULAR LESIONS OF THE CNS 16 

OTHER DISEASES 0:: THE Cf'lS AND SENSE ~NS * 17 

GNANT NEOPLASMS 15 
. 

a VEHICLE ~CIDENTS . 14 

!kCULOSIS. PULMONA!~Y 10 

NGITIS. NON-MENINGOCOCCAL 6 

\L DEATHS . 351 

,L · POPULATION 
. 

' 67.00 .. . 
'RIMARILY AMOYTROP/iIC LATERAL SCLEROSIS- PA?'!CIN5::NISM D::MENTIA 

, ' 

.' 

• = : 

.' 
, " 

.. 

: 

- " . , • RATE . . . -_ . 
0,91 

0-" 
0.45 , 

0.43 
, 

,0-27 

0.25 

.. 0.22 

0.21 

0 .15 I 
0.09 I 
524) --l 

, . .,- ." ~ ~. I . . 
, 



HEAL11I SfA1US PROBLBIS 

L. Infant l·l::JrtaliLy 

• 

AltJlOUgh Guara's infant mortality rate has steadily declined since 11174. 

t:o a rate in 1977 of 14 iru2.Tlt deaths per 1000 Ih'e births, tbis 

rate is still short by 2 per 1000 of the national goal of 12 infmt , 

deaths per 1000 live birLhs. On G'.1aJn. 75% of these deaths are in 
: 

"the first 28 ~ays of lif~. Additionally. half of .the Imlnicip~lities .' , 

have unacceptable' infmt mortality :r:ates greater than 20 p~r 1000. 

inc:luding: Inarajan. Uil'.atac. Santa Ri~a. Agat. Dec1edo. Ag,2.Tla Heights" 

}.iangi120" Sinajana" 2nd Yona • 

• 

2. . Fetal Deaths 
.. 

In the period 1971-1975" an 2xerage of ,42.3 fetal deaths "ere 
, , 

recorded. liliile the average :fetal deat11 ratio= \,'as 14.1. minir.:-.liil 

levels of 12.2. 11:1> and 10.1 \,ere recorded. ,for 1971" 1972 and 1973. 

III 1977" 27% of all fetal deaths "ere du~ to '2J1oxia. l.;bile another 17% - - , 

\,ere due to prematurity and , still-bOTl1'causes. Si.xty three percent: 

(63%) of fe1;al deaths occur in P!egn2J1cies of 27 l'eeKs or less 
• 

gestation. 

3. Congenital.Anomaly 

In 1977. the cle,lth l-atc clue to congenital an:r.m.lie!.< \,"2> 0.12 per 1000 

population; an m-erage of 0.14/1GOo ho\,e\·cr. \,2.> in cddrncl" for the ,: 

period 1971-1977. r.I:tking cO>1genital anoalaly tJle elCyent.'l ranking. cal1~e 



4. 

. _.- . __ . . _.- - .---.... -- .... --:--:-::-:=-:::-:::--,.-­- - ~ - .. - --- - -- -.-- ---

of de~lth on Cua'll. Of ,Ill inf,t1lt c1c<lths in 1977 (411). 1&.2~ \·:~re vue 

to conr:enit<ll ano:1!alics. "'In 1973, the death rate per 1000 poyu1atIon 

aged 1-/1 for tl1t~ u.s. "as 0.096.) 

Diseases of Early Infa.!19' and Childhooj 

Deaths due to diseases of early infancy ran.~ed 5th on G:l2ll! in the 

period 1971-1977, for an average rate of 0.42 deaths per 1000 

populatio;t or 7 percent (7%) of all deaths. Hm.ever. :i!l1977. the 

average death.rate lias 0.23 per 1000 po~ation_ Diseases of early 

infancy have T2n"ked as the ~ird 2n::1 fourth leading cause of death 

in Gualil for 1974-1976. taking 95. 9%. and 6% ~f all deaths :in 

"those years • . . 

• 
• 

Contributing Problem: Lo;" average birth \.:eight has. pee."'l liriked to 

a nlL"l!ber of infant diseases 2Il:1. co;nplications_ Lo;, average birth 

,,:eights have been recorde(l pa:rtiCuiarly' a;;:o~g native GtlasOl2.."'li<ms 

(Chcunorros) and has bee;t liriked to nutritional deficit an:! lack of 

proper prenatal care. For tIle years 1965-1967» the median· hirth 

\{eight of 1h'e-born Guaillan~an infarits I,as 6 pounds 15' ounces. compared 

fo 7_poimds 4 ounces for ~.:!5.:.·.~!!I~b.2E!1~)ilfant. 

• 

- . 

, -
?~ _.-

• 

,. 

,. 
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s. Otitis Nedia 

6. 

GOAL I 

..... 

In a 1966 screening sample of school · aged children. 17% l·:cre found 

to have hearing irnpain::ents. and sot; of those l,ere due to otitis media. 

Since 1973. hlUldreds of children have been diagnosed as suffering 

from heating lo~s by the Hearing and Speech Center. A study in 1970 : 

indicat~ that hearing lo~s·is four tiw~s as frequent ~~ong Guamanian 

school children as for U.S. school children. The problem appears 

to be particular acute ~"ong children of large families (S or more 

siblings). 

•• 
Salmonellosis ~ 

Of all Salmonella infections recorded in 1977 (a total oE 89). 

4S~ occUrred among inf~,ts ::ged 1 year or less. 

. , 

Reduce infant mortality and morbidity. ldth particl.llar attention 

to reduction in village differrentials. neonatal complications. 

and certain diseases of early infanC}· "ith a high inciden~e ~~ong 

Guam's population. 

-, . 

1 
, ' \ 



GO.\L II. ACCIDS\;l"S PROllL};,'i SfATli'iEXT S 

1. ALL ACCIDE,\l"S 

• 
For all accidents. the U.S. a\'erage mortalit}· rate for 1970-1975 .... 

"Ias 0.47 per 1000. For Guar.! in, the period 1972-1976. this Tatc 

'1~ .0.85/1000 population.;' almost doubled the U.S. average. 

2. l-UIOR VEHICLE . 

For the period 1970-1975. the average mortality rate for motor vehicle . . 
accidents in the U.S. l(as 0.20/1000 population. \.;hereas. for Guam 

the average:for 1972-197.6 "as ~oub1ed this 0.44/1000. For the 

period ,1971-1977. m.otor vehicle accidents as a leading cause of death 
... 

in Guam has averaged third in ran.l;:. The U.S. rate has ' generally been 

declining over this period. \.;hile Guam's rate has not. 

percent (82%) of Guam motor vehicle deaths occur ~~ong males; males 
'. 

in the 15-24 age grotlp are especially \1.llnerable. 

3. OIHER ACCID'El\'TS 

.-

.An average of 29 deaths per year "ere recorded for the period 1971-1977. 

for an average Jilortality rate of .39 per 1000 population. Four times 

as Jilany Jilales as fem.1.1es died during this ' period in this category. 

For the years 1972-1975. the Guam mortality rate exceeds the U.S. 

rate does not appear to be declining like the U.S. rate. Dro;,ning 

,(as the leading cause of death in this catcgory (30':; of deaths). 

follo;~cd by .accidental falls (15~). 

*45 deaths l'ecorc1ed in 1976. clue to cUI airplane cr1.lsh invollting 
trnnsi ting passcngers \~ere exc1ud .. d. . 
~ ----- • l ~ I --_ 4.,. ... ____ ~_~-- __ 
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'I. OCCUPATIO~\L INJURY 

The incidence of cases of occupation"l injury in G~I:~'I, expressed 
• 

as a rate per 100 FTE employees, cOl-ering all prh-ate sector indllSt:(ies _' ,. 

Source: 

has declined from 6.8 in 197~> to 6_0 in 1975, and :1.7 in 1976. 

During the same period. the incidence rate of injury in the contract 

construction industry fell from 13.1 cases to 12.2 cases per 100 FtE~ 

employees • .In ,1976, ,a rate of 21.4 cases per 100 FIE employees ,.;as·­

recorded for residential construction. 2 of the total of 5 fatalities 

in this year , .. ere registered in the construction sector. The 

occupational injuty incidence rate in the private sector on Gua!!\ is 

less than the United States rate for both 1976 (9.2) and 1975 (9.1). . . . .-
, . 

and the rate for contract construction on Gua.'1I is less than the 
• 

~ 

United States rate fol" these years (15.3 and. 15.9). In general. -

therefore, occupational, injury is not a p!'iority nealth problem for 

Guam. althoUgh attention should be addressed to conditions and. safet}­

precautions 'that may: influence occupational injuries associated ldth 

residential construction. 

Bureau of Labor Statistics. Gtmm 
1976 Occupational Injuries and Illness; , 
1974 Occupational Injuries ?~,d Illnesses. 

. . 

, 

-----.--~--
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GOAL III. C~mQ.\HC DISE;\sE PROBLEN STATE',£\T: 

1. CHRO~IC DISE~SE 

• 
In 1977, 44% of all deaths \{~re due to 51;.: ke;- chronic'diseases: .:';:' 

.' 
1). Cardiovascular. 2) Cancer. 3) Cerebrovascular, 4) C1\S (ALS· PD)'7 

5) ·Cirrhosis of the Liver. an:!, 6) Diabetes l-Iellitus, For the period 

1971-1977. the average mortality ratio due to these chronic diseases' 

was 2.45 deaths per 1000 population; or 43% of all deaths "ere 'due-" 
, 

'to 'these diseases. This rate can be e>.:pected'to rise (ceteris paribus) 

as the population of Guam' continues to age and thus. beco:::e r.:orc 
, ' 

'-
susceptible to chronic diseases of all l~nds. 

2. C~1RlBUTING PROBLEM 

• 

• 

Public health clinicians and officials have long recognized obesity 

as a maJor contributing factor to deaths and disease of it chronic 

nature. Bebieen 1967 and 1968. 112 females and 20 ",.ales "ere 

hospitalized .,doth a prill'.ary or associated diagnosis of obesit}·. 

In 1977. Cancer \,as the third leading cause of death on Gualll. but 

the second leading cause for the U.S" and for Guam both for the 

period 1971-1977. ll'hereas. the U.S, trend sho:,ed a rise in the 

mortality rate. the Gualil trend suggests a decline, Both in the U.S: 

and on Guam, the l'espiratol)" system and c1igestive organs \,ere the 

primary sites for maligmmt neoplaslilS. accotmting for SO':; of the 

mortality rate for cancer, On Gua'll. 85% of the deaths due to 

malignant neoplasms occurred in the 45+ age group, 

'. 



~ . 

In 1977. cerebrovascular disease (inclliding str01;e) ran.l:cd as the 

fourth leading cause of death on Guam, dth a mortality rate of 
• 

0.32 per 1000 population. 'ine a\'crage rate of 0.36 per 101){I for 
... ~ , 

the period 1972-1976 on Guam is lo\,er than the U.S. average rate f~ · 

the same period of 0.40. HOb'ever. there is no decline evident over 

the priod in Guam as there is for the U.S. 87% of dcaths due to . . 
cerebrovascular disease occurred among peop~~ aged 45+. 

such deaths \~ere among those aged 65+.) 

S. DISEASES ·OF nlE ce.rIR:U. l\"ER\'OUS SYSIDI - ALS-PD 

(SO!; of" 

During the period 1971';1977. an average of 18A deaths due to 
• 

- ---

diseases of th.e central nervous system \~ere recorded. This represents . . --. . 

a mortality rate of 0.25 per 1000 population. The prill'~'\r)" calis!:!> of 

death \dthin tllis category are t"o diseases pccllliar to Gun.-:t; 

~otrophic Lateral Sclerosis or ALS (accounting for 53% of ~ 

deaths. 1971-1977). and Parkinson's Dementia or PD (accowlting for 

47% of CNS deaths). Since 1950. there has been a decline in the 

incidence and mortality of both diseases. especially ALS. Ha.;ever. 

for the period 1971-1977. the U.S. recorded an m,erage .01 deaths 

from ALSjPD for eveIY 100 deaths ',hile Guam recorded 4.4 deaths from 

ALS/PD per 100 deaths a mortality ratio 440~ greater. ALS/PD there;fore 

remains a critical. health problem on Guam. particularly ~"l1ong the 

native Cha.'I'.orros population and. to a more limited extent. C!.i1Ong 

Filipinos on Guam. 

\ 

-- . 

. . 

----~- -.._. -,,-,,.-,",," 



6. CIHRHClSIS OF TIlE l.IVER 

I:or the pei-ioc1 1971-1977. Cirrhosis of the Livc:r \ ':015 the 9t11 leading 

cause of death Kith an average mortality rate of 0.19 deat hs per .--

1000 population. For the perio~l 1970· 1975. the average li!o:rtali~y .fate 

on Guam due to cirrhosis of thc liver ,·;as 0.16 death,. per 1000 
--

population. c~~ared to 0.15 per 1000 population for th~U.S. as a . 

. l~hole.. TIlere is no trend of decrease in the ~eatl~ rate due to' ci~~si~:-, .' 
of the liver in the period 1971-1971. The::age group ,-;ith the b~ghest 

cause-specific death rate "'as persons aged. 4.5-64 l-:ith 6g~ of yearly 

cirrhosis deaths. Nales ,·:ere 3 1/2 tili'.as more at risk than females 
, -

overall. Cirr1losis of the liver is clo5ely asso:::iatecl ,dth bea,,)" 

drinking and alcollolislil. 

• 

7. DIABETES 

l>_ldng 'the perio~l 1971-1977. diabetes ranKed as for the 10tl1 leading 

cause of reath on average. \·:ith em average r..ortality rate of. 0.15 deaths . - -
pel' 1000 population. There is no consistent trencl in the yearly 

mortality rate during this period. For the period 1971-1975. tIle 

U.S. average rate l~as O.lS per 1000 ',hile Guar.t's a\'crag~ rate t·:as 

O.lS pel' 1000 population. The 'lS-64 age group had the greatest 

frequency of cause-specific death (54% of all diabetes deaths recorded. . 

bet\{een 1972 and 1976). For the period 1973-1976. there \,;"llS an 

average of 5 c?ses per 1000 population hospitalized for diabetes 

meUi tus. ,,1. th de;nonstrllted greater sU5ceptibili t). a.'1ong Gu;!:nanina 

females. especially among G~la;;:anians and those aged 6S+. For 1971-1971. 

in the 4S-64 age. group. Gua'l had an m-erage diabetes mortality rate 

among femilIes' of .96/1000. four time> the national al'era"c rate of 
~ 

~ ___ ~_- --,...... ilK '''94'1t"'(il''l ~--- --. 
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GO,u. IV. INFEC.TIOUS DlSE.!\SES PROBl.Dl STA1B-!S\TS: --

1. PJI.'ElNO)lIA 

• 
During the p~rio:l 1971· 1977. Pnel~'!lonia has -;:-.-eragcd 7th ;;ntong the '" 

leading causes of death on Guan_ It ,·:as respo;-:sible for' :m <i\-erage7 

\ 

of 21 deaths yearly or 0.28 deaths per 1000 population. Guam's ilxerage 

mortiuity rate for the seven year pedod is slightiy higher th2..'1 the' 
. :- .. 

corresponding U.S. average of 0.26 per 1000 population. Both in the­

U.S. and on Guam, the general tre.,d is .a gradual decline in mortality 

Tates associated ldth pneumonia. 66% pf the average ye~Tly deaths 

from pneUmonia occurred among those aged 45 and over; 19% "ere a'l1ong 

infants less' than one year old. For the period 1972-1975, an average . . - . 
incidence (mol-bidity) ra:te of 2_97 cases 'per 1000 population "ere 

• 
registered. 'S4t of them among nath"e Guamanians. 

