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INTRODUCTION

The Guam Health Plan or Health Systems Plan ..... (GHP or HSP)
of the Guam Health Planning and Developmsnt Agency ..... (GHPDA)
What does it mean to you,
as a citizen of Guam? as a health provider?

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

_ of the residents of Guam. It was developed by local residents, both consumesrs
and pravz.ders. This '"Plan Summary Guide" has been prepzred to tell you about
the Guam Health Plan. The Guide contains highlights of the service components
of the i’lan, backgro&nd infor:na.tién about the Guam Health Planning and
Development Agency, and::infoi'mation 2bout how the Plan was developad. The
Guide is not intended to be a substitute for the Plan itself , but rather.an

introduction to it and a2 summary of what it contains.

After you have read this Guide, if you would like additional information, we
encourage yﬁu to refer to the entire Guam Health Plan docurent. Copies of

the GHP are available for public inspection at the GHPDA office at Suite 205
6CIC Bidg., Agana, Guam. The telephone mumbers are 472-683L or 472-6S32. :
Residents can also inspsct the Plan at the Department of Public Health and
Social Sgn-'ices, Mangilao, Nieves Flores Memorial Library and Guam Memorial
Hospital.

The overall purpose of the GHP is to provide a basis for developing a stronger
more economic and efficient health delivery system. In developing this GIP,

s -

the GHPDA has been guided by national and state goals, objectives, regulations, )

.
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and planning priorities. Using these as a base, the Council members working
with the GHPDA adopted goals for the Plan vhich localized these national and
state policies. In other words, they established goals which responded to :{'
the needs of the people of Guam, while still being consistent with national b

_

and State policies.

It is important to note that the goals in the Guam Health Plan are also : TR
directly related to reducing present and futuré increases in health care costs
This is a.v.:ccmpl'z’.shed in 2 variety of ways. For exam;_:ﬁe, some goals address

a desired number of health care resources. If the existing resources in our
area are greater than the desired number, then objectives may be aimed at
reducing thesé excess' resources. In this.way, the continued maintenance of
unneeded resources does-zlot cq;ntribute to the total cost‘ of health care.
Another example is that some goals may emphasize the need for less costly
altemati..ves tc; inpatient care. hso, there are goals which focus on health

promotion and the prevention of illness as other ways of containing or reducing

health care costs.

-

The purpose of all the gdals'in the Guam Health Plan is to help create a
health system in which health facilities and services are matched to the

needs of the local population in the most effective and efficient manner possible.



-WHAT IS THE GUAM HEALTH PLANNING AND DEVELOPMENT AGENCY?

The Guam Health Planning and Development Agency is a Government of Guam Agency

established under authority of Public Law and is designated to implement a

<

-
-+

federal law -- Public Law 93-641, which is known as the Health Planning and
Resources Development Act of 1974. This law established S£ate Health Planning -
and Development Agencies and Health Systems Agencies throughout the entire

country, and made them responsible for health planning and for the developmem-:‘—-

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

United States and 1536 agenéies of which Guam is one.

. One of the most ingﬁortant features of P.L. 93-641 is that it gives local
citizens the opportunity to work togeﬂ'xef to plan for their own health care.
GHPDA is assisted in‘it:s wc’:rk;bf the Guanm Health c«:ordinating' Council members,
made up of area residents who serve as Council members upon appointment by the
Governor. These citizens represent the social, economic, linguistic, racial
and geographii: populations of the population. A majority_ of these citizens
(60%) are health care "consumers', and the remainder are "providers™ of health

care.

The Guam Health Planning and Development Agency was designated by the United

States Department of Health, Education and Welfare (DHEM) on August 1, 1576. 2
It is the health planning agency for the Territory of Guam, which 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 Dadedo to rural areas like Merizo. .

There is more information about the GHPDA -- how it is organized, what its

responsibilities are, and how it operates -- within the complete Health Systems '

Plan,



WHAT IS THE HEALTH SYSTEMS PLAN?

The Guam Health Plan is the Territorial plan for improving health care

in Guam over the next five 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 nzeds. It will
be used to help plan for the delivery of health care in this area for the next- -

five years. . 5

The db_;iectives of the GHP are:

1.  To ideﬁtify' the health needs of our citizens;
2. To help coordinate the delivery- of health services 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 basis for the Annual Implementation Plan (AIP). The .
AIP contains those goals and objectives derived from the GHP that were selected

as having the highest priority for implementation within the first year.

In addition, the Plan will serve as the guiding document for the GHPDA to
follow in-cartying out its programs and activities. For example, the Plan
provides guidelines for the GHPDA to use vhen it reviews applications for what

is known as “Certificate of Need'. Under local law, all hospitals and other - :

health facilities rust file applications, called Certificate of Need applications,

vwhen they want to start new services, increase or change existing services, or

S

-

)



i )

buy new equipment which costs over $50,000. The GHPDA is authorized by
P.L. 14-150 to review all Certificate of Need applications within the Territory,.

and to recommend that they be approved or disapproved. Once the Guam Health d

Plan is approved by the federal governmment, the guidelines in the Plan will bé

-

used in this review process. The guidelines will also be used when the GHPDA
reviewszpplications for federal funds for health projects within the Territory..,



HOW WAS THE HEALTH SYSTEMS PLAN DEVELOPED?

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

during its first two years. It has been the focus of the Agency's activities <

-

for well over three years. The Plan Dsvelopment Committee, which is one of 2~

nunber of standing committees of GHPDA-has the overall responsibility for

-
- -

developing the GHP. Like the other Guam Health Coordinating Council corm'nj:tteeng,

the Plan Development Committee is made up of local citizens, both consumers and

L kl.‘lil

providers. In fact, local consumers and providers have been involved at every

stage in the process of putting together the Plan.

As an example -- to J.rlsure comity participation in the devleopn;ent of.the

GHP, the Plan Developmenr. Committee appointed study and/or special groupé, which £
were made up of local constmers and providers with special interests and
expertise. These study groups will help develop the service components in ‘the
Plan in the comihg years. The§e reports will be reviewed by our local providers
and interested individuals. 'IT;ey will also be reviewed by the Municipal
Planiﬁ,ng Councils. These draft reports 1:'111 need to be revised many times, based
on the comments received from such local residents.

All tilese revised reporis will be put together inte the Guam Health Plan
throughout the years, and will be released for public review. Then, the entire
.conmm_ity will be asked to comment on the Plan ﬁy reviewving it and by attending -
Public Hearins,;s; In '6}der to make sure that all interested citizens have the
opportunity to ﬁax;t:.icipate, many Public Hearings on the Plan will be held at

convenient locations throughout the Territory. This year it will be held between March3

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

)

e



are encouraged to submit written comments about the GIP.

All comments received st the Hearings and in writing will then be reviewed <~
by the GHCC and the Plan Development Comnittee, and final revisions will be <
made in the Plan document. The final revised Health Systems Plan will

then be further reviewed by the GHCC and approved by the GHCC in April 1979, and

-
-
- -

forwarded to the GOVEI'i'lQI‘ and to Region IX of the U.S. Depariwent of Healih,

-
-

Education and Welfare.

y 7
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WHAT IS INCLUDED IN THE HEALTH SYSTEMS PLAN?

As you can see from looking at the Table of Contents, the GIP is a long and

-

comprehensive document. It is divided into ten chapters, and several of the
chapters are subciivided into sections. This is the first Guam Health Plan
of the Guam Health Planning and Development Agency. It is just the beginning.
As the planning process continues over the next five yeé:s, the Guam Hea1ﬂ1 '-?.
Plan will be revised and updatefl every year. It 1»:;'.11 be expanded. to include
aspects of t.he health care system vhich are not in this first Plan such as

additional health services and the development of the medical facilities

plan portion.

s f
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DESCRIPTIGH. OF TAE HEARLTId SERVICES PLANNING AREA
Pemagraphic Overvies X

1is overview describes thw prevalent Z=—:-——=phic and socio-econo-
ic conditions in Guam. BotE the hezlth & Suam resident and the
:livexy of health care services ars affscted by the structure and
scial and economic exoditiom of the p——I=—=n. Tha numbers and
roportions of males and femzles, tha =—= = ->roup distribution, = -
12 age distributioz, and the migrati— patizens of the population °
re information that is wiflized in plamning = health care dalivery -.
are delivery syste= wirichr Is respozsive £m the needs of the people.
jditional informaticm such as media=x family income, percent of fam— .
lies below the poverty level, and ths unemployment rate can also

> nsed in determining {ffh= r=ed for hﬂa.l‘"« sarvices.

re information for this section is ﬁxtracted primarily from Bureau
£ planning & other Bﬂgmﬂ-‘t data.” There—are.some limitations in
sing this data, but-"ifts owerall con®istency in presentlng- 2 Terr-—
toral overview far mt»angas the dra¥wbacks of using o0ld estimates
hich are questionable. We=m consistent information is .available,
owever, more recent estimates are included. Whenever possible,
ational, and Guam healih service area statistics are compared. Fur-
er review and analysis of this information as it relates to the
ealth system is presentedl im other sections of this document. Add-
tional detailed infommaifor describing the demography of the island
s a health service area ca2z be found in the Guam Health Systems

lan (GHP) of the Gnam ﬂeal& Planning and Davelopment Agency.

.. Delineation of the Planning Area-
unam is situated betzzzn Horolulu and the Philippines and is som=
,000 miles from San Francisco, 1,600 miles from ’\'an:.la, 1,550 fxrom

'okyo & 3,700 miles from Hawaii.

mam is divided into 19 willages but is considered as one health
iervice area. This area contzins one civilian acute care hospital
‘acility & a number of village health centers & 2 areawide health
‘acilities under the auspices of the Dspartment of Public Health &
jocial Services. The Island covers some 212 square miles with a

opulation density of persons per square mile.

3. General Population Characteristics
fhe total population of Guam as of 1979 was 87,205 (civilian only)

vith an estimated military & military depbndents. Of Guam's:
rillages some are considered xural like Merizo & Umatac in the
southern area. Areas having urban populations are as follows:

ededo, Barrigada & Tamuning. The median age in 1975 was 18.9 years
showing the island to be a relat:.v:.ty young population. In the U.S.
the * average medianage is 28.)1 years. Between April 1970

& Sept. 1975, the civilian population increased from 64,510 to

76,089 for an annual growth the rate of 3.4 parcent. More then 50.7%
of the population increaselbetween 1970-1975 were attributed to net



[YEg N

nigration.

am's sex distributio= Is aImost evenly distributed excepi for the g
oups 5-19, 45-54 & 60-84£. There were more malaes in these age X
oups. Between the ages of 20-24, 30-44 & 65 and older, there were.
re females. 1In terms of ethnic groups, 55.% of the population in
75. were Chamorros, k8% were Filipinos & 9% ware Caucasians. o

. ‘

r purposes of healtk planning, the population has bean further: E)
bdivided to emphasize specific age characteristics: under 1 year—~_ =
(preschool) , 5-19 wears (school ags), 20-44 and 45-64 (working age)-

4 65 years and over {elderly). The population breakdown for 18975

. age, group shows ikat 12.9% of the total population is under 1-4

ars of age; 5-19; 29.8% 20—4£4; 31.0%, 45—-64; 13.7% and 3.0% is

years and over.

General Social and Ecozomic Characieristic
icio-economic statistics provide many indicatoxzs of an individual's
»ility to maintain hAisfh=r health a2id to finance personal health
ire. The following scci=al a2nd economic characteristics should,
ierefore, be considas:%d irr health planning activities.

come is one of the domirapt* factors in obtaining health care. It
seds to be further examinzd in the future. Taes nean family (four
arsons) income for Guam in 1976 is $16,870 as compared to the nat-
o>nal figure of 16,870.. 13% of the population 16 years and above

ave completed at least 4 years of college, 11% have completed high
chool and 16% have completed elementary schooling and 8% eithexr the
th or 8th grade. Some 2,156 families are receiving.public assistance.
ublic assistance income includes cash receipts of payments made un-
er the following public assistance programs: aid to families with
ependent children, old ags assistance programs, ald to the blind,

nd aid to the permanently and totally disabled. Separate payments
eceived for hospital oxr other medical care are excluded from this
ncome. Nationally, 5.3% of all families in 1970 were receiving’
ublic welfare/assistance income. There are 32,600 employees on the ’
ayroll as of Sept. 1977; 55% are employed -by the pxivate secldr;

‘08 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 characteristicswhich can be used to predict health
status and judge the need for health services. In general, older

pople are less healthy and tend to utilize health services. were
trequently than younger ones. In areas where there is a high immi-
jration of retired persons or high outmigration of young people,

there are likely 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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wensaely , where a popula udes
Z gredatex incidencea 01: utc: 0!: 5

-:--J is likely to b=
ions, as chilérex are n_rtlcu7arly subjec
iuns and contegious diseases Vhere there is a h.m‘h pro-

with an acco_cimyfng nzad for more pre and post—-natal care,
tric¢ uvnits in hogpitals, well-baby services, and immunization

rr-‘iOrrrr
'.:!

h rates are different for different racial groups, for men and

n, and for people living iIn cities 25 czposed to rural areas.
a preventive care for eacih of tnes- poom_==ion groups also Lana
» be different.
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kinds of illnesses and G&isadbilitiss === —he needs for curative

-

to upper respiratory

of women of _aﬂldmﬂaLlna aae, birth rates will be relatively
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A MODEL SHOWING THE RELATIONSHIP

OF THE HEALTH FIELD CONGEPT TO HEALTH STATUS

HUMAN
BIOLOGY

) s

Source:

. |“

HEALTH

ENVIRONMENT

STATUS -~

- A

Y

- HEALTH
CARE

Figure 1.

G. B. Hill and J. M. Romader:

"Health Statistics in

Canada,” paper presented a2t the Society for
Epidemiological Ressarch, Toronto, Ontario, Jun= 18, 1976.



HEALTH STATUS

: ¥
Since the emergence of "scientific'’ medicine some one hundred years ago, ;
society has tended to define healtbh in terms of its negative correlaries--
disease and illness. Problems of health have, as a consequence, been viewed as
physical and/or mental conditions requiring medical intervention. Although =
infectious diseases of decades past have been all but eliminated by vaccines - 8
and antibiotics and, hence, supplanted in importance by chronic conditions, ~ -
we 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 medical research and technology.

Today there is a growing realization that a definition of human health

. rooted solely in its negative implications is inadequate. There is,
therefore, a growing interest in defining health in positive terms; to
define what health is as opposed to what it is not; to seek solutions which
aims at the promotion of health, not merely the eradication of illness.

One effort to classify the divergent factors affecting human health is the
. “"Health Field Concept" devised by March Lalonde. According to Lalonde
this conceptual model "...envisages that the health field can be broken up
into four broad elements: Human Biology, Environment, Lifestyle, and
Health Care Organization."

Human Biology - includes all aspects of health, both

physical and mental vhich are developed within the human 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 maturation and
aging, and the many complex internal systems in the body, such as
skeletal, nervous, muscular, cardiovascular, endocrine, digestive
and so on. '

Environment - includes all those matters related to health which
are external to the human body and over which the individual
has little or no control.

i Lifesgéle - consists of the aggregation of decisions by individuals
whic fect their health and over which they more or less have
control. .

Health Care Organization - consists of the quantity, quality, arrange-
ment, nature, and relationships of psople and resources in the
provision of health care. It includes medical practice, nursing,
hospitals, nursing homes, medical drugs, public and community health
care services, ambulances, dental treatment and other health services
such as optometry and chiropractics.