2. VEl\'ERElu. DISE.-'\SE 

For the period 1974-1978, yearly cases of gonorrhea have averaged 255 

(conservative figure). Excluding off-island cases. the average 

incidence rate' of gonorrhea ~~ong civilians is 1.11 cases per 1000 

population. "hUe among. military personnel it is 3.82 cases per 1000_ 

3. HEPATITIS 

Infectious cases of hepatitis A. B. and unspecified types averaged 194 

cases for the period 1973-1977. for military ;lr.d ch'ilian population 

combined. The average civili?_'1 incidence rate ,.;as LIS cases per 

1000 population, ',hile it \·;a5 ·L7 per 1000 for the mlitatT_ Cases of 

---.- --

. -. 
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hepatitis A ,~ere 2 liZ times as frequent as hepati tis B and unspecified 

types. on average. Cases primarily affect the 15- 30 age group. 

Dui"ing severe out.breaks. southern villages appe,~r t.o be particularl}· 

susceptible to the disease. 

4. l-lIDIPS 

The average number of reported cases of mumps for 1973-1977 ,~as 74 

for civilians and 29 for the military; the corresponding incidence 

", 

. . 

rates \~ere 0.97 per 1000 (civilian) and LOS per 1000 (military) _ A 

severe outbreak of mumps in 1974. hOI,ever. generated 3SS cases in 

al1~ 75% of them. among civilianS. for' an incidence rate of 4.05 cases 

per 1000 popula~ion: (Suppression of this \-ear's data yields m'erage 

incidence rates of 0.27 per 1000 civilian~ and 0_51 per 1000 military). 

In the 1974 outbreak. soutIlern Guam villages lo:erc again signific<!J"ltl}' 

overrepresented in ~el~ of cases. For tlleperiod 1972~1976. 

the U.S. average incidence rate for ·cases of ll!Uiiips tms 0.28 per 1000 

popula.tion. 

5. NEASLES (RUBEOlA) 

Bett,een 1973 and 1976. 22 ci\"ilian cases of mtl.'ilps "ere reported 

for an average incidence rate of 0 .• 23 per 1000 population. "hieb t':a~ . 

1.6 times greater than tIle U.S. average rate of 0.14 per 1000. 3 . . 

Guam villages (Asan. Piti. and Agana) \,ere abO\'e the Gtla.'!\ a\"erage 

incidence rate. Suppressing the 1973 outbreak of n;bcola. "hidl ,':as 

double tIle average nll!llber of cases for the study perio:l. incidence 

rates for civilian popUlation of 0.15 per 1000. an:I for military 

population 0.31 per 1000 "ere recorded . . 

, 



6. 

7.: 

PUI1-D:-'::'\...~Y lUBERCULOSIS 

• 
For the period 1972-1976, Gua.-n ranks amo:l& ,the U.S. areas ddl. th:. 

,.:-. 
highest incidence rate: 0.43 per 1000 population, nearly 3 ti~~s~~he, 

U.S. rate of O.lS per 1000 population. The average civilian rate ' 

is 0.66 per 1000, "hile the average 'rnilita-.ry l'ate is 0 ~ 04 per ,1000_. 

Five villages had average rates higher than '0.75 per 1000: Asan;.:. : 

Agana, Agat. Sinajana, and ~!erizo. 

5.4.l.NONELLOSIS 

, , 

Bet\~een 1973 and 1977. an a\'erage of 36 ch-ilian cases of salI:tonellosis 

lrere reported .. for"an average incidence rate of 0.47 p~r 1000 . ' 

populatipn. The incidence rate among military personnel \~as almost 

half ,this figure. ' Incidence rates above 0.90 per 1000, hOl,."e\rer. 

l~ere record~d for the villages of Umatac, Inatajan, Talofofo, Asan, 

and Agana. In 1977, 61% of 2.~1 cases \,ere m3J.e, and 63S of all cases 

arno)'lg those 'under age 4. For 1972·1976, the G~Iam. incidence rate "as 

0 . 24 per 1000 co~ared to the U.S. rate of 0.11 per 1000. 
" 

, S. SHIGELLOSIS 

The average reported incidence rate for shigellosis, 1973-1977, is about 
/2-/ltiO(R)J 

1/4 that of salmonellosis, or 0.12 per 1000 pop~llation, but \'illages 

in soutllern Gu;un (n:!li1ely: Inaraja."1, Talofo[o, and ~rerho) h2.\"f~ rates 
'hI tIP} f)1J 

higher than 0.36 per 1000. Ci\'ilia~ and militalY rates arc equivalent 

ovcr the period. For 1972·1976, GU:lJn's incidence rate of O.OS 'ms 

near the U.S. rate of 0.09 per 1000 population. 

~--. 

\ 

.' 



9. P,\P,,\SITlC DISEASES \ 
It is apparcnt tha.t prc"alc01cc ratcs 1'Jtong scl!Ool- a~:cd childrca on .. 

Guma of parasitcs. particlIlarl;- intcstim!l parasitcs. excecd 3a~ \ ., 

in SOOIC ¥illagcs. notably in the south. A sun·cy in 1973 iniicated 

tllat Uillatac a'-'ld ?-I~rizo villagcs had positil;e test · rates for 

ascaris and triclltlris excecding 20r;. 'The age 'gro,lI> most at ris1;: . . 

appears to be cllildrcn aged 1-9. The full e.xtcnt of parasite infcctioa 

is not kno:iTI at this time. 

\ 
10. BRO~CHITIS . . 

GOAt V. 

The limited ~orbidity data available to assess the number of peo?ie 

affected by bronchitis suggests an average incidence rate (1972-1975) 
. . 

of 1.56 cases per 1000 combined civilian and militaTJ population. 

The disea.se affects native GU2J1!aJlians ruch more than other etr~'lic 

groups (83% of all cases). 

aged 1-10. 

60\ of all cases ,,'ere recorded for those 

Dental caries constitutes the aajor portioa of the problem of dental 

ill-health on Gtl:;IJO!. l'-ith an estimated 90~ of ?oIl eleo:lcntal}· am! 

The 2\·era~c nu;;iber of : 
: 

prcsclloolagc chilc1ren ha\·ing cario,ls teeth. 

cariolls tccth .per child is ?'r'i'roximately S. Deca~cd·~ssin~·and-fi1lcd . .. 

, 



COAL \'1. SUICI~E PROBl.l::',1 STAT[,\!5\T: 

The sc\'en year a\'CTaE~ annual Ta~ c..) , - .c 0.:. l!catns cltl~ to 5tlic.id~ betl,:een 

1971 aml 1977 was 0 10 P~l' 10!\" P~"'''l~.' , • . - -~. J"~ ~Llon; m 1975. 'the u.s, Ta~c ' 

1,as 0.13 per ]000 p:>"!.llatio;l, }':!l'l t' " , 
r ,,1 e ne suicide rate has increased 

in l'cccnt years for the U,S, 25 2 \,·holn·h 'd ':' 
. . , -- ~ L ere J.S no cmoj1strable 

trend in Guam's suicide rate. , The m'era"e' ~nn' l:>l' 
i> r_,' ,." suicide rate for 

, ' -
Inrues for tlle sevcn year peric:l \';as 0.S5 pel' ]000 d ':' -

an only 0.15 p~ 

1000 fcmalcs. It shciuld be n:>ted. hO;,c".~r...... r h 
lo_ .. Ulat J,.or t e last tJl'ree 

years (1975-1977). an a\'CTa-'~ l'a ~c of 0 71 ··d 
' ... - ,L • _ StllCl cs per 100(1 

GOAL vn. SUBST;\!"\CE ABUSE PROBLBI STA1E·!E\TA: 

1. 

• 

DRUG ABUSE (HEROIN)' 

Using the Ibroin Problcm Inaex (HPJ). G~lal! 1'a;"1,'\:s 6th out of 24 U.S, 

areas in terms of treaw.ent for drug abuse, first in tem,s of 

emergency room drug-related cases per 1000 p1:l.r~llation (3.26 per 1000 

in 1976). third in terT.-.s of death rate a5so,ciated 1dth dnlg ab~lS!!. 

:for an overall HPI ranking of first (r.:ost critical) area out of tlte ' 

211 studied. Using the Indicator Dilution }.rethoa~ the prevalence rate 

for hm'oin usc on Guam in 1976 \,;as estim:tted at 11.S per 1000 

pop'llation. Il'.lring IT 1975. US a&:issions a.,:l' ,191 disdtal'ges \.;ere 

recorded by the lI:ethaclone Clinic. 98;:; of tn.e clinic's clients are 

heroin addicts (co:ijl;l' .. ed to 51~ nat.io:1allr). Prcdo~in?ntl:r J:1<lle. ' 

, " 

, ~ 

\ 
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30. 41% of the Clinic's CljC:~LS b~i!i!a usin~~ I.e.-oia hct\·:c~n tk: < 

agcs of 18 and 21. .-< • 

.:. . 

2. ALCOHOL AIl~Sr: 

.. 
Direct: counts of alcoholic cases are not <ll.'ci.lwlc. but the s~"crity- . 

of the problem of alcoholism 2.-::i alcoaol abuse CCl-"'l be ~sessed roughly 

by certain cirrl10sis deaths and by alcohol-relat:cd traffic fatalities. 

Be1:\~een 1968 and 1972. Lacili1.ec's cirrhosis (directly linked to extended· 

alcohol abuse) \~as found respo~ible. for 10_2~ of all ci1.-rhosis deC'.ths 

on Gualn in "the age group 45-54. Of all caueaisan deaths- in the age. 

intexva1 45-54, 23.7% "ere due to alcohol-induced cirrhosis. In 

addition. Department of Public.Safety data snQl.-S that 15.3% of all 

traffic ·deatns for ·1976-l978 \;ere t:he dir~ct result of drun"l;en driving. 

\ 

.\ 
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SUMMARY TABLE OF I,-EADING CAUSES 
OF DEATH AVERAGED OVER 1971- 1977 

. 
AVERAGE 

CAUSE OF DEATH NO_ OF RATE/1000 
DEATHS 

H-EART"D1SEASE . 75.3 1.02 

MALIGNANT NEOPLASMS 37.7 . 0.51 , 

MOTOR VEHICLE ACCIDENTS 34.3 0 .46 

DISEASES OF EARLY INFANCY 31.6 0.~3 
i 

NON-MOTOR VEHICLE: ACCIDENTS 29.1 0.39 

. 
CEREBROVASCULAR DISEASE 26.8 '0.36 . . 

. 
- PHEUMONIA 21.0 0 .28 

OTHER DISEA'SE OF CNS(ALS/PD) 18.4 0_25 

CIRRHOSIS OF THE LIVER 13.3 0.18 

, DIABETES 11.1 0.15 

CONGENITAL ,AN'ORMALIES 10.S 0.15-' 

-HOMICIDE 87 - 0.12 . 
-, . . ' - . -- . -. . " ' - . 

' :." -0.10 
-. SUICIDE-" -.. -. : . - -, : . :-:1.4 -: •. '. , 

" ' - -- , . 
'-. ·_-·~ ':: Ai..L " i:rrHER CAUSES - . .. ". ' -

S5:t 1.28 
.. 

. 
, - . 

, , 
ALL C'AUSES 

, 
420.6 5.6B - . 

. -

SOURCE: STATISTICAL REPORTS 1971-77; OfFICE OF VITAl, STATISTICS. DPHSS. 

- '" 
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HEALTII STATIJS GOM.S k'.,'D OBJECfn'ES 



HEALTH STATUS GO,U.S AND OllJECfIVES 

INFANT NORTALITY & NORBIDITY 

GOAL 1. 

• 

C' 

• -

Reduce infant mortality and 'w~rbidity (particularly'village different!als}­
neonatal complications and, disease of early infancy. . ,-.- -

Objective 1.1 (Overall Infant f.!ortality) 
.-

Reduce infant mortality rate to at least' 12 per 1,000 lives births by 1983. 

Sub-Objective I .. la ' (Neonatal r.!Ortality) 
. 

Reduce Neonatal mortality rate to 6 per 1,000 live births by 1983. 

Sub-Objective I.Ib (Village 'Differentials) 

Reduce infant n,ortaliti rate to no ~ore than 20 per 1.000 lil;e Births 
by 1983. esped:,ally in 4 key villages. 

Objective 1.2 (Fetal Deaths) 

, Reduce fetal deaths to achieve fetal death ratio of 12.0 by 1983 
(15% reduction from 1971-1976 average) 

Objective 1.3 (Congenital Anomaly) 

Reduce overall death Tate to 0.10 peT 1.00 population by reducing deaths 
among nel~born infants due to congenital anamolies). b}' 1983. 

Objective 1.4 (Early Infant Diseases) 

Reduce overall mortali\:y rate for infancy diseases as l~ell as the 
incidence of Otitis ~~dia and Salmonellosis_ 

Subjective L4a (Early InfantDisease Deaths) 

" 

Reduce death rate of early infancy due to all diseases by SO'S to 0.12 -, 
per 1.000 by 1983. 

Sub-Objectjye J.4a* (Contributinr Oiljective) 

Achieve increase in average "eight of infant bc;:n to isla.'ld l\\)!::en, 
particularly Chamorros by 1983_ , • 

Sub-Objective 1.4b COritj, r.1edjil) 

Reduce hearing impairment level ~.mong infants and school-age children 
at least 50 ~ by 1983. 

t 
I \ 



Sub- Obj ective I.4c (SJ.lmonellosis) 

Reduce incidenccoI Salmonella infectious among 1 year old children 
to less than 20':; of all cases by 1983. 

ACCIDENTS 

GOAL II 

• 

'-

Reduce deaths and injury by .accidents of all kinds, particularly those 
by motor vehicles and those e.ffecting the 15-24 age, groups. . 

Objective 11.1 (l-Iortality due to all accidents) --
Reduce overall mortality rate due to accidents by 60," to at JiIOst 
0.50 deaths per 1,000 population by 1983. 

Objective 1I.2 (Motor Vehicle Accidents Nortality) 

Reduce high mortality rate of 0.44/1,000 population by 50% to 0.22/1,000 
population by 1983. 

Sub-Objective 11.2* (Young at Risk) 
• 

Reduce motor v~hicle mortality rate among: age 15-24 males by 1983. 

Objective 11.3 (Deaths due to other accidents) 
. 

Reduce mortality rate by 30," fro;n 0.39/1,000 population to 0.27/1,000 
population by 1983. 

Sub-Objective 11.3* (Drolming, Falls and Suffocation) 

Reduce deaths caused by drmming & falls (chiefly among elderly) 
and suffocation (chiefly among children) . 

Obiective 11.4 (Occupitional Injury) 

Continue to improve lmrking environment and occupational safety to 
further reduce occupational injuries to not more than 10 cases per 
I~OOO FIE employees by 1983. 

CHRONIC DIS&\sES 

GOALS III 

Reduce cln'onic disease contribution to death rate for ' Guam particularly 
those by caidiovascular canceruus and cerebrovascular diseases and 
specialized chronicdiseases(ALS/PD, cirrhosis of the Ih-er. and diabetes) 

" " 

.' 



Objective IlL1 (Heart Disease) .' 
Reduce the death rate caused by heart disease by 20% to 0.8 per 1,qoO , 
population and reduce mortality rate by 15% by 1983 . 

~ 

Objective 1II.la (Ischemic Heart Diseases) 
" 

'. Reduce high mortality rate d'te to ischemic heart disease by at least _ 
25% > especially arno'ng QIa.;lorroS and those aged 45+ ' 

, -
Objective III-Ib (Hypertension) 

." 
." 

Reduce hypertension and hypertensive heart conditions at least 10% by 1983_~, 

Objective III.lc (Obesity) 

Reduce chronic disease, complications, incidence, and mortality linked to 
obesity by achieving reduction of average l~eight per person, especially 
amolmg Champrro l;omen. 

Objective III.2 (Cancer) : 
, , 

Attempt to rJ:!duce deaths caused by cancer by at least 10% by 1983. 

Objective 111.3 (Cerebrovascular Disease) 

Attempt to reduce deaths due to cerebrovascular conditions at least 
10% by 1983 

Objecti\~ 111.4 (ALS-PD) 

Attempt to reduce mortality rate due to .AlS-PD- by 10% by 1983, especially 
ammitg chamorros. 

Objective IlLS (Cirrhosis of the liver) 

Reduce lnortality rate"due to cirrhosis of the liver to less. than 0_14 
per 1,000 population by 1983, particularly in the 45-64 age-group and males. 

Objective IIL6 (Diabetes) 

Reduce mortality rate ~ue to diabetes arnOlg all age groups to less than-
0.15, and reduce the hl.gh rate for females aged 45-64 by 50% by 19S3~ 

Il\'FEcrIOUS DISEASES 

Go.~ IV 

Reduce the mortality rate due to infectious or c0::lr.1unicab1e diseases o'! 
Guam (Cspeciallr pnetr.lOnia), and reduce the morbidit)" rate and disabilit_ \ 
due to particular infectious diseases ldth high case rates on Gtla.OI. • 

", 



Objective IV.l (Pneumonia l>!ortality) 

Reduce mortality rate for pna:monia from 0.28 deaths per J ,DOD 
population to 0.25 per 1,000 population by 198::5. 

Sub-Objective IV.la (Pneumonia !>[orbidity) 

• 

..;,' 

Reduce morbidity rate associated ldth pneumonia to 2.65 or fel,er ca~s 
per 1,000 population. 

Objective IV.2 (Bronchitis Morbidity) . -
: 

Reduce incidence of this condition by at least 15% from 1.56 to 1.33_Qr 
less for the combined civilian and military population by 1983, l'lith 
special emphasis on reduction morbidity ,an;cng: children aged 1-10 and 
am<ng . Chamorros. 

• 
Objective IV.:) (Venereal Disease l-brbidity) 

Reduce case ' rate for gOnorrhea for the' combined population at least 
40%, from 1_61/1,000 to 9.97/1~000 by 1983 paying particular attention 
to military personn~l_ . ' 

Objective IV_4 (Hepatitis l>brbidity) 

Reduce the incidence of infectious Hepatitis A,B and llllspecified types 
by 50% by 1983, including a rate reduction of hepatitis A for civilians 
to 0.60/1,000 and 2_3/1,000 for military, paying particular attention 
to military personnel and children ages, 5-9 and to southern Gua~ villages 
as target groups and,area_ 

Obj ecti ve IV. 5 Q,lumps and Measles (Rubeola) l>!orbidi ty) 

By 1983 reduce civilian incidence rate of muffi?s to at least 0.25/1,000 
especially in the southern villages, and reduce the combined population's 
incidence rate of measles by 50% from 0.23/1,000, to 0.12/1,000, liith the 
military as target group. ' 

Objective IV.6 (Tuberculosis'l-!orbidity) 

Reduce rate of pulmonary Tuberculosis cases at least 50% for the combined' 
popUlation by 1983, from 0.43/1,000 to 0.22/1,000, ldth efforts directed 
to the villages of Agana, Asan and southern Guam. ; 

Objective IV.7 (Salmonellosis and Shige10sis l>!orbidity) 

By 1983 reduce both rates of Sg,lmonellosis from 0.47/1,000 to 0.25/1,000, 
particularly for children under the age of 5 and for Agana, Asan and . 
southern villages, and reduce the rate of shigellosis at least 10% 
ldth particular attention to the abOl·e groups. 

Objective IV.8 r.-!orbidity due 'to P;lrasites) 

By 1983, r.educe prevalence rate of parasitic infectious from l5~ to S~ 
or less "lith special attention to children ages 1-9. 

\ 
• :\ 
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DENIAL HEALTII 

GO!\L V • 

Reduce the high rate of incidence and prevalence of dental proble~ 
especially dental caries. , _. 

~ 

Objective Vol (Dental caries pre\'alence) 

Reduce prevalence of dental· caries by at least ~ by 1983, particularly 
the non-caucasian and female'population, 

. ~ 

Objective V.2 (I:?\IF Rate) 

~ 1983 reduce the mean number of decayed-missing-and filled Teeth ~or 
for both sexes at least 10% to 6.8 )l\1F teeth per male and 8 mlF teeth 
per female, particularly for school-age children. 

SUICIDE 

GOAL VI 

Reduce rate ·of suioides, ,·lith particular attention to proble!:'s faced by 
adolescents an1l young adults. 

Objective VI.I (Suicide Rate) 

~ 1983, reduce rate of suicides, especially 211l0ng yOliIlg adults, at 
least 25% to no more than 0.075 per 1,000 population, and concurrently 
alleviate mental and emotional problems that under1y suicide. 

SUBSTfu'1CE ABUSE 

GOAL VII 

Reduce drug and alcohol related deaths, as ,,-ell as the incidence and 
prevalence of drug and. alcohol abuse and addiction on Guam. 

Objective VIL1 (Drug Abuse) . 

~ 9183, reduce the drug-related death rate, hospital admission and 
heroin use preva1e'nce rates by 50%. 

Objective VII.2 . (Alcohol Abuse) 

By 1983 reduce both mortality and morbidity rate due to alcohol-related 
abuse, including cirrhosis of the liver and alcoho1 · related traffic 
fatalities at least 25~, and reduce the prevalence of alcohol abuse at 
least 15%. , 

., 
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The health system includes those services, resources, financing mechanisms, 
and _programs 1.>/hich r;an be used to positively affect the level of hp-Ctlth 

, in the population. ',Since the promotion of health or the prevention of ill 
health often requife consideration of lifesty1e and env1ronmental factors, 

-the _definition of the health system has also been e:r.panded to incluc:C! 
components "Illicit are normally thought of as outside the medical Cill'e 
model, -such as health education sel'vices.or ~nvironr.icntal quality m:lO?ge­
rnent. For the purposes of planfling and analysis. the Health System" 
Taxonomy has been used ~s the conceptual fr'ar:;e\'!ork for v1el-nng the health 
system. This includes Sev.en major health service categories ,-:hid. can 
be further delineated. lnto subservice categories: ' 

Cou.munity Health Promotion and Protection Services 

Those services directed tm-lard informing, educating and motiv1lting 
_ -the public to adopt personal 1 ife styles and nutritional praC:i:ic!:s 

\-:hich ",ill-promote optimal health, avoid health risks, and IJil(:C: 

C!ppropriate use of health cal'c services in the Co.T.'lIunity. -
, 

Prevention and Detection Services 

Services delivered to individuals in order'to promote optimum physical 
and mental \1ell-being. including protection from the develop;!!ent of 
disease and ,ill-health. pr to identify disease or i1l-health at the 
presyrnptomatic _or unrecognized and symptomatic stage to permit early 
intervention" 

Diagnos1's and Treatment Services 

Services for evaluating tile h~a1th status of individlials and 
identifying and alleviating eli sease <lOld n l-hea lth 01- the sYi:1pto:;J!> 
thereof. 

HClbilitation and Rehabilitation Se)'vices 

Services to restore the ill or disabled individual to. or 1.0 assist 
the developO:1entally disc:bleel in:!ividual to achleve. th~ fllllest 
physical, mental, social. vocational and econo;nic usefulness of 
,-;hicll he is capable, 

10:1 
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Sel'l/-jc:c ~ pi'ovicl~d to incliviclual$ I-lith chi'oraic physical ancl r.;ental 
ill-k:i:1th condit"ions -ii' 0;-""':£1- to p:'=;rent dE:tcr-jor~tion in those 
conditions, as \-:ell as scrdces provided to individuah in need~-of 
assistance in acth--iti~s of daily 1 i;'1ng, The purpose of such 
services is to enable itr. incl -ividu" l to particip;,tc in the cOm"uiiity 
to the fulhst degree: to \-!l"!-jch that inclivicltlal is capable, __ -
Hainteililnce sc;yiccs (1:1 not im:;~'cle he:bilitatjvC! ell" rehabilitat1'vr: 
ser\··;c(!S~ since thz pri iiJary Pt!ip:JS~ of the l~tt(-!l'" ser'vicc is to:­
increase fUilcUom!l ability :'ather tiBn liiainta"in an existing lev.el 
of function-, 

Services \-Ihicll do net irivol\'~ cli.ect me(lical care, but \-Ihich assis't ": 
- in th~ prevention. d-iagnnsis and treatmE:lit of diseilses 01- ill-hea1t?l 

concl-jtions. 0, in the habilitation, reliabHitatioll or I!':aintenance 
of ill or cl1st:bled ind-j'1icluals. 

_ Beet 1 th S ys tem En ab 1"i il;l,,-=S:.:e:.:l'...:.v...:.i-=ce=::-::.~ 

Organizeci, activities design:l'i to in-:'1ti~nce the means by "Ihicn, and 
conditions under ,-:hich. health system services arc delivered. This 
includes health planning. )'esou;-ces :l~'{elop;n~nt, financing. reSt;l~.ic< 
and researclJ._ -' 

This fl'amel-lOrk allo\'ls for an analysis of se.vices \-lithin altcmative 
settings according to thL! needs of the population. and for an identifi::ati~' 
(If i nterre 1 at-j onshi ps bei:l'lcea cc;;:ponents of the system, The r.Bjor sea ir.~ ~ 
in '-Ihich these sm-v-ices can b~ deli vel'ed a'E as fo 11 0\-15 : 

Community SettinC! 

Sett-ings in \'Iilich CO;r,ll11nity health p.cmot10n and health Sj'ste;n e!1a~l'r.; 
ser'v-ices, rathel' than pel'sonal health care services or patient 
related suppo:'l: ser'!i ces. a.e pl"(.dcle"_ 

Home Setting 

Provid"iilg health care ser'1ict~s in the p~t-jent's residence ~-lith the 
result that the pat-ient does not ti'a\."e1 in ordel' to receive servict:s. -

Nobile SeU-ing 

Pr'o'liC\ing health care sel"V"ic:es at tcm~o:'ary locations selected for 
the-ii' conve;ri ence to a geo~j!"i1phi cally selected tiu'get POilul atioll 
us-ing a movable vehicle 01' facility o. a providel' ,·;hich prevides-­
health Ci!rc services dUt"illg trClllspa!'t.:tio!i of patients. 

A'!Ibulato;--y Set~ ing 

Pr'ovidiJlg health carc services to patients ,-Ii",O travel to the prcd::t~ 
to receh'c services, An ambulato:'y setting !las no rcgular 
provision for' patients to stay o\'ernigh"i:. 

; 



Short-Stay S<?ttinCl - -......- '. 

Providing hei\1th car-c scn'iccs to p:tI: i!~ nts \Iho st?y ovcl"Iligot in 
the institu"i:icJl), -[i'ay PQrccnt or r,.o:-? c..f ~Iho;n rr:tu,'n to thcdl' 
normal place of res'idencc \"ithin lcss th~n thirty days of entcring 
the institutio:l, 

Long-Stay Settin~l 

Providing health care se:'vices 
the institution, fifi:'! ocr-cent 
tut i 011 thki:y days or-- 1 ~ng,"r" 
1 - ., ., pace OT reSioence 0'1 scmz (lr 

Free-StandinCJ Support Setting 

to p::Uenl:s \-;hc. stay o':el'night in 
0 ;" ;;]jre of \-/hc,;;) r"m~in in the insti­
II hmg-5t~y ~etti,ng m:.y Le the usual 

al-l of -it.s patients . 

A location \'::12re he"ltil ser\'ices ~n:: prov1rle~ which support thc~ 
delivery of pej'sonal health ca~'e services Hithout provIding direct 
patient care. Clnd which is not a cO!l'pnnent Cif an orgcmhaticm ~;oich ' 
delivers p2rso:1al health services .in aliothe:- setting. 

Finally. these health s2~''..'ices <l,'<! <m.:lyc:erl in iight of U,e fc)llo~ring siY­
performance cliar,:c:teri sti cs: 

Cost -
, 

The tot~l econ6mic value of resources rcquirecr to provide sCI'vices. 
including all finatlC"ing" expenditures, especially e;:penclitu'res for 
capita) Clnd operating ~·eqllirements. 