The Health Field Concept provides a simple framework for describing, analyzing
and reporting community health status problems. Furthermore, analysis in
terms of the Health Field Concept suggests that solutions to Guam's priority

health problems must be sought not only through madical intervention, tut alsg

through social reforms, environmental action, health system monitoring, and
individual lifestyle decisions. 3

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

1. Infant Mortality N .-

2. Accidents - ) “

3. Chmmnic Disease inclusive of cardiovascular
disease, cancer, cerebrovascular, ALS/PD,
cirthosis of the liver and diab_etes mellitus

4! Infectious Diseases Problems

5. Dental Health Problemsf

6. Suicide

-

7. Drug Abuse and.Alcohol Abuse P

A detailed analyses of health status problems is found in the Health Status
Section of the Guam Health Plan. Thus this section will only attempt to
highlight the major health status problems. The health status problems
overview which follows suffers the traditional weakness in that most of
the data currently available continues to be related to medical conditions
and negative health (i.e., illness and death) measures. What information
does exist concerning the social and behavioral aspects of health (both
positive and negative) pertains mostly to the nation as a whole. Thus, at
present, we can only infer what health related perceptions and practices
exist among the various elements of Guam's population as well as the social
conditions which promote or inhibit such health related phenomsna. Hopsfully,
time and effort will bring zbout changes in this situation, allowing us to
more adequately plan for and promote the health and well-being of all Guam
residents.
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LEADING CAUSES OF DEATHS ON GUAM

1925
CAUSE NUMBER RATE <
BACILLARY DYSENTERY 32 192 <
TUBERCULOSIS 13 078 N
=+ .. | TYPHOID FEVER 8 048
g .- | HoOkwORM _ - d 2 012 el
ASCARIASIS : TiE 005 ey ol
: MEASLES - i 005 i
&3 £ %] . = = = . o &2
e ST} PERITONMIS - =5 - . | - 003 L o
S-S0 ronad peatEs. ot 7] se3 = 5
B TOTAL POPULATION 16548 !
e >
LEADING CAUSES OF DEATHS ON GUAM
SLem T CAUSE "NUMBER . | " “RATE. .
\SES OF THE HZART AND ARTERIES 4 sl 0.1
\SES OF EARLY INFANCY AND PREMATURITY UNQUAUFIZD T 37 055
IMONIA AND OTHSR DISEASES OF THE RESPIRATORY SYSTE! 30 g5 .
JENTS OTHER THAN MOTOR VEHICLE - 29 043
:ULAR LESIONS OF THE CNS 18 0.27
OTHS=R DISEASES OF THE CNS AND SENSE ORGANS 3% 17 0.25
GNANT NEOPLASMS 15 -- D.22
R VEHICLE ACCIDENTS : - 14 0.21
M".CULOSIS, PULMONARY 10 0.15
NGITIS, NON-MENINGOCOCCAL e 0.08
\LL DEATHS . 35! 524 ,\
- POPULATION © - 67,004 T & Tt

*RIMARILY AMOYTROPHIC LATERAL SCLEROSIS—~ PARKINSENISHY DEMENTIA
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. Fetal Deaths

- In the period 1971-1975, an average of 42.3 fetal deaths were

HEALTII STATUS PROBLREMS

Infant }ortalivy

;.

Althoush Guam's infant mortelity rate has steadily declined since 1974,

to a rate in 1977 of 14 infant ceaths per 1000 live births, this

rate is still short by 2 per 1000 of the national goal of 12 infant.

deaths per 1000 live births. On Guam, 75% of these deaths are in

the first 28 days of life. Additionally, half of the municipalities’ -
have unacceptable’ infant mortality rates greater than 20 p=r 1000,
sncluding: Inarajan, Umatac, Santa Rita, Agat, Dadedo, Agena Heights,

Mangilzo, Sinajana, and Yona.

-

s -
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recorded. While the average fetal c'leat'i;ratiof‘; was 14.1, minirm
levels of 12.2, 11.1, and 10.1 vere recorded for i971, 1972 znd 1:5373.
In 1977, 27% of ail :Ee‘ta.l deaths were dus to_:anoxia., 1-:I:Li1e another 17%
were due to prematurity and still«bam‘cails-es- Si..\:‘-:y three percent
(65%) of fetal deaths occur in pregnancies of 27 weeks or less

cestation.

Congenital Anomaly

In 1977, the death rate duc to congenital anomalies was 0.1Z per 1000
population; an average of 0.14/1000 however, was in evidence for the °

period 1971-1977, making congenital anomaly the eleventh ranking cause



of death on Guam. Of 21l infant deaths in 1977 (24), 18.2% were dug

to congenital anomalics. ¥In 1973, the death Tate per 1000 population

aged 1-4 for the U.S. was 0.096.)

Diseases of Early Infancy and Childhood P

D=aths due to diseases of early infar;c:}' ranked 5th on Guam :in the
period 1971-1977, for an average rate of 0.42 deaths psr 1000
population or 7 percent (7%) of 211 deaths. However, in 1977, the
aﬁemge death rate was 0.23 p=r 1000 popglation- Diseases of early
infand have raﬁke;l as the third 2nd fourth leading cause of death
in Guam for 1974-1976, taking 95, 9%, and 6% of 211 deaths in
those years. . "

-
»

-

Contributing Problem: Low average birth weight has been linked to

a nurber of infant diseases and complications. Low average birth
weights have been recorded pzriicularly among mative Guamanians

(Chamorros) and has been linked to nutritiona} deficit and Jack of
proper prenatal care. For the years 1965-1967, the median birth
weight of live-born Guamanian infants was 6 pounds 15 ounces, comparad

to 7 pounds 4 dunces for T.S. newborn infant.

~
22
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COAL I

Otitis Media

:‘.
S

In a 1966 screening sample of school-aged children, 17% were found -
to have hearing impairments, and 50% of those were due to otitis media.

Since 1973, hundreds of children have been diagnosed as suffering =

- -

from hearing loss by the Hearing and Spsech Center. A study in 1970 =
indicated that hearing loss is four times as frequent among Guamanian
school child.ren' as for U.S. sc};ool childllen- The problem appears

to be particular acute among children of large families (5 or rore

siblings) :

Salmonellosis

OF all Salmonella infections recorded in 1977 (a total of éQ) n

48% occurred among infants zged 1 year or less.

Reduce infant mortality and morbidity, with particular attention
to reduction in village differrentials, neonatal complications,
and certain diseases of early infancy with a hich incidence 2rong

Guam's population.

bl
"



GOAL II. ACCIDENTS PROBLEM STATEMINTS
1. ALL ACCIDENTS

<

For all accidents, the U.S. average mortality rate for 1970-1975, <

was 0.47 per 1000. For Guzm in the period 1972-1976, this rate

was 0.85/1000 populétion,* a2lmost doubled the U.S. average. o

2. MOTOR VEHICLE

For the pericd 1970-1975, the average mortalitiy rate for motor vehicle
accidents in the U.S. was 0.20/1000 population, whereas, for Guam

the average. for 1972-1976 was doubled this 0.44/1000. For the

period 1971-1977, mptdr vehicle accidents as a leading cause of death

~

in Guam has averaged third in rank. The U.S. rate has gensrally been
declining over this period, vhile Guam's rate has not. Eighty-two
percent (82%) of Guam motor vehicle deaths occur among males; males

in the 15-24 age gréilp are espscially vulnerable.

3. OTHER ACCIDENTS

An average of 29 deaths par year were recorded for the period 1971-1977,
for an average mortality rate of .39 psr 1000 population. Four times

‘as many males as females died during this period in this category. = -
For the years 1972-1975, ths Guam mortality rate exceeds the U.S.
rate does not appear to be declining like the U.S. rate. Dro-.-.niﬁg-

was the leading cause of death in this category (303 of deaths),

followed by accidental falls (15%).

*45 deaths recorded in 1976, due to an airplane crush involving
transiting passengers were excluded. ;

-




4.  OCCUPATIONAL INJURY

The incidence of cases of occupzational injury in Guam, expressed .
as a rate per 100 FIE employees, covering all private sector indus?_.::i:ies :
has declined from 6.8 in 1974, to 6.0 in 1975, and 4.7 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 pzsr 100 Fﬁ?’_
employees. In 1976, a rate of 21.4 cases par 100 FIE employees 1».=as::'
recorded for residential construction. 2 of the total of § fatalities
in this year were registered in the construction sector. The
occupa.tio;'za.l injury incidence rate in the private sector on Guam is
less than the United States rate for both 1976 (9.2) and 1975 (9.1),

and the rate for contract construction on Guam is less than th=z

United States rate for these years (15.3 and 15.9). In general,’

LI

therefore, occupational injury is not a priority health problem for
Guan, although attention should be addressed to conditions and safety
precautions that ma)'r. influence occupational injuries associated with

residential construction.

Source: Bureau of Labor Statistics, Guanm :
s 1976 Occupational Injuries and Illnass; .
1974 Occupational Injuries and Illnesses.

Ve



COAL TII. CHRONIC DISFASE PROBLEM STATEMENT:

1. CHRONIC DISEASE

<

In 1977, 44% of all deaths were due to six key chronic’diseases: -

1) Cardiovascular, 2) Cancer, 3) Cerebrovascular, 4) CNS (ALS-PD),:
5) Cirrhosis of the Liver, and 6) Diabetes Mellitus. For the periocd

1971-1977, the average mortality ratio due to these chronic diseasss-

was 2.46 deaths per 1000 population; or 43% of all deaths were due™ = -
to these disedses. This rate can be expicted ‘to rise (ceteris paribus)
as the population of Guam continues to age and thus, becoms rore

~
susceptible to chronic diseases of all kinds.

2. CONTRIBUTING PROBLEM

L]
b -

Public health clinicians and officials have long recognized obesity
as a major contributing factor to deaths and disease of a chronic

nature. Between 1967 and 1S5S, 112 females and 20 males were

hospitalized with a primar) or associated diagnosis of obesity.

3. CANCER (MALIGNANT NEOPLASMS)

In 1977, Cancer was the third leading cause of death on Guam, but
the second leading cause for the U.S. and for Guam both for the:'
period 1971-1977. Whereas, the U.S. trend shoxed a rise in the ¥
mortality rate, the Guam trend suggests a decline. Both in the U.S.
and on Guam, the respiratory sysiem and digestive organs wers the
primary sites for malignant neoplasms, accounting for 50% of the

mortality rate for cancer. On Guam, 85 of the deaths dus to

malignant neoplasms occurred in the 45+ age group.

]

L 1}



In 1977, cerebrovascular disease (including stroke) ranked as the

fourth leading cause of death on Cuam, with a portality rate of
0.32 per 1000 population. ‘he average rate of 0.36 per 1000 for - ‘

<5

the period 1972-1976 on Guam is lower than the U.S. average rate fgf

the same period of 0.40. However, there is no decline evident over o
the priod in Guam as there is for the U.S. 8§7% of dcaths due to -. s

cerebrovascular disease occurred among people aged 45+. (S0% of 4

such deaths were among those aged 65+.) -

DISEASES OF THE CENTRAL NERVOUS SYSTEM - ALS-PD

- During the period 1971-']:977, an average of 18.4 deaths due to
diseases of the central mervous system were recorded. This Tepresents
a mortality rate of 0.25 per 1000 population. The primary causes of

death within this category are two diseases peculiar to Guaa:

Amyotrophic Lateral Sclerosis or ALS (accounting for 53% of &S
deaths, 1971-1977), aﬁd Parkinson's Damzntia or PD (accounting for
47% of CNS deaths). Since 1950, theré has been a decline in the
incidence and mortality of both diseases, espescially ALS. However,
for the period 1971-1977, the U.S. recorded an average .01 deaths
from ALS/PD for every 100 deaths while Guam recorded 4.4 deaths from ¥
) ALS/PD per 100 deaths a mortality ratio 440% greater. ALS/PD therefo;'e
remains a critical health problem on Cua.m, particularly among the .

native Chamorros population and, to a more limited extent, among

~ Filipinos on Guam.
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CIRRHOSIS OF THE LIVER

" of the liver in the period 1971-1977. The.age group with the highest -

For the peiiod 1971-1977, Cirrhosis of the Liver was the 9th leading

as mortality rate of 0.19 deaihs per o

-

cause of death with an avera

3000 population. For the pariod 1970-1975, the average mortality Tate
on Guam due to cirrhosis of ths liver was 0.16 dcaths psr 1000 °

-

population, compared to 0.15 per 1000 population for the U.S. as a. -

-

whole. There is no trend of @acrease in the dsath rate due to c:n_-rlpszs -

.
- Aot
b -

a=

" cause-specific death rate was persons 2ged 45-64 with 69% of yearly

cirrhosis deaths. Males were 3 1/2 times more at risk than females
\ ’ ; i - i
overall. Cirrhosis of the liver is closely associated with heavy

drinking and alccholism.

*
»

4

DIABEIES

Purine the period 1971-1977, diabstes ranked as for the 10th leading

cause of death on average, with an average morialiiy rate of 0.15 deaths

-

per 1000 population. There is no consistent trend in the yearly
mortality rate during this period. For the pariod 1971-1975, the

U.S. average rate was 0.18 pesr 1000 vhile Guam's average rate was

0.15 per 1000 population. The 45-64 age group had the greatest -
frequené:y of cause-specific death (545 of a1l diabstes deaths recorded
between 1972 and 1976). For the p=riod 1973-1976, there was an

average of 5 cases per 1000 population hospitalized for diabstes
ma’.llifus, with demonstrated greater susceptibility among Guamanina
females, especially among Guamanians and those aged 65+. For 1971-1977,

in the 45-64 age group, Guam had an average diabetes mortality rate

among femalest of -96/1000, four times the national average rate of

Rl o0 b i e e 8 e £ S o o—



. GOAL IV. INFECTIOUS DISEASES PROBLIM STATRMENTS: —

1.  PNEUMONIA \

-

During the pariod 1971-1977, Pasumonia has averaged 7th among the <

leading causes of death on Guam. It was respoasible for' an average-

of 21 deaths yearly or 0.28 deaths psr 1000 population. Guam's average -

-

mortality rate for the seven year period is slightly higher then the = -

corresponding U.S. average of 0.26 per 1000 populatioﬁ. Both in tl:x“é:
U.S. and on Guam, the general trend is a gradl.ial decline in mortality
rates associated with pneumonia. 66% of the ‘average yearly deaths
from ;Jnetﬁnonia occurred among those aged 45 and over; 19% were among
infants less than one year old. For ths; period 1972-1975, an average
incidence (mbrbidity) reite of 2.97 cases per 1000 population were

resistered, 84% of them among native Guamanians.

2. VENEREAL DISEASE - \

For the period 1974-1978, yearly cases of gonorrhea have averagad 256
(conservative figure). Exciuding off-island cases, the avérage
incidence rate of gonorrhea among civilians is 1.11 cases per 1000

population, vwhile among military parsonn=l it is 3.82 cases per 10'00;

3. HEPATITIS
Infectious cases of hepatitis A, B, and unspecified types averaged 194
cases for the period 1973-1977, for military ard civilian popnlation
combined. The average civilian incidence rate was 1.1S cases per

1000 population, while it was 4.7 per 1000 for the military. Cases of



hepatitis A were 2 1/2 times as frequent as hepatitis B and uaspecified
types, on average. Cases primarily affect the 15-30 age group.

‘e

Duiing severe outbreaks, southern villages appear to be particularly

susceptible to the disease. <
b
MUMPS _ A

The average number of reported cases of mumps for 1973-1977 was 74

for civilians and 29 for the military; the corresponding incidence

rates were 0.97 per 1000 (civilian) and 1.05 per 1000 (military}. A
severe outbreak of mumps in 1974, however, generated 388 cases in

all, 75% of them among civilians, for an incidence rate of 4.05 cases

per 1000 popula_t:ion." (Suppression 6f this ;'ear's data yields average
incidence rate; of 0.27 per 1000 civilian, and 0.51 per 1000 military). '
In the 1974 outbreak, s?uthern Guam villages werc a'gain significantly
overrepresented in terms of cases. For the period 1972-1976, ‘
the U.S. average incidence rate for cases of mumps was 0.28 per 1000

popula.tion.'