Avail ab-il itl. 

A measur'e of the appropriate supply ,me: mi:-" of hea lth services and 
the cC';pacity of resom'ces for pl'o\'iding care. 

Acccssibil "it,v 

A measure of the de9~'ee to \·/hi ch the system inhlbits or facil itates 
the ability of an individual or group to gain entry i:nd receive 
appropriate services. including geographic. architcctUl·al. transpor­
tation. social. t'jmc and financial considerations. 

Continuity , 

A measure of the degree of effective linkages and coorciinat'ioll in 
provid'jng a success'jon of services oVe:- time regardless of ~Ihether 
care is proY'jded in one setting 01' multiple settings. 

Acceptclbi' it,t 

An individual's (0.' !I)'OUp's) ove:"all 1:sseSSr.lent of m:~dicil1 ca\'e 
available to h'im m' her in teri:1S of such fc:cl:Oi's as cost. quality. 
outco;ne. c:onveiriC!nce of care. ani.! pro'fidcr- attitudes . 
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Qual itX 

A measurE: of the ciegree to \·:hich health services cfc:l'iVCI'(!d foIeet 
established professiona1 standards and judgii:{!ntr. of vitlue to the- ·. 
consll;n~.. Qmtl-ity is frequently descrige:l <:$ hilV'ir.!! three . _ 
dimensions: Quality of input resources, (e.g .• cel't.'jf'ication anrJ/o( 
training c,·;: pi-o"iders - both m:!npo',~er and facility fi!ctoI'S); quaHty 
of th2 process of service delivery {e.g .• the: IISC of apPI'opriate 
procedure:; fo. it given condition}; and quality Clf C1l1t~ of service 
use {actual improvement il'} condition or reducticm of harmful effects}. 

The analys";s of n<:alth sei'vices according to . thr:se characteristics sel'ves" 
at leas', 1:\·!0 m;:!jor pllrpnses: 

1. It prov'jcl:::s T01' an assessffi:nt of the aprlrClpdatc configuration 
of sei'viccs b'lsed on the health . needs clf the: poplIllltioo. These 
se~'i"'ice5!. c:rc thei: <lllalyzed to determine: J)rJt only theil' general 
avai1<lbility "in the health care delivE:I'Y $.\'~.tc.';n. but <:lso their 
accessibility to the population or to suh-gl'oups ,·,Hhin that 
population, . 

2. It is it m~.ms of assessing the performance of the health syste;:;; 
that is, \·:hath~r services C!re being provided efficiently. in a 
cost c"i":fcctive manner, and \·,ithin certain stancle:rcls of quality. 

The degree to \'ihich the health services in this docur.1cnt have been 
assessed ha:; been largely dependent upon the validity and availability "f 
data, time constril"ints, and limitations \·:hich relatc: to the "state-of­
the-art". Often, the analyses of the pro1:llem areas l'aisea questions 
requil:ing flll'thar study • . much of it in the area of developing f;li!thodoloS~::s 
for determining pClplllati-on-based sel'vice need. Thu~., it is 1ikely that 
many of these pr'ioi'ity areas ,·,il1 be reVisited in futul-e plans. but in 
greatel' c!cta -n . 

, 

.,. , . 
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FIGURE 1 

MAL YTIC;'.L FHJl.HEHORK FOR HEAUH S¥Sra'iS IIUflLYSIS 
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Source: "A Pr~':i!5S for Plan Develo?:;-,~nt Undel' P.L 93-541." 
"-o;ten''?':; Journal of Health P12nnin~_, \'oluio1~ 3. r{u;;:b~r 1 > 
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HEAV!71 CARE SERVIC:;:S 
BY LEVELS 0: CA..'l:;: 

ONCOLOGY RADIA'l'Im: THERAPY 
HIGH RISK I!EOliATAL CARE 
ORGAN TRlIHSPLAliTATIO;i 
SPECIAL h~BORATORY SERVICES 
ElH SCAlmERS 
OPEtl HE.lffiT SURGERY/C/L."'IDIAC CATHSTE'UU.TION 
BURU CARE 

HEZr.ODIALYSIS 

GEtIER.DJ. ACUTE CARE HOSPITALS 
.,-1·laternity/Obtetrics 
-Pediatric 
-Surgical. 
-Psychiatric 
-Internal. Medicine 
-lofeurology 

R4DIOLOGY 
MENTAL HEALTH 

-Therapy/Counseling 
-Alcohol Prevention 
-Drug Abuse 

D·tS • 
• 

RECm-lPRESSION CrW·IDERS 
LABOR~TORY 

PHAR/·IACY 

ACUTE LABOR!\TORY CARE 
-1·ledical. 
-Dimtal. 

PREVENTIVE AIID !·IAIlIT. CARE 
-Ynysical. Examination 
-Uell-baby care 
-Pre and Postnatal care 
-Family Planning 
-Immunization 
-Health Education 
-:Nutrition 
-Sanitation 
-V.D. Screening 
-Vector Control 
-Pharmacy 
-Food and Rest. Inspection 
-Dental. Prophylaxis 

GUAl-! HE1·!O­
RIAL HOSPITAL 

AUTHORITY 
: (ct.:HA.) 

llAVAL REGIOlfAL 
1·IEDICAL CE~i~ 

(.NRHC) 

PRIVATE Al·!BUL.!l.TORY 

CARE FACILITIES 

PUBLIC ~4LTa CE~~~~ 
(D?HSS) 

- Central (1t.!Il1gilao) 
- Areawide 
- Village 

• 

.. 
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THE P:tOVIDEPS OF llEAL'lrr! CARE SE..~VICES: i 
r L~\~l:ir: .. T)";tf'~, r-!·r-t.e.tc.~. ( .... ) .PriY.~:te':"'Private 

( ) 

.' " 
. Ponulations received ill:'health an5./or· cli~ic'~ 

illnesses - health services ee'!:anas ll--~\-
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• 
-CO;M1unity Up-a 1 th Promotion and Protec t ion Sen'ic:cs conte: in those ' services :" 

\·;hose purp:>se "is the improvement of persnnal h!!<llth behavior or of environ- - ' 
Iilental factors "Ihich may affect health. Some 0':' th~sc include: • 

,OHealth Education Services 

SEnvi.onmental Quality NanEtge'ilent 

.' €>Food Protection 

~Occllpational Health and Si;f~t.r 

E}Radiation Safety 

OBiomedical and Consumel" Product Safety 

"Iost of these services are p):'ovided by governmental agencies at differ­
ing 1evals, particularly. those concerned ~rith enviror.llental protection 
and safety. As many linkages to health ar~ identified as person~l 
behavior patterns or social, economic, and physical environmental fac-

"tors, greater emphasis \·,ill be placed on effecting positive changes in 
health through these services. Unfortun::t.ely, as behavioral pattems 
and environmental factors have genel"ally "lcmg gestation periods in 
their impact on health, so too ";i11 intp.l·vention st,ategies in these 
areas pl"ovide little visible results fo:' yeaj"!' to COlle. r:evertheless. 
recognition of theil' potential is a fil"5t step, and it may be that 
short-run mental and physical health bem!fits \1i11 accrue in \';ays that 
.12 CUI"rently cannot foresee. 

For the f"irst G=. Health Plan, Health Education Services and alr cmd 
"Iater quality components of Environm:!ntal Quality l-ianagem:!nt "Iere 
chosen as priority areas for analysis and fo," the cevelop:n:!nt of state-
"Iide goals and objectives. ' 



Prevention .and Detection Services aim to prumote optimum physical and 
mental \·tell-baing of the individual.. This encl may bC! achieved through 
protection froiR the develop;mmt of disease and i11-health as \"Iell as 
identification of disease or ill-health at thE: presymptomatic or un­
recognized symptomatic stage. Health system activities designed to 
insure health protection include: 

• 

C!I Individual Education 

. 0 Routine Examination 

e Immunization 

Q Dental Prophylaxis 

o Nantal Health Consult"ltion 
• -Detection services not only attempt to uncover disease and ill-health 

conditions but also to identify individuals at risk of developing such 
conditions. Illustrative· service caUgories i"nclude: 

GCondi ti on-Sped fic Screeni ng 

eMultiphasic Screening 

o Contact/Co 11 atera 1 Fo llOli-Up 

'OPhysIcal Abuse Reporting Systems 

Prevention and Detection services lend themselVE:s to delivery in ho~e 
ambulatol~ and mobile settings. Further, many of these services ara 
amenable to self-delivery. For example, today millions of \,/o"'.2n under­
take routine breast self-examination for cancel". 

• 

~­• -:-

~-... 

One of the top ten r~ational Priorities in P.L 93-641 is the promotion of 
medical group pl-actices such as Health f':aintenance Organizations (Hi'iOs) 
,·:hic.h er.lpnasize prevention and early detection of disease as part of a 
compre:lensive health care program. Given the HI·:0's philosophy of achieving . 
cost reductioil and quality control through prevention and the emphasis 
H:·:Os place on active consumer participation in implementing this philo.sophy, 
it is appropr'iate that Hi·:Os have been selected at the state level as a -
Priority areil of concern \'lith;n the heal th system. 



• 

c:" -
At present. the greatest porti.on of the 
diagnose and treat i11-health sympto~5, 
are defined as those 

• health care dollar is spent to 
Diagnosis and Trea tment services ':"-:-

Services for evaluating the health status of individuals 
and identifying and alleviating disease and ill-health 
or the symptoms thereof, 

In an attempt to further medical science and thus to prolong life and 
ameliorate its pains. resources ' have been poured into development of 

- , 

-- "'. 

a myriad of diagnostic procedures. technological advancements in specialized 
equipment and surgical procedures. chemical and drug solutions. highly 
trained and specialized manpolofer. and so on, Yet the high cost of these 
resources is nOI'/ giving pol icy makers reason for concern, Alternatives 
to traditional health care syste~s such as Hi40s have been promoted. 
manpOI'/er extenders ·such as nurse practitionet's and physician assistants 
are being trained. and alternative means of insuring for health cal'e are 
being explored, The cun-ent health care system is in transition. \'/ith 
threats of'increasing regulation ~s costs continue to rise, Because these 
diagnosis and treatment services consume the largest percentage of collars. 
they \'/ill inevitably beal' the brunt of any regulatory controls \'/hich 
.are implemented and thus be subjected to the closest scrutiny from planners 
and regul ators, Only time \'/ill tell \·:hether these efforts 01" sol utions 
can have a positive impact on cost and. more i nportantly. on the health 
of the popul ation, . 
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• . ;' . 
lIabilHiition and Relwbilitifi:ion Sen-ice:; arE: Gr, fineci as tllOS(: sCI-vices 
\'Ihich are designee: to restore the 111 0:- e:isabled individuill to, Clnc! ~:­
to assist the geveloprr.entally disabled incliv1dual to achieve> the ful1e!;t 
phys;cil1, mental, social, vocational and economic usefulness of \·:hich 
he is capabl~. This includes: 

1) r-ied;cal Habilitation and Rehabilitation. The medical 
evaluat'ian of the needs of the ill or disabled individual, 
the des'ign, management, and eVilluaticm of a hab"ilitation 
or rehaliiHtation program to meet those neecls_ 

.. ' .- - . -
/ -

and 

2) Ther.apy Services. The therapeutic techniques Il!:ccl in imple-
•. __ . __ ... __ -,-..:'":::; e:::n::.;ti ng~p_~.g@.~~.f .. habi} itat!~:...p.r.. reha~il itati~1l clesi gnecl 

to meet: the needs of an ill or disabled imiididual such as 
physical therapy, occupational therapy, social therapy among 
others •. 

.~ 
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Haintcnance Servi ces are servi ces provi cled to indi vicluil l s in nc(:cl 
of assistance in activ"it"ies of dany living or to indi·/"irlilith ~Iith 
chTOnic physical and mental ill - hec:lth conditions in order to pre: 
vent deteri orat; on. The genCl·C: 1 purpose of I-i:lintenance Sel·vi ces 1S 

to enable an individual to participate in the corr"i1unity to the 
fullest. degree to \"loicl1 that indlvi"c!ual is capable. 

~ .-- . . .. _. .. . . .. -- . . . -_._ ..... ' -'. " 

Naintenance Services are primarily provided in the home. ambulatory 
or lc;mg-stay setting. Senrices provided in the home setting inc;lude 
hooe" health care "and homemaker services. and adult day· care. Those 
provided in an ambulatory setting include congregate meals and end. 
stage renal disease treatment stations. In the long-stay setting. 
miUntenance services include nursing" home care. adult congregate 
living. and foster home care. most of l~hich Guam does not have 
presently. " 

Thoug!!. the:"elderiy' ¢ompFis~~ only 2""percent of the population. n~;"! means· 
of enabling them" to live in. their more familiar and normal enviTon!l1ent 
must be sought ~d iniRlemertted. In addition to contributing to the 
quality of care. these- noninstitutional services are deemed to be Jr.ore 
cost-effective and if supported through public financing such as Medi­
care and sometimes Nedicaid. 

· .... 

• 
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• 
, ~ .' PCl-:;oilill Health Can:~ Support Services cb root invulve direct medical care. 

but c:ssist 'in the prevention. diagnosis 2rad trec:tm::nt of diseases 01' - , 

ill-health conditioils. or in the habilitatior;. rehabilitation or 
maintenance of ill o'r disabled indiviclt:als, Such services include for 
example, pharmacy services, blood bar:k services. food and nutrition 
services, medical records services. and facility rn3intenance and house-
~keepjng·s7ivices. 

" 

- . 
'::-

'Advances in' technology. particularly cumputer tecllOology. make possible' 
the snar'in'g of many support services 2m-Jr.g institutions. Indeed. Congress 
has estC!blis,!iecl as a national priorit,Y '~h!: development of multi­
inst-i'i:utional arrC!ngements for the shC!.ir.g of support services necessary 
to all h~a1th sen-ice instit:Jtions . 

. ' . . ', 
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SertWHces 

Health System Enabling Services are those organized activities 
designed to influence the means by I·:hich, and conditions under I·:hich 
health services are delivered. Examples of enabling services are: 
health planning, resource development,. regulation, research, and 
financing. 