MEASLES (RUBEOLA)

Between 1973 and 1976, 22 civilian cases of mumps were repc-)rted'
for an average incidence rate of 0.23 par 1000 population, vhich was .
1.6 times greater than the U.S. average rate of 0.14 p=r 1000. 3 _ .
Guam villages (Asan, Piti, and Agana) were above the Guam average
incidence rate. Suppressing the 1975 outbreak of rubeola, which was
double the average number of cases for the study period, incidence

rates for civilian population of 0.15 par 1030, and for military

population 0.31 per 1000 vers recorded.



PUIMONARY TUBERCULOSIS

For the period 1972-1976, Guam ranks among the U.S. areas vith the

(=

highest incidence rate: 0.43 per 1000 population, nzarly 3 tmg;.:th,_

U.S. rate of 0.15 per 1000 population. The average civilian rate- e

js 0.66 per 1000, while the average military rate is 0.04 per 1000..

Five villages had average rates higher than 0.75 per 1000: Asan,. = s
Agana, Agat, Sinajana, and Merizo. : _ .
SAIMONELLOSIS - | \

Between 1973 and 1977, an avex:age of 36 civilian cases of salmonellosis
were reported, for "an average incidence rate of 0.47 p:er 1000 |
population. The incidence rate among military personnel was almost
half this figure. Incidence rates above 0.90 psr 1000, however,

were recorded for the villages of Umatac, Inatajan, Talofofo, Asan, :
and Agana. In 1977, 61% of =211 cases were male, and 63% of all cases

among those under age 4. For 1972-1976, the Guam incidence rate was

0.24 per 1000 compared to the U.S. rate of 0.11 p=r 1000.

SHIGELLOSIS

The average reported incidence rate for shigellosis, 1973-1977, is 1‘|Jout
1/4 that of salmonellosis, or 0. 1" par 1000 population, but villages

in southern Guam (nam2ly: Inarajan, Talofofo, and Merizo) have rates
higher than 0.36 per 1000. Ci\'iliap and military rates are equivalent
over the period. For 1972-1276, Guam's incidence rate of 0.0S was

near the U.S. rate of 0.09 par 1000 population.
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GOAL V.

PARASITIC DISEASES \

It is apparent that prevalence rates among school-aged childrzn oit -
‘.-

Guam of parasites, particulariy intestinal parasites, excead 508 o
in some villages, notably in the south. A survey in 1973 indicated

that Umatac and M2rizo villages had positive test-rates for = -.

ascaris and trichuris exceeding 205. The age ‘group most at risk -~

appears to be children aged 1-9. The full extent of parasite infection

is not known at this time.

BRONCHITIS E

L

The limited morbidity data available to assess the number of people
affected by bronchitis suggests an average incidence rate (1972-1975)
of 1.56 cases per 1000 combined civilian and militai}- population.
The disease affects native Guzmanians rmuch more than other ethnic
groups (83% of all cases). 60% of 211 cases were recorded for those

aged 1-10. . ,\

DENTAL HEALTH PROBLEM STATRMENT: :
Pental caries constitutes the major portion of the problem of dental
511-health on Guam, with an estimated 90% of 211 elementary and
preschoolage children having carious testh. The average rueser of

-

carious tceth per child is approximately S. Dscayed-missing-and-f£illed



GO\L VI. SUICID_I’. PROBLIM STATEMENT:

-

The scven year av |
< reraco 1121 ter 2 E P
Y average amnuzl rate of deaths dus to suicide batvesn

1971 H 1 or i
and 1977 was 0.10 per 1002 population; in 1975, ths U.S. rate

was 0.13 per 1000 population. Ehile the suicide rate has in"rc?ésocl

in recent years for ti s 2 N = i
years for the U.S. s 2 vhole, there is no demonstrable

-
-

trend in Guam' icida ras : :
ncd 1n Guam's suicide rate. . The =\ erage annual suicide rate for

wales for the seven year peried was 0.85 par 1000 and only 0.15 per

1000 fomales. It should be noted, however, that for the last three

years (1975-1977), an averags rate of 0.21 suicides per 1000

GOAL VII. SUBSTANCE ABUSE PROBLEM STATEMENTA:

-

DRUG ABUSE (HEROIN)

Using the Heroin Problem Index (HPI), Guam xanks 6th out of 24 U.S.
areas in terms of treatment for drug abuse, first in terms of

emergency room drug-related cases per 1000 population (3,26 par 1000

- in 1976), third in terms of deazth rate associated with drug zbuse,

for an overall HPI ranking of first (most critical) area out of tha-
24 stuldied. Using the Indicator Dilution Ma2thod, ths prevalence rate
for heroin use on Guam in 1976 was estimated at 11.8 par 1002
population. During FY 1978, 12§ admissions and' 197 discharges were
recorded by the Methadons Clinic. 987 of the clinic's clients are *
heroir addicts (cowpared to 51% nationally). Predominantly male,

-+

more than two-thirds of the clients arc betwsen the ages of 21 and



30. 413 of the Clinic's clients began using heroin between th

aces of 18 and 21. ' =

<>

ALCCrIOL ABUSE

Direct counts of alcoholic casss are not available, but the severitf -
of the problem of alcoholism 2nd alcohol zbuse can be assessed roughly
by certain cirrhosis deaths a2nd by alcohol-related tratfic fatalities.
Between 1968 and 1972, Laennec's cirrhosis (directly linked to extended
2lcohol abuse:) was found respo;‘!;ible. for 10.23 of 211 cirrhosis deaths

on Guan in the 2ge group 45-54. Of all caucaisan deaths in the age

. interval 45-54, 23.7% were due to alcohol-induced cirrhosis. In

addition, D=zpartment of Public Safety data shows that 15.3% of all

traffic deaths for 1976-1978 were the diract result of druaken driving.



SUMMARY TABLE OF LEADING CAUSES
OF DEATH AVERAGED OVER 1971—I977

<

AVERAGE % OF .
RANK CAUSE OF DEATH NO. OF |RATE/1000 | TOTAL AVE.
- DEATHS DEATHS -
} HEART DISEASE - 753 .02 179 .
2 MALIGNANT NEOPLASMS 377 051 90 7
s MOTOR VEHICLE ACCIDENTS 343 046 8l
4 DISEASES OF EARLY INFANCY 316 043 75 i
5 | NON-MOTOR VEHICLE ACCIDENTS 291 039 6.9
6 | CEREBROVASCULAR DléEASE_. 268 ‘036 64
T " PHEUMONIA 210 0.28 50
8 | OTHER DISEASE OF CNS({ALS/PD) 184 025 44
9 CIRRHOSIS OF THE LIVER 133 ois 3.1
10 DIABETES 1 ols 26
11 'CONGENITAL ANORMALIES 108 oI5 26
12 . HOMICIDE 87 o.2 2.
i3 {7 Usucpe e vl e e | one h | ST e e
0.t pev>tALU oTHER cAuses (T | L 8si K28 7|t 228
4206 568

ALL CAUSES

' SOURCE: STATISTICAL REPORTS 1971-77, OFFICE OF VITAL STATISTICS, DPHSS.

L3 -
», -
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HEALTH STATUS GOALS AND OBJECTIVES

.

INFANT MORTALITY § MORBIDITY

P g l".‘An.-,

GOAL I. - #
Reduce infant mortality and rrarbldlty (particularly village dlfferanﬁals}
neonatal complications and disease of early infancy. -

Objective I.I (Overall Infant Mortality) o

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

Sub-0bj ective I.Ja (Neonatal I\ortalz.tl)

Reduce Neonatal mortality rate to 6 per 1,000 live births by 19S3.
Sub-0Objective I.Ib (Village Differentials)

Reduce infant morta.ﬁtj rate to no more than 20 per 1,000 live Births
by 1983, especially in 4 key villages.

Objective I.2 (Fetal Deaths)

Reduce fetal deaths to achieve fetal death ratio of 12.0 by 1985
(15% reduction from 1971-1976 average)

Objective 1.3 (Congenital Anomaly)

Reduce overall death rate to 0.10 per 1,00 population by reducing deaths
among newborn infants dus to congenital anamolies), by 1983.