Hany changes in the methods and means by 1·lhich health services are 
delivered can be attributed to health system enabling services. Health 
research and resource development have been instrum~ntal in a~vancing 
the state of health technology and assuring that the appropriate 
manpO\·/er, facilities. and equipm2nt are available to implement the 
nel·/ technology. Health Planning and regulation, on the other hand, ~/ork 
together in an attempt to guarantee that resources are developed 
appropriately in areas of need. Planning is necessary to determine 
~Ihere needs are. regtilation to assure that resource allocation occurs 
according to the needs set forth in plans. 

". . . 
Of all the health system enabling services perhaps financing has had 
the greatest impact on hO\·1 health care is delivered today. Reimbursement 
policy, both private and public, has over the years emphasized the 
delivery of diagnosis and treatment delivered in ambulatory settings 
and health promotion and protection services hal'e been under- utilized. 

In order to. better unop.rstand ho\·/ health care in Gmll:1 is financed. 
this section of the Guam Health Plan Hlll analyze health care 
expenditures in-depth and offer in the I·/ay of goals. objectives. and 
reconmended actions changes in the financing of health care I·:hich r,lay 
reduce the current increases in health care expenditures . 
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\~ith a ",ic;·: to th(! entire ra.,ge of health st."1.tus pro!:>le.1'3 facro 
• 

on GU.'UlI at the present and aS51.~:1 to bz e .. ~~luring fa!" the duration ;q:. 
of the initial pla'lning pzrio:l (5 years), a:yJ gi"en the detailed 

'" ' . 

and cOilPrehe..'lsive stu::ly of the system of health services and resources 

available on Guam at present, th~ folla,;ing I:'ajor health systeon 

deficiellcies can be· isolated: 

L lack of Available and Accessible Services -

Despite the iITi?ressive array a'ld quantity of health resources 

available on Guam at tha present tiIr.e there are serious gaps in 

resource ayailability in several health service areas, including 

geriatric services, alcoholism services. public health nursing • 
• 

rehabilitation ~ counseling services, ano certain specialized 

or tertiaI:y care co.·G.:x:>ne.,ts. Toe lnp-3.ct of these deficiem:ies 

cannot be directly gauged at present. HO'.,-ever, it is ca..-tain 

that these resources and service gaps place u!JCue burdens on those 

in need of such services, bat unable to obtain t:h=;n for lack of 

availability. FUrthernore. it may \-:ell be that 'certain health 

problems are exacerbated because of insufficient services to find, 

identify and treat such pr;pble-rs early on. Finally, lack of avai-

lability of appropriate services way lead to over utilization and 

in3ppropriatc use of substitute se.."Vic:es \,hich t.l-ten unfairly burdons 

health resources designed for oth= purposes. For e.-..a."tple, for lack 

of alcoholic clay pro.jca:ns. alco~olics way ultkately co hospitaf 

facilities. 

Compounding the pro!:llem of unavailable services, a.,j the strains 

. -~--- - . 
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it prcdl1=cs in th~ existing s e rvice deliver-.t systc"!l3, is the pro'::llen 

of inacc~ssible s~rvices' t.~t arc avn.ilClble. Tne CO:1cc,i,tration of 

a'lOulatory em:1 in p-J.tient care rC5O'.lrces in the 1,g;ulJ.- Ta n i ng 

corridor is \·:e11 do::urr.ente:1. ~';nile the isla'Y.l of O .. l:lm is relatively 

-.SIi'all by rrost stan:1ards, .mat is not permps fully appreciated is 

the "costs" .in travel ti!l'e and convenience, if not actual rronet2ry 

expenses, ,·;hidl dissuade individuals as close as Yigo or Agat fran 

seeking pro:l1pt Iredical attention, or frail using available prevantiva 

care servic~s. - Problelt's of accessibility are never s~ly physi-al 

distance or tiIre problems. There is an inp:>r'-...ant p"..rceptual eleoe."It 

< 

~­
· c c -

---.. .. 

,·:hich lin.~ \·:illingneSs to use se.."ViCes. that are a\'ailable \,-i~ visi­

bility and fainili=ity .of those s~ices. In this respect, ard give., 
• 

the concarltratio:'l':of various health status proble;ll, p-:lrticularly 

acute conditions, \·!hich rectLrrently face residents of southe..-n CiIE.":I, 

it is llrp:>rtant to mitigate the isolation of populations ,·;mch are 

relatively, if not absolutely, re-rote fran available sen'ices.. If 

services cannot be physically re-located at this stage, then tha 

possiliilities for' esl:c"lblishing satellite facilities, rrobile u.'li.ts, 

or even trens=ctatio:-l services sho!Jld be e.xplore:1. • • 

'rne issue of accessibility also cOvers a ra.~e of barriers to 

the utilizatio:-l of available health services and. resources whlc.'l need 

to b~ overcC<.=, if all individuals are to l>.ave the equal right to a 

healthfltl life. Financial D-:lrriers r..ay,·;ell pre;re.,t r..a.'y Gua .. ani~s 

frO!il se~'..;ing services, CIl'il unless such harriers are over=re or 

rC\.'1uc,:::...'1, in:1ividual health status \-!i11 cO:ltinue to have a strO:l; 

(nccjativC!) associatio:1 .:ith inc~. 

.. 



A rcvic\·! of th~ planni.Tlg «rca description (ch. 2) arrl of 

,,,ill i.rclicate tha serio~\Sness of deficiencies in the qtmlity of 

Guam's environ;r.ent. as it affects health status , p-:u:ticularl~' in 

th~ areas of ,·.ater qll3l.ity, s=";:!g~ treabrent, higrr,:ay curl traffic 

safety, and prevalel,ce of carriers of or agen'l:s of invertebrate 

disease (especially p3rasites). T'nat sum fundarr.ental steps as 

. ensuring a safe, adequate, and conveniently and continuo:l5ly usable 

,·;ater supply, r~TOving or reducing sources of p::>f'?hle ','at2r con­

ta!,;u.nation by chemical or fecal p::>llutants from ,,-ate:;:- supply systeit".s, 

eliminating obstacles and' hazards ·to safer driving, and carrying 

out systematic pr~a'l\S to re:luce the presence 0;: p-:lrasites or to 

at least. inprove the poP'.llation' s unclerstarding of means to avoid 

parasitic infcctio:l, esp::cially a-rong children, are all suggestive 

of s2rious shortco:nings in the current. allocation of resources \·;it.1Un 

the health system as a ,·;nole. T'ne high incidence rates record!:rl in 

general and during recurring o'.ltbre<lks of such 4i,seases as hepatitis, 

salm:mellosis, measles, curl gastroe.,teritis, in addition to the kno.-m 

\'lidespread prevalence of p-.3rasitic infections, leave no room for 

doubt. as to tha l1'ajor contribution that. environ.T,:.,t.:.l qIEllit;y - in 

p-=ticular \'Tater quality - has on health status, and the co:tsa~t 

priority &.at. should re given to reducing e.,viro:t.rre .. ltal sources, 

. ~ . ~ ~. agents, reservo~rs an .. CCl:!:"r~ers 0,- a~se?.ses. 'file fact that de-,tal 

caries has bee., fOll.'l:l to 1>-::: so \·:idely prevalent 0:1 G\.mm 2I'O:lg sc~~l-

children, cotlpled \·:ith th:! kn:.:·:le:!g: that kno.-:n R~thodS for cazies 

control an::1 preventio:l are m'ail2!:lle (a.-::1 feasible to in?le.~'t) 

• 
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l eaves little rOO:'il for arg:.r:·I~nt ilgainst tcl~in:! inrrzlialc steps to 

Llllcviate lk"lsic h:::!i1lth pro\)lc:~:s . 
• 

~'h.e issue is not rrerely C:l~ of eSf-?hlis'hing C!LJprop:-iate 

stan~larcl5, surveillance proco:1u:::es, and co:1trol an:1 rr=g~Tent --
teclmiques_ It is also one of ensurin3' that su:::h actions ta~cn 

apply tmifOl:mly to all areas of GuaiYI, and s~ to winiFize quality 

differe"ltials in the p.'lysical environ;rent as a first step to .. ,a....-dS. 

providing all individuals \-lith all equal chance of se....-uring a h:althy 

living enviroThT=nt_ 

3_ Inadequate Health Educatio.n and ":ellness Pr=tion 

Revie\ving the major causes of death on Gua."lt for the p:.st 7 years 

shoulcl suggest the dileT.!l'a that health planning and publicl,y directed . . 
efforts to :i.n1pro",: heaith status currently face_ 1>bst major causes 

of death, roth on Guam and in the United states a.,c1 other c1evelO?in.J 

countries are kna .. m to derive less fran environT~'tal factors, \-:t-ich 

if cO:ltrolled ~ght reduce disease or disability inciden:::e a;rong 

- . 

p:>pulations affecte:l by such factors and "ore frcm social, attitu.."'U.nal, 

cmd personal discretionary factors \·hich ofte.., oi"ient irdividual IE-

havior and lifestyle tcr.,'<!rds bellavior \·:hich do=>-s not prooote high 

levels of health or \·:ellnes5_ Dietary habits, p=>..rsonal prefere.,.=es 

and risks take., \'lith resp~ct to driving ~...l>.3sior, srrokin:r habits all 

have b~en patterned in so:::ially reinforced \-:ays \·;hich Co not ta~e 

into account the lO:lg-term CO:ls~a.,ces of su:::h ~,aviors_ l·l:my · 

yOtl!lg \·;o.~n are tL'1?rep3rul for their first pregn:mcy and co I".ot seek 

the prO?,2r a110lmt of pre.'Elt:.c,l care, nor c'!o they alter their n1.ltritioa-

al an3 dietary p3tterns in oreer to provide the pro~-r ges~~tional 

cnvironment- Knile it rr~'y l:r::! the case that ir.:lividu,"lls \dll coa:::inue 

to choose to ignol:'c b:!11ZlVio::-al p:1tterns th!!t \·:ill prarote health 
.' 



an:! \·:ellr.ess, CI s&ioas sh~rtco"lin9 in th~ health system can be 

identified in the \· .. ic1e range of b-:lsic he<tlth in[or;;'~"ltion \·!hich is 

r.~t reing provided to the P='p'.llatio:'l in an ap?ropriatc form or 

J;SIL'1er \'lmch \';Quld le."'\d itself to scrutiny, discussion an:1 eventual 

and practical application", Basic k'loo'lle:c1ge about the role of nu-

trition, physical e;.:ercis~ and ~itrless, and o:::cup:J.tional and de."\tal 

health as they contribute to overall health status is not reing 

effects and consequences of hyp:>...r"'...ension, o~sity, ar..:!. venereal 

disease are poorly disseminated at present. 1·13.terna1 care, as 

provided in certain of the health insurance plans, does include 

attention to basic educ:ation of &~ eAp.:c'"..ant IlOther conca..--ning 

• 
pro?,~ care' of h~self and her infant; yet inforIl'ation on family 

planning, pre-natal care (includin"J m:lternal nutrition and be.'Evior), 

and pote.'1tial genetic problems for certain IrOthers is not se."!erally 

provided to the pool of potentialli'others, particularly adalescer!.t 

cind young adult \.:"".~,. Tne high incic.ence of dontal pro:,lms awn; 

school-aged children, p:trticularly decayed teeth, suggest 1<:)t Q."\ly 
. 

a range of poor dietaJ:y J..ill>its (high ingestion of sugars and carro-

hy.irates, for exaitple), buc also that: little educatiCk"\ in ap?ro?riate 

c1e.,tal hygience is reing given. It is nuch the sa~ sort of pro:,l6i1 

,·;hen the high death rate associated \~it.h auto:no:,il~ accide.,ts is 

exa-nlned. ' ·T.'lile on the one.;and, basic c1.dving lebits are discre-

.tion..'Il:Y b-:~l1avior, there is a clear .resp-:J:lsibility on thE! part of 

~U!>lic agencies - p':II'ticularly thOSE! CO:1cemed \';ith ~ucation a"!:1 

traffic safety - to educate thE! pU!>lic in s~fe driving b2.;3.vior, to 

alert n::-.-1 and potential driv<!rs, especially C1::!olesce.,ts a.~~1 you.,g 

• 
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adults, to the r isks and CO:ls~l'J~n:::es of b-:l.:1 driving prac'"".iccs, ru::l 

inde~.'c1 to provide an:1 e .. forc.:! c1isin;:entivcs to as \':ell as periolic 

chzcks on the e;.:tent of c1'!i1gero~ driving C'~"l:l •• ;:cid~'t-pro,roti~g < 

beha'Jior. 'I'he fact tha t driveL edu:::ation is C"U!:"cently not a Il'.un- .~ . 

c1ato:r:y class in the sch=ls , ar.d that driver ree;:arninatiorls 'or re- -
education progra:ns ere not err-ployed, suggest t:lEt feasible app::oaciles .. 

t;o reduci.rig autocrobile ' accide.,ts ar.d the resulting deaths and cli.s-

abilities have not been exhausted by public ege=ies. 

4. Shortage of.l·l3npcr .. :er CO:lp:ments and In,a?..eguate Training 

Contributirig to the ge.'"1eral una~ailclJility of certain health . 

services are the inadequate levels of health re.i1po:,er resources, 

particularly for primaJ:y an::'- 5O.Te. secondary health care c ... utp:Jnents. 

At the SChTe tiIl'.e, insuHicient training, qualifications or con-• 

tinuing ed~cation; as \"e1:1 as a ge.,eral lack of alternative Jr.a.'?'7.·:er 

typ=-..s (allied health professionals, nurse p=actitioners, en::i 

physician assistants) have co.-roined to la;er the overall effective­

ness of health IDanp:J.·ier currently deployed on Guam. Give.., th~ 
. 

concentraion of private pracitioners in the J\gar.a-Taiw .. Ung corridor, 

i.t is p-:u:tieularly distressing that the nurr;':'..rs of public health 

nurses are 'inadequate to provide sufficient preve .. tive, screenir.g 
••• . J 

-_. 

~a diagnost;ic services to IrQre re.1Ote p:!pulations 0 .. G'.E,n; especl.al-

ly .those in the districts of Yigo, Talofofo, Inarajan, l'lerizo, t'a-atac, , . 

and Herizo. Furthermore, ackno-"lledging the cliffic-ulties of . attracting 

and n'Zlintaining an adequ<.te suP?ly of private p~ysici?.ns in roth 

general and specializE~:'1 practices, it is iI:;o::-ti>~,t to co:lsider all 

means of e:,te.~ling or c:o.,,?lur:enting or stOs tituting for such r."mpo.,-er 

",ith the provision of h~alth care aides, nurs~ practition~s, p.'tysi-

cian assistants ancl the like . It see1lS esp;r-iaUy urgent that a 

-; -, 
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cadre of health I!:;mp::r .. :=, \o:h~th~ p~ysicians p~r se 0:::- alternative 

forms, should l>~ trnimxl a.,:1 d2velo?,,-od frcru t11~ lo::al Gu;!:r.mian 
• 

J7->Pl1lation in order to ensure t.~t th~ir ~:r>3rtise and p=actic~ ~ .-
rS[\:"lins on the isli~md. 

5. Inadequate p.egulation 

There aie serious deficienc.ies in the licensing, certification, _ •. 

and regulation of current health n-anpo;>-er ard s~ices on °Go_la'll at 

the present tirre. 'l'"nis roay ,-:ell be due in p:!rt, to the relatively 
- . 

Special governmental status that the Te....-ritory of 0Gua,.\l has ~eld 

until recently. Ho.-:ever, ,-:here inadequate legislative rnan:1ates 

nOl-1 e>cisl::, it should be the res£X>nsibility of appropriate public 

age.,cies to su!:init the n~ary bills or resolutions ~ order to 
• 

begin to uf>:jrade the sbl.""ldards 2lyl procedures that every level a.-d 

OJ.LP:>ne.,t of health care and health service d".Jjvery should 1>3 sib-

ject to. 

Under this heading are rep:>rted similar c1ef$.ciencies \-lith rotor 

vehicle licensing an:! testing 'o:hich ne..."<3. to be ac~;essed ° as p3rl: of 

an overall pro..]ra.-n to upgrade driver c::ompete.,cy ~ an.:r. responsibil,itY 

in order to re:duce deaths and injuries due to IrOtor vehicle and 

traffic-relate:d accidents. 

Finally, there are basic w"i1biguities in the rules ar.d co:rluct 

of prese.,t bo1ies mgaged in oot,.'t P.S.R.O. activity 2Id the G:'i?i)~ 

Certificate of ~ee---d pro::ess ,o:hich have to be clarifie.:l arrl resolved 

if the quality of health Co?IC reg-.llatio:1 is to in?=ove to the p:lint : 

, ... here it can effectively JrO:1itor an:i guide the future course of 

health care delivery 0:1 GUZ!i1I. 

-. 
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6. Insufficient an:1 Inefft~ctive Pla:u-u.'g , CO:>.l:"c1irmtio:"l an..j 

Evaluation of Health Care l\ctivities 

sh:>~der so:roa rE:~FOnsiliility for the prese.'lt state of um::o:>rdinated 

ana unguided health care cleliv~' on Gua;n. Knile this asseSs:fe'lt 

can be made of li"any, if not nost, SHPQ...'\'s in the United States, 

it is 1np:>rtant to reco..]!lize the · specific problell5 facing this par-

ticular agen..."'Y, .in order that they Ji"ay be c:onscious1y ~ddressed Cl.id 

corrected as CI1l integral part of the overall health plal,rdng pro-

cess that takes place nO:·l and .in the future. It is also :ir.p:>rtant 

to ide.,tify the institutional setting \'lithiri \·;hich the G:iPill\ w.ust 

\·;ork and \·meh, to a Considerable e.'d:ent, also acts to ir.pede ef-

'fective health plallning • . 
• 

Ag;mcy stem largel~' from the sta£fing p-:tttern, ani staffing no-

tation "lhich have served to deny Ule ag~::y the n..~--essa:ty continuit;y 

of c1irection, caD?3tency of. e>¥...rtise, Cl.icl c:o:>rdinZltiO!l of effor"'..s 

to ic1;mtify, undertake, and canplete planning tasks in a ca'i'ce.'Ie.,-. . 
sive fashion. ' (Tne replac~.,ent of directors eve..--y othel;' year has 

not alla.-:ed sufficie.,t co.;e...re.'cy of p::>licy formulatio.., ar-.3. direction 

to b3 estzlblished and a~lopted by all Ir.:,rD=>..rs of the age."'I...."'Y. The 

result has been tlat line staff lEve ree., forccl to ',ork, ofte., 

\'lithout appropriate guida."'I....'"e or training on unrelated tasks "hic.; 

have therclJy cO:lsurred aiTO:.L.'lts of time clispropor"'...ionate to their 

.' 
contribution to the overall plan."ling pro:::ess ar.d ul tir.ate proouc::.) , 

• 

-

-- ... 

In I'-'lrticular, relcva'lt goals objecti~es and priorities, along ,dth 

the appro?riate taks an:l pro:::eC!ures to a:1-:>p:: for the ir aca:::m,;>lis:r..a.,::, 
, 
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plannin:J precess to alIa:! G:lPDt\ to assc,Tblc ap;:>::opr iatc d~ta clc., .::.'"lts 
• 

:in an orderly fashion. Basic n::! th::>:ls an:1 forma ts for evaluatin.:1 b:l~l-t 

health status an:1 hec'llth syste;1I levels \·:ere not sp:."'Cified until a very 

late date :in the planning process . - \,ith the current draft of t.lu:! 

GuClll\ Health Systems Plan, m·.-ever, a foU!'.dation fo= future health 

planning efforts has been establis!=d \'lithin \·;hich c:cr;pre.~'1Sive 

planning, :inter-agency ccordination, and e-.raluation efforts can be 

undertaken. 

It is essential that the critique of the health planning ag~:::y's 

past efforts not 1e misconstrued. Tne process of health planning is 

still very much an art, despite the efforts of the federal gOVerrJlie.'1t . . 
to provide alllt'.aIl..'1& of teclL.-ucal assista.'lce, me::hodolo;¥, s~.datCs, 

• 
and guidelmes. Tne ~essenc'e of health planning is c:o:i'.!:>ined, cO:lrc1in"te:l, 

and ccoi-..rative efforts arro;\g a range of actors and agencies in t.lte 

field of health care, and these efforts are not easily achieved. 

l~.t applies to the GHPD."> in terms of P-:lst inade...,."'\E!i::ies equally ap;:>lies 

to the :institutio:tal context \~ithin \·:mch it has had. to \·;ork. IP..spite 

national-level as \\ell as territorial enabling legislation as mamEl-es 

for health pla'1."ling as n...oed:d, p.J.blic activity, the level of ccopera-

tion and ccordination b3~,cen agencies has ' been inadequate to the task 

of reorienting the health care syste-n to inprove h::alth status or r~ 

duce health care costs. 'l"nere -are four basic reaso:t5 for this. First, 

as \'lith early efforts of GHPD?I, there has not bee.. s?:::cific p:llicy or 

mission staterents concerning goals, o:,jectives, p=iorities a.-d tasks, 

as \·;ell as criteria for evcl.uatin;J progres s achie-... cl, fo:: a"ly of the 

public or se;ni-p:Jblic agencies au:re.,tly :in~'Olv00.i in he.'llth care 

delivery, including: the D=!pm:bi'-.:!llt of P'ublic lli:!alth an~l 5..."'\::ial 

= : 
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ments dirccted to the internnl lr'.:"1l1 ::!ge:rent of health care activities 

of th~ in:1ividual ag~ndcs, it is difficult to S~ h:1:: these asc.l1cies 

to viet-' the e..'ltire health syste::I. Secondly, there has D~en insufficient 

staffing and technical eh-p>..rti.se \-,itP.in each lI'ajor health c:a:ce agC!.;C".f 

to e.""l3ble 'planl'ling efforts, either singly or in CX?ncert \·,ith other 

agencies, to be conducted \-,ith any assurance of continuity a'ld ~ 

tence. 'l'hir~y, of consequence, there has bee."l a minimal arroUl'It of 

attention given to creating the ap;?ro?riate policy J:x:x1ies and task 

forces \-lith est:.cl,lished missions that could serve as \·;orking entities 

, \'Tithin \-,hich to eStilblish inter-agency cc:F.mn.mication, Cooperative lin.~, 
. -

• 
and eventual co:>rdination 'of efforts and policies. - In particular, - . 
there is as yet no ongoing multi-level health service plarhLL'g or 

co6rdination activities being under'"...a},e.'"l by the DePartr.le.'"lt of Ptblic 

llealth and Social Services, Gua!ll He.,orial Hospital Authority, cmd 

the several health maintella.'"lCe orga.-uzatio."lS, to narr.e the Il'ajor e.'"ltities. 

Ef.forts have also not been Il'ade to involve, on an on-going resis, 

repreSel'ltatives fran the mili~ health care system - \-hlch a;:bittedly 

te.,d to op=>..rate autono.Tously ·!. or private practitioners a"ld physici"n 

groups on Guam. Fourthly, and lastly, a r.e.jor contributing factor to 

the inade...,.-uacy of P-J.st health plar.nir.g efforts res D~e.., the isolatio."l 

of public budget allocation activities from any an:i all fomal healt.1-t 

plan.,ing activities as un;:le r-,.ake.., by GHPDA, DPiiSS, or Q -lili\. Plblic 

sector planni.ng is tan~~"':O .. mt to speculation atotlt alternativa futurt?s, 

prosp:!ctive aSSeSSll'ent, or tre.,::1 e:~trap:>latio:l alon~ \·:hen no!: cO:.Jph:.:1 

c 
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"lith th~ m~ans and the fability to c1csi9n~ltc ilJld allocate (0;: at lc.:!.st 

influence th~ allo::ation of) reso';.l.!:'ces in a. p:ttteJ.TI CO:1s.istcnl \'li~~ c 

pla~ r~~r.nendations. Cl:1e of the first [;'1= jJU?l=i~;1tation steps that 

must be ta'-em is to e,sure that pro?:!r, co::>rdinato:l budg=t draEtin:r 

authority resides in agencies resp::>nsible for plan fornrulation. 

.-

7. Inadequate Health an:1 Financial P.ecords a"d Info=tion. System = = 

By far, the Jrost serious i,npedii!=nt to proper asseSS!l\-.:mt of &~ 

hea1th · status of the population and. evaluation of the ~ct of the 

hea1th care deliv&y system on health system, including requisite 

corrections and interventions that ca., be effectec1 tc:> ultiIl'.ately fur 

prove health status, is the freigmerlted and u.,-systeillatic form in t-:hich 

hea~th data curr~t1y exists, "1here it exists at all. Despite Ule 

CCF.lprehensive and infOrIl'.ation-inte.~ive nature of prese.,t health 

planning efforts, there has been no reco:rnition of the requisite 

standardizatio!"l and cCF.i'pilation of health data in a r.&,ne.;:- that ,-.'Quld 

enhance the ability of analysts to derive r.1ea'1ingful plaIuun_J infor-

mation. ~nere are several· contributing CO!"ld.itiO;1S un:1erlying the 

present state or disorganizatio;1 in health information collection 2!"::1 

analysiS activities. Firstly .. a singl~ agerlCY has II::>t bee., delegated 

enough authority or resp:msibility to bring ~ut closer CCXlp=>..ration 

het\-;e;e., all private and public agencies in ide.,tifying ap?rojriate 

data clements required for crnprene.,sive health pla.'1..'1ing, sta'"!dardizin:r 

the Jl'.a!111er in "lhich sueh ele:rr:.,ts are to be oollectro, sp:."'CifyinS; the 

appropriate agencie;s ,·:hieh are to be resp:msible for their collectio:1, 

and finally, e"1.Suring that all su;::h d:lta is assc.oled and stored in a 

form that ,-:auld e"Ulble varlO\.ls rep::>rts an:1 a.·mlyses -to b-:! p::o:1u:::cd 0:1 

a re:<:JUlar and tir.ely b.,sis. \':ith pro;>:t" sta[f .mel eXl.>=tisc, t..'1::: G'_l:t:n 
• 



HCillth Plan .. ing mid \}~vclO;:<1',:::Olt l\g'::Ol~:y could b-:: the: locus of this 

health inforn'.;-,.tio .. SystChl c1eveloi;:rent effort, b~lt it n~i:'d not D:;!. 

co:nprehe"'1sivc, p::lpulation-bas-:xl h~alth plan.,ing D~ collectoo, 

mtc-,rr<1.tec1, an::1 an.:,lyze:1 as an interrelated \·:h::>le. Stich mi.;uif.Lm 

data ccmpone.,ts have been specified else-.·:here*, but can here be 

s=i~ec1 as: (1) p::>pulatio:1. (deiro':Jraphic aild socioecono:ric) 

data, (2) nortality and norbidity, (3) health se...rvices: facility, 

fil'lIIpo_:er, program, equipment and cost/financial data, and (4) health 

service utilization data. lfnile this listing ide.,tifies a Inin.iJno.ra 

data set, it does not complete the picture. 

Given the current state of health data on G . .la:n, . several issues 

need to be imr.e-.liately adqressed. First, the accuraC".f, reliability, 
• 

and uniformity of r~~::>rting of all health status mfo~ation, but 

especially rep::>rts of illnesses, injuries, disabilities .md c1ec:ths 

must 1>2 praroted and e,1hanced, if reliable estimates of incide.,ce a.T-l 

prevalence of various health status cO:1ditio:1s are to J:>.~ ll'.ade and 

usee1 as the D-:lsis for health planning. Give., the &iall nmb=>...r of 

health care provic1ers in reportirr:r any an:1 all conditions. Se...-on:1, 

the reliability and utility of such reports, "he., prcduced, could re 

greatly e. .. 'lanced by 'a concerted effort to co:tputerize all health data. 

"Iith the adoption of rep:>rting fonr.s that are 1!3chin:2-reacl:wle, this 

effort could also facilitate the prir.ary collcctio:1. of c1::ta as' ,·:el1. 

?'hirdly, the m:lnner in \·;hich Ii'zanin:Jful plannir.g inforrr.ation is derived 

fran available health data is a fum::tio:1 of the analytical t:a:>ls ar.::t 

*Cf. 
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e:..:pct.-tisc brO'..lght to b ::ilX 0:1 such c1at:c:" as 1,.·:~11 ilS th~! b!lsic i~st1~s cl,:"'l 

~. ' 
< 

. . ~ 

rrethooolo,p .es to analyz~ dat..""l fo!:" health plea,:ling p:lt?:>5~5 is aO:i>itt;xl- <-

ly in its infancy, a..:1 tcdmicf.leS to sLI,"zrizc , p::::ofilc, characterize 

and othendse describe c."siting o:>:yJitio:l5 are presently stronger 

than infere.,tial tcols. Ho,;ever, if healt..'1 pl anning analyses are to 

have an objective 1>:15is, the., methods and rrd.!els Ii'llSt re developed by ~ 

"lhicll del:el:minants or health status levels arl:1 conditio:1S can be 

assessed and relevant health system conp:ments, activities, or o:>ndi-

tions can be ic1e.,tified (at least prob-:lbilisticallyl as ap?!:"opdate 

interven;tions. The role of epideiniolo;Jical a'lalysis in health status 

as.sessment is an ob-,rious one, but its streng'"JI in the are.<a of CO,li?r~ 

hensive health planl1~g \'li11 rest on its abilitX to lo:Jica11y and 

analytically link hea~th status changes \·:it..'l specific p:>licies, pro;.?"l'.5, 

and configurations of health services and h~al~; care activities tP3t 

anprise current or future health SYSt.eiOlS. 
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HE.flLTIl sYS1B! (" .. OALS Ai\'D OBJEcrrvEs 



, .,.. 