Cbjective 1.4 (Early Infant Diseases)

Reduce overall mortality rate for infancy diseases as well as the
incidance of Otitis Media and Salmonellosis.

Subjective I.4a (Early InfantDiscase Deaths)

Reduce death rate of early infancy due to 211 diseases by 50% to 0.12
per 1,000 by 1983.

Achiéve increase in average weight of infant bein to island women,
particularly Chamorros by 1983. _ X

Sub-Objectiv itis Medi

bl

Reduce hearing impairment level among infants and school-age children
at least 50 % b) 1983.



Sub-Objective I.4c {Salimonellosis)

Reduce incidznccof 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 effecting the 15-24 age groups. , -.

Objective II.I (Mortality dus to all accidents) « il

Reduce overall mortallty rate due to accidents by 60% to at most
0.50 deaths per 1,000 population by 1983.

Obijective 1.2 (Motor Vehicle Accidents Mortality)

Reduce high mortality rate of 0.44/1,000 popula.tlon by 50% to 0. 22/1,000
population by 1983.

Sub-Objective I1.2* (Young at Risk)

Reduce motor vehiclé mortality rate among: age 15-24 males by 1983.

Objective I1.3 (Dszaths due to other accidents)

Reduce mortality rate by 30% from 0.39/1,000 population to 0.27/1,000
population by 1983.

Sub-Objective II.3='= (Drowning, Falls a.nd Suffocation)

Reduce deaths caused by drowning § falls (chiefly among elderly)
and suffocation (chiefly amcng chllrlren)

Objective I1.4 (Occupational Injury)

Continus to improve working environment and occupational safety to
further reduce occupational injuries to not more than 10 cases per
1,000 FIE employeas by 1983.

CHRONIC DISEASES =3

GOALS III
Reduce chronic disease contribution to death rate for Guam particularly
those by cardiovascular cancerous and cerebrovascular diseases and
specialized chronicdiseases(ALS/PD, cirrhosis of the liver, and diabetes)

* "
.



Objective III1.I (Heart Disease)

.‘_

Reduce the death rate caused by heart dlsease by 20% to 0.8 pa=r 1,Q00
population and reduce mortality rate by 15% by 1983.

;‘-.

-

Objective II1.la (Ischemic Heart Diseases) -

- Reduce high mortality rate dus to ischemic heart disease by at leasL
25%, especially among Chamorros and those agsd 45+ o

Objective III1.1b (Hypertension)

Reduce hypertension and hypertensive heart conditions at least 103 by 1983..

-
-

Objective IIl.1c (Obesj.ty)

Reduce chronic disease, cornphcatmns, incidence, and mortality linked to
obesity by achieving reductlon of average weloht per person, especially
amoung Chamorro woman.

Objective III.2 [Cancer) * :

Attempt to rﬁ&uce deaths caused by cancer by at least 103 by 1983.

Objective ITI.3 (Cerebrovasc-ular Disease)

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

Objective IIX.4 (ALS-PD)

Attempt to reduce mortality rate dus to ALS-PD by 10% by 1983, espacially
ammong Chamorros.

. Objective III.5 (Cirrhosis of the liver)

Reduce mortality rate-duz 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 111.6 (Diabetes)

Reduce mortality rate due to diabstes ammng =211 age groups to less than
0.15, and reduce the high rate for females aged 45-64 by 50% by 1983.

-

INFECTIOUS DISEASES

GOAL IV

Reduce the mortality rate due to infectious or communicable diseases o}
Guam (Especially pneuronia), and reduce the morbidity rate and d151b111t K
due to particular infectious diseases with high case rates on Guan.



g‘gjcctive IV.1 (Pneumonia Mortality)

Reduce mortality rate for pnsurmonia from 0.28 deaths per 1,000 -
population to 0.25 per 1,000 population by 1983.

Sub-Objective IV.la (Pneumonia Morbidity)

&
-

Reduce morbidity rate associated with pneumonia to 2.65 or fewer cases ..
per 1,000 population. . -

-
-

Objective IV.2 (Bronchitis Morbidity)

Reduce incidence of this condition by at least 15% from 1.56 to 1.33.or
less for the combined civilian and military population by 1983, with
special emphasis on reduction morbidity ammg  children aged 1-10 and
ameng | Chamorros.

-Objective IV.3 (Venereal Disease Morbidit:x).

Reduce case rate for gonorrhea for the combined population at least
, from 1.61/1,000 to 0. 97/1 ,000 by 1983 paying particular aitention
to mllltary personnel-

| Objective IV.4 (Hepa;ltls Morbidity)

Reduce the incidence of infectious Hepatitis A,B and wunspecified typss
by 50% by 1983, including a rate reduction of hepat1t1s A for civilians
to 0.60/1,000 and 2. 3/1, 000 for military, paying particular atitention

to military personnel and children ages 5-9 and to southern Guam villages
as target groups and area.

Objective IV.S (Mumps and Measles (Rubeola) Morbidity)

By 1983 reduce civilian incidence rate of mumps to at least 0.25/1,000
especially in the southern villages, and reduce the combined population's
incidence rate of mz=asles by 50% fro'u 0.23/1,000, to 0.12/1,000, with the
military as target group. : )

Objective IV.6 (Tuberculosis:Morbidity)

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, with efforts directed
to the villages of Aaana Asan and southern Guam. : -.

Objective 1V.7 (Salmon=llosis and Shigelosis Morbidity)

By 1983 reduce both rates of Salmonellosis 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%

with particular attention to the above groups.

Objective 1V.8 (Morbidity due to Parasites) L ;
By 1983, reduce prevalence rate of parasitic infectious from 155 to 8%
or less "with spacial attention to children ages 1-9.



DENTAL HEALTH

GOAL V :
Reduce the high rate of incidence and prevalence of dental problems,
especially dental caries. .

e
x

Objective V.1 (Dsntal caries prevalence)

-

Reduce prevalence of dental caries by at least % by 1983, particularly
the non-caucasian and female population.

—

Objective V.2 (DMF Rate)

- -

By 1983 reduce the mean number of decayed-missing-and filled Teeth for
for both sexes at least 10% to 6.8 IMF teeth per male and 8 D'F teeth
per female, particularly for school-age children.

SUICIDE
GOAL VI . - :

Reduce rate of suicides, with particular attention to problers faced by
adolescents ard young adults. . -

Objective VI.I (Suicide Rate)

By 1983, reduce rate of suicides, especially among young adults, at
least 25% to no more than 0.075 per 1,000 population, and concurrently
alleviate mental and emotional problems that undarly suicide.

SUBSTANCE ABUSE

GOAL VII

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

Objective VII.1 (Drug Abuse)

By 9183, reduce the drug-related death rate, hospital admission and
heroin use prevalence rates by 50%.

Objective VII.2 (Alcchol Abuse)

-

By 1983 reduce both mortality and morbidity rate due to alcohol-related
abuse, including cirrhosis of the liver and alcchol-related traffic
fatalities at least 255, and reduce the prevalence of alcohol abuse at
least 15%.

'
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The health system includes those services, resources, financing mechznisms,
" an¢ programs vhich can be used to positively affect the level of health -
. in the population. "Since the promotion of health or the prevention of i1

health often require consideration of liTestyle and environmental facters,

‘the definition of the health system has also been expanded to include

components which are normally thought of as outside the medical care

rmodel," such as health education services or environmental quality mznage—
ment. For the purpdses of planning and an2lysis, the Health Systens

Taxonomy has been used as the conceptual framawork for viewing the health

system. This includes seven major h=alth service categories which can

be furtner delineate@_?nto subservice categories: .

Cormunity Health Promotion and Protection Services

Those servicés directed toward informing, educating and motivating

. the public to adopt personal 1ife styles and nutritional practices
vhich will promote optimal health, avoid health risks, and nake
eppropriate use of health care services in the community.

Prevention and Datection Services

Services delivered to individuals in order to promote optimum physical
and mental wa2l1l-being, including protection from the development of
disease and i1l-health, or to idantifty disease or ill-health a2t the
presymptomatic or unrecognized and symptomatic stage to perait: early

. intervention.