Y STE[,j GOAL I. 

- nc.'\LTn SYSTG-iS (;C:\.1..5 r\~ .. 1) CDJ~GTI\l :S 
! 

HEALTH EDUCAl IQ;~ 1'.i!D I!ELU:ESS PR01:OTlO:,: SERlf ICES 

Impl'ove the quality and cO'/erage of hQlllth educa t i on and 
~,:ellness prcgrams a'nd sen'ices, I'lith pal·ticular attention to 
provision of basic inform!ltioro and education on health-pro9.o­
ting practices, as I'lell as 0:1 risks associated I'lith specific 
health conditions, in order to increase the general al';areness 
among all residents of Gua~ of the basic determinants of 
health and illness, 

Systel:l Objective 1.1 Diet/llutritioiil0besity Information 

By 1983. achieve 90;~ coverage of targeted 
populations of pregnant ~:o;nen and oven-leight, 
individuals I'/ith basic information on appropriate 
diet and nutritional standards. and on the 'health 
risks, {especially risks to fetal development and 
maternal health} associated I'/ith improper diet and 
nutrition. 

Systel:l Objective 1.,2 Physical Fitness/Exercise Information 

By 1983. establish services ' to provide con­
tim,in!) and 1'/iClespread dissemination of informa­
tion on the health-pro~oting value of physical 
fitness and of various forms of exercise to all 
residents of Guam, 

System Objective 1.3 I-laternal/Prenatal Health Education 

By 1983. achieve 95% coverage of all pregnant 
1':Omen and at 1 east 80b coverage of I'lomen ' in chil9-
bearing years (especially adolescent ~;o:nen) I'lith 
information and education programs concerning appro­
priate maternat. pl'enatal and child care. 

System Objective 1.4 Family Planning/Genetics Inform~tion . 
By 1983. establish and maintain sel'vices \'/hich 

provide complete and continuing inforhlation on all 
aspects of family planning, fertility regulation. 
and birth control options for all individuals 15 and 
over; and provide special information services for 
targeted mothers at risk concerning genetic problems. 
congenital malfolwations , and the potential for de­
velopmental disabilities , 

System Objective 1.5 Occupational Health ProOolotion 

Uithin the 5-year initial planning pedod. esta­
blish information services to inforn all e::1ploycl's 
and employees of p<lI·ticularly hazardous occupations 
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(constnlction, industl,y, transportation) of occupa­
tional !"is!:s as \-:ell as preventive measures to re­
duce such risks, .. 

system Objective).6 HOr;}(! Health and Pel'sonal Hygien~ 

By 1983, a'chi eve at 1 ea s t 75% covel'age of all 
-individuals. households and com:nunity or9anizations 
'-lith information provided or made available on con­
ditions for healthy 1 iving and practices of pel'sonal 
hygiene. 

System Objective 1.7 Dentai Health "Promotion . 
By 1983. achieve at least 95% coverage of all 

school-aged children and 801, coverag!! of all indi­
viduals '-lith infomation and education provided on 
appropriate dental hygiene and the risks and diseases 
associated "lith inappropriate eating habits or dental 
cleaning practices. 

System Objective 1_8 Special Health Problem/Condition Information 

lIithin the fiVe-year/lanning pel-iod. establish 
services to reach targete risk~groups and groups 
'-lith specific health conditions tIlth information on 
\'Iarnings'tgns. ·risks, inappropriate behaviors and 
appropriate preventive, diagnostic and treatment ser­
vices to contact for such health conditions as hyper­
tension. diabetes. heart disease, stroke. cancer. and 
venereal disease. 

System Objective 1.9 -Driver Education and Traffic Safety Promotion 

Uithin the five-year planning period; achieve-
1007, COVel"age of all driving license applicants tilth 
infol"mation on safe drivel" practices~ and \-lith manda­
tory driver education for all applicants aged 25 or 
less. -

SYSTHl GOAL II. AVAILABLE Aim -ACCESSIBLE DIRECT HEALTH CflRE SERVICES 

Improve the ilvailabiHty of and accessibility to a full. 
compl"ehensive and integrated system of direct health care ser­
vices (preventive, diagnostic, tl"eatment, habil itative and re­
habilitative, and maintenance services) to the maximum extent 
possible, '-lith emphasis on the development of continuing acti-, 
vities fOl" identification, early diagnosis, and early treatment _. 
of acute and chronic conditions, and the provision of appropriate 
secondary and special heal to caJ"e services in support of direct ' 
treatr.lent. 

• 
--.. 
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Systc;1l Objcctive 11_10 Pl-ovision of Villaqe -Level Clinic S::l-\'ices 
and Accessible Public Pri;~al-Y Cal-e 

By 1933, e-stab 1 i sh a netl-/or:: of decentra 1 i zed public 
health c"!inics providing essential primary can! services 
(particulal"ly for pl-egnant I-;o;nen, r.1others and infants), 
including basic health m~intenance, ir.1munization, diag­
nostic and basic acute care services, covering all 
residents and residences on Gua;;l I-:ith a maximum residence­
to-clinic travel time of- 20 minutes_ 

System Objective 11.11 Outreach/Screening/Diagnostic Services 

By 1983, establish a continuing prevention service 
emphasizing early detection of acute and chronic conditions 
in the-population, through a series of periodically pro­
vided outreach, screening, surveillance. case follo\1-up, 
and diagnostic activities; such activities covering all 

-households and areas on Guam, and aimed at detecting 
early symptoms or stages of a ~:ide range of acute and 
chronic_disease conditions, especially those among 
pregnant ,-:omen, the ne\-'Dorn and infants,- as \':e11 as 
the elderly. . -

• -System Objective 11.12- Counseling Services 

• 

I-lithin the five year planning period, establish 
multiple counseling services able to adl.'ise, inform, and 
treat at least 75 r, of all individuals identified and 
referred ,-lith psychiatric, drug and alcohol abuse, suicide, 
family conflict, or venereal disease problems . 

Syst~m Objective 11.13 Rehabilitation and r-:ainten!l-nce Sen'ices 

By 1933, expand the limited set of -current maintenance 
services to a complete and comprehensive set of habilita­
tion, rehabilit~tion, and health status r.1aintenance services, 
including but not _limited to services fOI- the chronic care, 
treatment and training of the mentally ill and develop~entally 
disabled, the physically handicapped, the unsupported aged 
in poor health, and the bed-ridden; such services covering 
at least 80 r, of all identified cases~_ and providing care 
in a range of settings through such progra~s as home 
health care, board-and-care, day care, and institutional care 
in both inpatient and outpatient settings. 

- . 

--



System OtJjectivc Il.lll Alcoholism Services 

c 
By 1983, expand current services tu at least 75 Y, of 

identifled i:nd lal'geted alcoholics to include a cOOO1plete 
range of diagnostic, treatr:lent and l'ecovery s_crvices, 
including detoxification centers, and half:-;ay and trans­
itional living houses, in order to meet the full needs 

"­
c' 

of all individuals identified 'as needing health services 
to combat alcoholism, . 

System Objective 11.15 Secondary and Ter~iary Health Care Elements 

By 1983, make the follO:'/ing adjustments to the present 
set of secondary and tertiary health care services: 
(ISa) Pediatric _inpatient beds: attempt to achieve at least 
65 % occupancy rate ,for beds ass~gned_ to pediatric inpatient 
care, in oredr to satisfy fully the National Guidelines; 
(l5b) End stage renal services/dialysis: establish a 
program to promote self-care and home-based dialysis treat­
menl;, as one means of lo:-:ering overall costs associated 
-\-lith ESRD treatment; (l5c) Crippled chlldren's services: 
expand screening, diagnostic and therapeutic services for 
all crippled children on Guam. and in particular those \-;ith 
hedring/ speec~/ communication disorders. in oredr to 
achieve at. least 95 % coverage of all children \-/ith potential 
or actual crippling health problems; and (ISd) Chronic 

and intermediate bed and service needs: increase the nu~ber 
of beds allocated to Intermediate Care for chronically ill 
individuals as \-Iell as geriatric cases. and expa nd associ­
ated services to meet the long term treatment. health 
maintenance. and rehabilitative needs of all such clients 
requiring inpatient as well as ambulatory care_ * 

* ~!ith the fulfillment of Objective ILlS, all serviCes and service 
standards included as part of the "1lational Guidelines for Health Planning" 
(I-larch. 1973) are adequately met by Guam's health care delivery system, 
Cel' tain tel-tial-Y level health -service components are not represented on Guam. 
including: open heart surgery, ca'rdiac catheter-ization, and computed to:no-­
graphic scanning, Because such services are not justified \-lith current popu­

-lation levels or client load/utili zation rates. no service planning is re­
quired for them at this tim:!; off-island referrals for these'procedures 
remain the most cost-effective altel-native_ Oth:!r "National Guideline" 
service components are found to be adequate at the present time on Gua~ , 
These co~ponents include: general hospital servic~s (bed capacity and occu­
pancy rate); obstetrical services and neonatal services; neonatal special ' 
care unit; pediatric inpatient care beds; radiation therapy; and end- stage 
rena 1 di a lys i s units. 

--

--
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Systcm Objcctive 11.16 Geriatric Services .. 
By 1983, provide a co:;}prehensive heal tlj pr'ogram for' the < 

continu();/s care· of all elderly individuals \·:ith health care < 

needs \·;ho are without support fro;;! family r:1er.lbers, through <. 

' such services as day care, group hmr.e living units, nUl'sing 
services. home health care, and long tena inpatient care for 
the chronically ill aged. 

System Objective 11.17 Emergency, !';edical Services 

By 1933. provide a co~prehensive e@ergency medical 
service capable of responding on-site to ho~e. occupational. 
vehicle or other accidents, or emergency health problems 
demanding i~~ediate attention; such service serving 100 ~ 
of Guam's population and area with the. integ~al capability 
'of reaching emergency sites \·,ith a maximum response time 
of 20 minutes. arid delivering victims to secondary and/or 
tertiary care units \·,ithin 30 minutes. 

System Objecti\e 11,18 Phy~ical A;cessibility 

--

. By 1983. ensure that the entire populationis access 
to essential primary care services and initial diagnostic 
and treattrtent service sites is provided for thl'ough the 
following means: (l8a) decentralize and distribute over the 
entire island primary cal'e service centers (in particular. 
public health clinics) to ensure that travel time from any 
given residence to a primary care site is no greater than . 
30 minutes; (18b) extend clinic visiting hours to ensure that 
all residents have at least one pl'imary care and emergency 
outpatient service center accessible \·,ithin 45 minutes' 
travel time bet\·,een 8:00 a.m. and 8:00 p.m. daily; and 
(lSc) provide some form of public transportation service 
(possibly a demand-responsive mini-bus service) throughout 
the island to enable any resident at least daytime mobility 
and access to any and. all health services'at no or ninimal 
cost. 

System Objective 11.19 Financial Access 

~Q \:: ..... 

1-l1thin the five year planning period. ensure that all ' 
residents of Guam have guaranteed access to a co~plete. 
cOMprehensive. and coordinated system of health care 
services (preventive, diagnostic, tl'eatment, habilitative 
and rehabilitative. and waintenance) 'regardless of ability- . 
to-pay; and adopt a uniform. sliding payment scale for 
public services, varying according to the ability to pay. 
and applicable to any individual seeking health care. 
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'STEi'; GOliL I I I , QUALlTY flEALTII - PRO;.;oTWG EtlVIROiH·:~r:T 
'J 

Improve the overall qual ity of and miniLlizE health 
hazards associated l-lith thp. physical and built enviror.:n!!nt 
of Guam, I·lith particular attention to I':atel" purity, adequate 
safe and non-polluting sel'/age and l'/aste disposal, neighborhood 
and envil"onmenta 1 sanitation, parasite and vectOl" control, 
and traffic and occupational safety, 

System Objective IIL20 I'later QuaH~y/Hater Treatr.lent 

, . 

By 1983. ensure that all t/ater bodies and sources are 
regularly and continuously monitored for "Iater quality and that' 
such sources are maintained at or treated to ensure maximum 
purity and minimum biological. chemical or inorganic contamina­
tion at all times, 

System Objective III.21 Se\-:age Treatment 

By 1983. provide at least primary se\'/age treatment to 
all soul'ces_ of sel-:age on the i:;land. and extend the se\-:age 
piping nehlork to all residences which are \'/ithcut adequate and 
safe on-pl'emises se\-/age disposal (Le,. cesspool or septic tank 
facilities); and ensure that all sources of drinking I':ater are 
free from contamination or pollution by' sel1:age in ra~1 or non-ter­
tiary treated form, 

System Objective II I. 22 Neighbo,'hood Sanitation 

(ly 1983. establish an island-I·tide program that ensures 
that each municipality and its component neighborhoods or resi­
dential areas on Guam have services and activities in operation 
to safely and sanitarily dispose of all solid '-/aste. and to 
identify. monitor. and reduce or eliminate unsanitary conditions 
and ~Iaste- and pollution-related health or saefty hazards • 

. including the identification and elimination of unsanitary con­
ditions on public. corn.l1ercial. and private premises ~Ihich are 
in violation of territorial health and safety codes. 

s.ystem Objective JIL23 Parasite Control 

70 

• 

-

'-

By 1983. establish a service to isolate. monitor and : 
reduce 01' e 1 imi na te sou,'ces and areas of concentra ti on of or 
infestation by p:lrasites of r.1ajor concern as health threats to 
individuals. especially children (e,g,. ascaris. trichuris. and 
hookl-tOI"m) , 

. .. 



D System Objective III .24 Iraffic and High~-;a:t Safety 

By 19<13, inventOl"y 2nd assess all e>:isting tr~ffic 
safety programs- and equipJ!ent, including stop-lighting 2nd 
signing patterns, route configurations and traffic flo'" 
sepal"ation barriers; . assess sites and an:as of critic21 
traffic safety hazards; and impl cment an on-goi ng prograr.J 
to upgrade traffic control and traffic safety procedures 
in order to reduce or eliminate identified haZal"ds • 

. 
System Objective 111.25 Occupationa1 Safety 

-By 19S3, inventory and assess all sites and conditions 
in critical occupations and economic activities (especially 
contract and residential construction) \-,hich are demon­
strably hazardous to \,Iorker/employee health or safety; 
devise or revise standards for occupational safety; and 
monitor and enforce compliance \-,ith such standards by 
all criti~al occupation employers. 

SYSTEr1 GOAL IV.- HANPOHER SUPPLY Arm TRAINING . 
Provide a ~ompl·ete and comprehensive raix of health nanpo:-;er 

to staff al1 needed health care and health system service com­
ponents, and improve the quality of training and sel"vice com­
petency tlirough selected basic education and re-education pro­
grams. 

System Objective IV .26 Supp~rt Services r-:anpOl-:er 

By 1983, ensure that manpm-;er levels in the follo:-ring 
service areas or service programs are adequate to carry 

_out all current service activities and -to meet the ser~ice 
objectives specified in this plan: \'!ater quality control, 
se\-,age treatment, neighborhood sanitation, parasite control, 
tl"affic and high\~ay safety (recruitment of a traffic 
engineer included), occupational safety; health services and 
manpo\-,er regulation and certification; health care services 
and Guam Health Planning and Development Agency planning 
and evaluation; and health information syste;:! developl;\ent 
and implementation. 
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Sy stc~1 Objcctive IV.27 Scconda ,'y Levc 1 flea 1 th r·;3npo:·:~," .. 
By 1933, ensurc that recl"uHr., ent of and continuing 

funding for nur.sin!) staff for up~)I'ad~d Intcrmediate Care, 
chronic care, and geriatric care services; speech 
pathologists and necessal"y therapists. fO!" e>:pand!!d Cr·jpplecl 
Children's Services and programs for the h,lndicaptlecl and 
develop:;1entally disabled ; and counseling staff for the 
multiple counseling services required on Guam (psychiatric, 
drug and alcoho~ abuse, "suicide, family conflict and 
juvenile proble~s, and family planning and venereal 
disease programs). 

System Objective IV.28 Public Health Nurses 

By 1983, expand the number of public health nurses 
(PHNs) to ·the full comple:ilcnt requisite for complete im­
plementation of expanded, comprehensive and accessible 
services covering all of Guam's population "/ith basic 

. pr.imary care. outreach, diagnostic and screening services, 
and immunizations cpnducted through or in conjunction ~/ith 
public health ~lin~cs . 

• 
System Objective IV.29 NUI'se Practitioners and All ied Health Care tddes 

" 
By 1983. establish a local training and recruitment 

program that \-/ill provide Guam ~/ith a corps of primary 
and preventive health care providers as a mix of flul'se 
Practitioners, Physician Assistants, and other health care 
aides ,·,ho ,·lill be trained and/or recruited to supplement 
existing primary care health manpo\':er (physicians. LPNs, and 
PHNs) as a means of decntralizing preventive and primary 
care services "Ihich they ,·,ill provide at the village and 
municiapl levels. 

System Objective IV.30 Emergency Services and Paramedic Hanpo\·;er 

By 1983, establish e local training and recruitment 
program that ,·rill ,develop a full compler.Jent of emergency 
medical services p~rsonnel, including associated para­
medics, consistent "lith and able to meet the service 
demands of an expanded Er.lcrgency r':edical Services system 
for all of Guam. 

• 
.,., ' ... 
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D Sys tem OLJjective IV,31 Genel'al Health r'ianpo:':~l" Training Pl"ogra:ns 

, By 19B3, upgrade all local (GLla;,I) health and he<llth 
and heal th- relaled n:anpo:':el" training pl"0~lri!m5 in Ol"d.:!!" to 
improve the qual ity and qual if ica t ions of a 11 such pel"SOn­
nel licensed, cel"tified. or employed locally, and to ensure 
that all such personnel meet the minimu~ qualifications of 
the respective professional organizations (regardless of 
membership stansling), • . 

System Objective IV.32 Continuing EDucation for Hearth Hanpo>';er 

Uithin the five year planning period. establish 
guidelines and programs for implementation of recco~men­
dations concerning regular and periodic continuing educa­
tion requirements for each branch and level of health and 
health-related manpo>'ler practising on Guam> including 
demonstration on the part of all such personnel of 
involvement in such continuing training and education' 
as a condition for local re-licensing and re-certification 
for pr:a,ctice • 

• 

• 

~YSTEH GOAL V. HEALTH SERVIC(S AND 1-1I\r:PO~'IER REGUlATIml 

) 

Impl·ove. integrate and coordinate all health service and 
health manpo\'/er regu1citory activities on Guam designed or 
re-designed to ensure and enfOI"Ce the maximual cOOolpl iance \'lith 
existing or revised codes. qualifications, tests> and standards 
for the operatiQn of health care and health 'Cal"e I'elated 
services'and the practice by all health and health-related 

• personnel. in order that such system regulation \'/111 improve 
the overal r pel'formance and qual ity of component sen-ices 
engaged in direct or indirect health care delivery. 

System Objective V.33 licensing and Certification Procedures 

By 1983, establish and implement a program to revie:'/. 
assess, and revise as necessary all existing local licensing 
and certification procedures and practices. and to introduce 
ne\'/ licensing and certification procedures as necessary> 
in order to ensure 'that all health and health-related services 
and personnel meet minimu8 perforrn3nce> professional co~pet­
ancy, and quality standards. 

System Objective V,34 legislation for Regulatol"Y Po;':ers: 
lIithin the five year period, i!nd pursuant to Systea: 

Objective V.33; expand regulatory po~':er5 and authority 
through new or revised legislation \~here necessary> in 
order to ensure the maximu;a application. coverage> and 

--. 
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enforceability of all nel':, revised or existing licensing 
and certification procedu"es and regulatory activities for 
health and health-related services and personnel . 

. Systp;:t Objective V.35 r:oto'r Vehicle Testing and licensing .., , 
• 

-' By 1933, achieve a complete revie~" asSessment and 
revision of existing motor vehicle testing and licensing 
procedures, to ensure that 100 ~ of all ne\"l license appli­
cants or re-applicants are subject to stringent driving 
practice and driving a~d traffic safety standards competency -
assessment; ~/ith provisions incorporated for mandatory • .-;:-. 
driver re-education and re-testing .for established classes 
of moving violations and traffic safety violations. 

Syetm ObjectiVe V.36 P.S.R.O. Enhance~ent 

tIlthin the five year planning period, achieve a 
reassessment and restructuring of Guam's Professional 
Standards Reviel' Organization, 11ith nel1 mandate and 
guidelines for the fulfill~ent of that mandate to estab­
lish professional standards for health service performance 
and to evaluate and report on the assessment of all health 
care professions and personnel in a systematic~ com­
prehenslVS! and timely fashion. 

System Objective V.37 GHPD.l\ Certificate of treed p'rocess Clarification 

'By 1983, under the direction of the Guam Health Planning 
and Devlopment Agency, reviel'l and revise the current pro­
cedures and program l'/ithin I-Ihich the Certificate of Need 
process is carried out, and, as part of this revision, 
implement a program of covering all health system services 
intending to expand or modify their configuration of 
health resources for service delivery ~iith uniform standards. 
criteria fO!' evaluation of the need for and appropriateness 
of such changes, and schedule for the timely evaluation of 
applications fpr approval of intended service changes. 

SYSTEr'l GOAL VI, HEALTH PLArmING, COORDINATION Arm EVALUATION 

·Jr.lprove the effectiveness and efficiency I·;ith I·:hich health 
planning. coordination and evaluation efforts in support of 
health services and programs are conducted, in order to provi.de 
the health system as a I·:hole on Guam \~ith the best long run 
performance capability in response to identified health status 
problems and condition~, 

.' 
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System Objective VI.33 euar'l Health Planning and Oevelop:nent 
Agency Capabil ities Enhancer~ent < 

-
~Iithin the five year planning pel'iod, adopt a fixed 

staffing pattern and delegation of planning agency respon­
sibilities and task-assignments in GflPO!l., consistent I'/ith 
comprehensive health planning functions and activities, 
"~lith clear lines of direction and supervisory authol'ity; 
establish minimum plann5ng qualifications consistent ~/ith 
agency responsibil iti es 'and task-assi gnments» \>/hich are 
specific to each staff position; and formulate and 
implement a detailed schedule of activities, tasks, methods. 
and products 'required for specific plan analysis, plan 
development, and service evaluation efforts undertaken 

-

by the agency _ ' 

System Objective VI.39 Health Care Agency Policy Formulation 

By 1983, achieve system-~/ide adoption and impl emen­
tatioq of a concerted, GHPDA-sponsored program to develop 
and activate policy-making bodies, boards, or continuing 
1;ask forces concerned \'/ith agency-specific service 
delivery~nd atlministration activities in all major health 
care agendes, public and private, including but not 

, limited to: Department of Public Health and Social Sen:ices, 
Guam Hemorial Hospital Authority, and the island's health 
maintenance organlzations; such bodies to establish agency­
relevant missions, goals,objectives, priorities, tasks end 
agency evaluation criteria, consistent \'/ith the evolving 
Guam Health Systems Plan and its specification of agency 
function and purviel'l, 

System Objective VI.40 Health Care Agency Planning-Evaluation Expel-tise 

By 1983, achieve the cooperation of all major health 
care agencies in their adoption of personnel positions or 
staff time allocated to agency planning, evaluation and 
sy~tem-\';ide and GHPDA Pla,n' coordination efforts_ 

Syetm Objective VI,41 He~lth Planning-Health Budgeting linkage 

By 1983. establish an ongoing joint planning agency-
1egislatiye co~~ittee liaison to coordinate planning 
reccommendations and budget allocation decisions to be 
incorporated 1n dra,ft or final budget legislation, in 
order to ensure that future Health Syste::J Plans for Guam 
incorpor~te the most feasible and im~le~entable set of 
pla,n reccmr.1iendations consistent \-lith political end 
budgetarY realities of the Territory, 

--
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System Objective V1.42 l'nter-Govern'Tlental Health Agen::y Coordination 

Within the five year planning period. establish 
a conU~uing progl-am of periodic meetings of all gO':crn­
mental agencies (Fedel'al and Territorial) involved directly 
or indirectly \-,ith health care delivery, for the purpose 
of coordinating and evaluating information, decisions, 
plans, and projections \-,ith respect to health status and 
health system·components. and in order to arrive at a 
more consistent set of p'ublic policies with regard to 
health care delivery and health problem abatement_ 

Syetm Objective VI.43 Nulti-level Health Care Services Coordination 

Hithin the five year planning period, under the 
direction of GHPDA, establish an inter-agency task force 
composed of representatives of all major health service 
organizations, public and private, large and small. and 
including military health care representatives if possible, 
t/ith the express mission of analyzing. evaluating and 
coordinating activities, programs and policies in pursuit 
of a11. goals apd objectiVes of the Health Systems Plan 
adopted by th~.Territory_ , 

:-

• 

. .:. . 

• 

;YSTEN GOAL VII. HEALTH INFORNATION SYSTEH UlPLHlENTATIOi{ 

• 

Strengthen and consolidate the data-base foundation required 
for ' local, population-based comprehensive health planning, by 
enhancing the coverage. comprehensiveness, and timeliness of 
collection of all needed dat~ elements, and by integrating-­
such a combined data-base \'Iith all appropriate analytical and 
eva1uation methodologies, epidemiological, statistical and 
financi~l tools in order to maximize the amount of useful and 
utilizable information made available to GHPDA and to other 
&gencies. for comprehensive health planning_ 

System Objective VII ,44 Comorehensive l~orbidity, Provider and Cost Data 
, . 

By 1983, establish and carru out data collection pro­
cedures on a regular and timely basis I·:hich enable the 
comprehensive compilation of morbidity and disability con­
ditions as reported to provider physicians as I·,ell as to 
health clinics, Hi'IOs, or the hospitals (military and civil­
ian); the complete monitoring and updating of basic data " 
sets on health care prqvider characteristics and activities; 
and the recording of basic financial, budgetary,'and cost 
data from e~ch health care service and provider; such data 
coupled I·lith, other- routinely available and collected data 
(mortality. vital statistics. service utiliz~tion. demographic 
and socio-economic data) to enable complete and detailed 
analyses of changes in health status and health system activity. 
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System Objective VII.45 Records and D~ta Ele;;]ent Standal-dization .. 
By 1933. esta!Jlish a co;:)pletely stilnd~rdized. consistent.-­

and uniformly ~ccessible set of basic h~alth and population 
data. ,-,hich eliminates duplication of data gathering and .-.: 
reporting. and records data elements on standard, coded 
forms (suitable for machine-reading or I:ey-punchi ng), and 
\'lith refel-ence to ,-;hich all regualr and necessal-y analyses 
of health status. health status determinants, health 
services config.uration and performance, and health sel-vice 
utilization can be carried out, 

System Objective VII,46 Database Coordination and Centralization 

..: 

;7 

( 

By lQ83, establish a single data collection, storage and 
and analysis entity (or agency locus) I-,hich h the central 
u~it to I-Ihich all data elements I-fill be sent on a regular 
basis; adopt and implement a computerized system of record 
storage and record retrieval for all data elements utilized 
in health planning; and achieve the requfsite degree of 
cooperC!tion_ and coordinati.on ,-,ith all health service agencies 
and s~rvfce providers ~ through formal agre~~ents on data 
gathering, pr~tection of cQnfidentiality of patients and 
providers-,,-;here necessary, and sharing of health inforr.tation 
and analytical output - in order to guarante e the regular 
and continued compilation of all essential health planning ( 
data. elements, 

System Objective VII,47 Inforr::ation System Analytical and Output Capacity 

Hithin the five year planning period, create, integrate. 
and maintain a package ot: analytical methods and procedures 
,-,hieh \-,ill maximize the use of all collected data for health 
planning and maximally facilitate the conversion of raw 
data into interpreted data (1,e •• useful. communicable. 
policy- or program-relevant information); such Bethods 
and procedures to include but not to be limited to standard 
health status rates and indicatol's computations. tabular 
and graphic summary presentations of health data. epidemio­
lo91cal methods for analyzing determinants of health status 
condit1ons, an~ statistical routines to su~~arize health 
data and to explain associations or relationships betl-;een 
different data ele;nents. as ~:ell as additional contingency 
procedures for suppl ementing regulal' reports and records 
data sources I-ri.til special survey data I-,hen appropriate 
and cost-effecq"e to anS!-;c'!r specific health planning 
questions, 
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