Diagnosis and Treaiment Services

Services for evaluating the hzalth status of individuals and
identifying and alleviating disease and i11-health or the symptoms
thereof. -

Habilitation and Pehabilitation Services

Services to restore the 111 or disabled individual to, or ie¢ assist
the developmentally disabled individual to achieve, the fullest
physical, mantal, social, vocational and economic usefulnass of
which he is capable.

109
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Maintenance Sarvices

Services proaieoJ to individuals w
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ironic physical and mental
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conditions, as well as sevrvices provided to individuals in need.of
assistance in activitics of da11v living. The purpose of such
services is to enable an individual io participate in the coms muAdty
to the Tullzst degree to which that individual is capable. =
Maintenance seivices do not indiuvde hebilitetive or rehabilitative
services, since th2 prisary purpise of the letier service is to- .
 increase functional ability vather thsn wmaintain an existing level i
. of fTunction. . ; o W03
Personal Health Care Suooo Services -~ 4

care, but which assist
T diseases or i11-health
tation or maintenance =

Services vhich do not involva direct mediczl

in the prevention, dnagnqs1s aw tra atwert G

COﬂutL10ﬂS, or in the habilitation, rehabili
111 or disabled individuals.

Health System Enabling Services

Organized activities designad to inTivance the means by which, and
conditions under which, health system services are delivered. This

includes health planning, resources d avelopmznt, financing, regulatic
and rescawcn“ '

This Tramework a]]ows for an an1]y§iﬁ of sarvices within alternative
settings according to the needs of the populaL1on, and for an idsntificatic-
of 1nuerre1aunonshwps betwean componanis of the system. Thz major settings
in which these s=rvices can b2 dalivered are as follows:

Community Setting

Settings in which community health premotion and health s,st enabiir;

services, rather than personal h=alth care services or patient
related supporit services, ara provided.

Home Setting

tient's residence with the
in order to receive services. -

MHobile Setting :

Providing health care services at temporary locations selected for
their convenience to a geographically selected targst population
using a movable vehicle or facility or 2 provider which prevides-
health cave sorvices during transportation of patients.

Ambulatory Setting

Pl
.ty
1 I.

\

Providing health care services to patients who travel to the prove
to receive services. An ambulatory setting has no regular
provision for patients to siay overnight.



Short-Stay Settina

Providing health care services to patients vho stzy overnight in
the institution, Tiity percent or morz of whea retusn to their
normal place of residernce within less thzn thirty dzys of entering
the institution.

Long-Stay Setting

eyvices to pﬂtients wha stazy overnight in
the institution, TiTiy percent o wore of whom remzin in the insti-
tution thirty davs or longer. A long-stsy setting mzy be the usual
place of residence of scme or all of its pcuienca.

Providing healii: care s

Free-Standing Support Setting

A lecation where heslth services are provided vhich support the
delivery of persona1 health care sarvices without providing direct
patient care, and which is not a corponent of an organization which
delivers parsonal health services in another setting.

Finzlly, these heoalth seyvices ave anzlyzed in 1ight of the following six

0 inat

performance characteristics:

Cost

The total econémic value of resources reguired to provide services,
including all finapcing expendjtures, espocxa11y expenditures for
capital and oparating requirements.

Availability

A measure of the & 1pprupr1a&e supply and mix of health services end
the capacity of resources Tor providing care.

Accessibility

A measure of the degree to which the system inhibits or facilitates
the ab1]1uy of an 1nd1V1dual or groun to gain entry znd receive
appropriate sevvices, including gesographic, architectural, transpor-
tation, social, time and financizl copsiderations.

-

Continuity

A measure of tha dagre of effective linkages znd coordination in
providing a |ccessi ﬁ r services over time regardless of whethar
care 1is prov;ded in ong snuu1ng or multiple settings.

Acceptability

An individual’s (o giroup’s) ovarall assessmant of mzdical care
avajlable to hlm or her in terms oF such fTactors &5 cosi, quality,
outcome, convenicnce of care, and provider attitudes.
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Quality ol

A measureg of tha degree to vhich health services delivered meet
estabiishzd professional standards and judamoenis of value to the-. .
consumayr.  Quality is frequantly described @< having three b S
dimansions: Quality of input resources, {e.g., ceriification andfor -
trazining of providers - both manpowsr and facility Tactors); quality
of tha process of service delivery (e.g., the use of appropriate
procedures for a given condition); and quality of outcome of service
use {actual improvemant in condition or reduciion of hermiul effects).

The analysis of hzalth services according to. these characteristics serves -
at Teast two major purposes:

1. It providazs Tor an assessmant of the eppropriate configuration
of services bhased on tha health needs of the population. Thase
sevvices are theh analyzed to determine noi only their general
availability in the health care delivery system, but zlso their
accessibility to the populaticn or to sub-droups within that
population.

2. It is @ means of assessing the performence of the health sysiem;

that is, whether services are bz2ing provided efficiently, in a

cost erfective manner, and within certain standzrds of quality.
The degree to which the health services in this document have bezen
assessed has bzen largely dependent upon the velidity and availability of
data, time constraints, and limitations vwhich relzte {o the “state-of-
the-art". Often, the analyses oT the problem areas raised quastions
requirving furthar study, much of it in the arez of developing mathodologiss
for determining population-based service nead. Thus, it is likely thet
many of these priority areas will be revisited in future plans, but in
greater detail. :




FIGURE 1

ANALYTICAL FRAMEHORK FOR HEALTH SYST#dS AHALYSIS
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January, 1978,




HEALTH CARE SERVICZS
BY LEVELS OF CARZ
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ONCOLOGY RADIATION THERAPY
HIGH RISK HEOIATAL CARE

ORGAN TRAVSPLANTATION

SPECIAL LABORATORY SERVICES

EXI SCAIRIERS

OPEH HEART SURGERY/CARDIAC CATHETERIZATION
BURN CARE

ON-

COMMERCIAL LEVEL /SECONDARY CARE |IS-

LAND

HEYODIALYSIS

GENERAL ACUTE CARE HOSPITALS
~Maternity/Obtetrics

GUAN MEMO-
RIAL HOSPITAL

~Pediatric ]
—Psychiatric . (GrHA)
—Internal Medicine
-Heurology NAVAL REGICFIAL
RADIOLOGY MEDICAL CENTER
MENTAL, HEALTH (vreiC)
~Therapy/Counseling
~Alcohol Prevention | PRIVATE AMBULATORY
msnr“g e e CARE FACILITIES
RECOMPRESSION CHAMBERS
LABORATORY
PHARMACY |

VILLAGE LEVEL PRIMARY CARE

ACUTE LABORATORY CARE PUBLIC HEALTH CENTERS

-Medical (D2HSS)

~Dental - Central (Mangilao)
PREVENTIVE AND MAINT. CARE ~ Arezwide

~Pnysical Examination - Village

-Well-baby care

~Pre and Postnatal care
~Family Planning
—Immunization

~Health Education :
~Mutrition

~Sanitation .
-V.D. Screening

~Vector Control

—Pharmacy

-Food and Rest. Inspection
-Dental Prophylaxis
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THE PROVIDERS OF HEALTH CARE SZRVICES:;

(2) DML i MPHSS | @H.etce..._ (h) -Pr:'.‘.mue-—'private e

' Popniations received 111—he=1t“ and/or clinica}
illnesses — health services dezznds .
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communily Healtn Promotion and Protection Services contzin those services

whose purpase i5 the improvement of parsonal health bzhavior or of environ- <

mental Tactors which may affect health. Some of these include:

O Health Education Services 3

SEnvironmental Quality Managawant &
-"@Food Protection .
& 0ccupational Hea]th and Szfely

G}Radiation Safety

EDBwonndlcal and Consumar Product Safety
Most of thase services are provided by governmantal agencies at differ-
ing Jevels, particularly those concerned with eavironmantal protection
and safety. As many linkages to health are identified as personal
behavior patterns or social, economic, and physical environmental fac-
“tors, greater emphasis will be placed on effecting positive changes in
health through these services. Unfortunxtely, as bzhavioral patterns
and environmental factors have generally long gastation pariods in
their impact on health, so too will intervention strategies in these
areas provides littie visible results foi yeais tc com2. HNeverthaless,
recognition of their potential is a first step, and it may be that
short-run mantal and physical health ben=fits will accrue in ways that
v2 currently cannot foresee. *

For the Tirst Guam Health Plan, Health Education Servicas and air and
water quality components of Environmantal Quality Managemant were
chosen as priority areas for a2nalysis and for th= developmznt of state-

wide goals and ObJ°Ct1VeS. .
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Prevention and Datection Services aim to promzte optimum physical and
mental well-baing of the individual. This end mzy be achieved through
protectica froim the development of disease and il1-health as well as
identification of disease or ill-health at the presymptomatic or un-
recognized symptomatic stage. Health system activities designed to
insure health protection include:

et

i
|"

© Individual Education

© Routine Examination

o Immunization |

© Dental Prophylaxis
O'Hent.aﬂ Health Consultation

Detection services not only attempt to uncover disease and i1l-health
conditions but also to identify individuals zt risk of developing such
conditions. Illustrative service categories include:

oCondition-Specific Screenirng
©Hultiphasic Screening
©Contact/Collateral Follow-lp
©oPhysical Abuse Reporting Systems

Prevention and Detection services lend themselvzs to delivery in hom2
ambulatory and mobile settings. Further, many of these services are
amenable to self-delivery. For example, today millions of woman under-
take routine breast self-examination for cancer.

One of the top ten National Priorities in P.L. 23-641 is the promotion of
madical group practices such as Health Maintenance Organizations (HiiOs)

viich amnhasize prevention and early detection of disease as part of a
compranansive health care program. Given the HHO's philosophy of achieving -
cost reduction and quality control through prevention and the emphasis

H+0s place on active consumar participation in implemanting this pnilosophy,
it is appropriate that H¥0s have been selected at the state level as a -
priority area of concern within the health system. .
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Diagmnosis and Treatment

Services
At present, the greatest portion of the health care dollar is spent io ;-
diagnose and treat il1l-health symptoms. Diagnosis and Tresatment services -

are defined as those

Services for evaluating the health status of individuals “ut o
and identifying and alleviating disease and i11-health . .-
or the symptoms thareof. o

In an attempt to further madical science and thus to prolong life and
ameliorate its pains, resources have bzen poured into d2valopment of

a myriad of diagnostic procedures, technological advancements in spacialized
equipment and surgical procedures, chemical and drug solutions, highly
trained and specialized manpower, and so on. Yet the high cost of thase
resources is now giving policy makers reason for concern. Alternatives

to traditional health care systems such as Hi{0s have bzen promoted,
manpower extenders such as nurse practitioners and physician assistaats
are being trained, and alternative means of insuring for health care are
being explored. The current health tare system is in transition, with
threats of increasing regu1at1on as costs continue to rise. Because these
diagnosis and treatment services consum2 the largest parcentage of dollars,
they will inevitably bear the brunt of any regulatory controls which

are implemented and thus be subjected to the closest scrutiny from planners
and regulators. Only time will tell whether these efforts or solutions
can have a positive impact on cost and, more importantly, on the health

of the population.

r
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ion and Rehabilitation Services are definced s those scrvices

Habilitat
vhich are designed to restore the 111 or disebled individual to, and =
to assist the t

he developmentzlly disabled individuzl to achicve, the fulles
phys1ca., mental, social, vocationzl and economic usefulness o. which 7
he is capable. This includes: . - .

1) Medical Habilitation and Rehabilitation. The madical <%
evaluation ot the neads of the i1l or disabled individual, and
the design, managemant, and e\.'a:hac_isn of 2 hzbilitation
or rahabﬂ}tatwn program tc meet those neads.

2) T‘larap_; Services. The ths*a:p utic technigues used in 1mp’lc-
menting ‘= _program of habilitation or rehabﬂu.anon designed

o
-
a

[

to meet: the needs of an ill or disabled invididual such as
plgs:Lcal therapy, occupational therapy, social therapy among
others.

L
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Rilainmiapance Services

Maintenance Services are services provided to individuzls in necd
of assistance in activities of daily living or to iadividuals with
chronic pHysmcal and mzntal i11-he2alth conditions in order ilo pre-
vent deterioration. Th2 generzl purpose of Mzintenance Services is
to enable an individual to participate in the community to the
fullest, degree to unicﬁ Lnat 1nd.v1u 12l is cepable. Loan

- oS W Ew ® - mm— - ——mmre® et e

Maintenance Sexrvices are primarily provided in the homs » ambulatory
or long-stay setting. Services provided in the home settlnc include
homs' health care 2nd homemaker services, and adult day care. Those -
provided in an ambulatory setting 1nc1ud= congregate meals and end .
stage renal disease treatment stations. In the long-stay setting, y
maintenance services include nursing home care, adult congregate

living, and foster home care, most of which Guam doss not have

presently.

_ Though the. elderly compflses only 2 percent of the pqpulatlon nair means :
of eiabllnc them' to 1live in their more familiar and normal env1r01n,nu

must be 50ught and inplemerited. In addition to contributing to the

quality of care, these noninstitutional services are deesmad to be more
cost-effective and if supported through public financing such as Medi-

care and sometimes Madicaid.
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1
personal Health Care Support Services da nol. invelve direct medical care, _
but assist in the prevention, diagnosis znd treatment of diseases or o

i11-health conditions, or in the habilitztion. rehabilitation or

maintenance of ill or disabled individuzis. Such services include for e
example, pharmacy services, bleood bank services, food and nutrition =
services, medical records services, and faciliiy maintenance and house- .
-keeping services. .

Advances in technology, particularly computer technology, make possible’
the sharing of many support services among institutions. Indeed, Congress
has establishad as & national priority the development of multi-
institutional arrangaemants for the shering of support services neacessary

~ to 211 health service institutions.

- sse ma



Healtn System Enabling
Services

Health System Enabling Services are those organized activities -
designad to influence the means by which, and conditions under which
health services are delivered. Examples of enabling services are: :
health planning, resource developmant, regulation, research, and -
financing. )

Many changes in the methods and means by which health services are
delivered can be attributed to health system enabling services. Health
research and resource development have bzen instrumental in advancing
tha state of health technology and assuring that the appropriate
manpower, facilities, and equipment are available to implement the

new technology. Health Planning and regulation, on the other hand, work
together in an attempt to guarantee that resources are developed
aporopriately in areas of nead. Planning is necessary to determine
vihere needs are, regulation 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 how 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 have been under-utilized.

In order to better understand how health care in Guma 1s financed,
this section of the Guam Health Plan will analyze health care
expenditures in-depth and offer in the way of goals, objectives, and
recommended actions changes in the financing of health care which mzy
reduce the current increases in hezlth care expenditures. .
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HEALTH SYSTEM PROBLEMS



With a view to thz entire rang= of heaalth status prodblems faced
=
on Guam at the present and ass'=:=1 to b2 enduring for the duration
I
of the initial planning pezriol (5 ysars), and given the dstailed L

and comprehensive study of the system of haalth services and resources =%

available on Guam at present, th2 following major health system SR
deficiencies can bz isolated: -

). Iack of Available and Accessible Ssrvices —
Daspite the impressive array and quantity of health resources
available on Guam at the present time there are s-e:ious gaps in
-resource availability in several health service areas, including

geriatric services, alcoholism services, public hesalth nursing,

xchabilitation and counseling services, and certain spacialized
or tertiary care componants. 'Th2 impact of these deficiencies
cannot b2 directly gauged at pressnt. Howsver, it is certain
that these resources and service gaps place undue burdeans on those
in nead of such services, but unable to obtain tham for lack of
availability. Furthermore, it may vell b2 that..'cartz\.in h=2alth
problens are exacerbated bscause of insufficient services to find,.
idei:ltify and treat such problems early on. Finally, lack of avai-
lability of appropriate services may lead to over utilization and

inappropriate use of substitute ssrvices which then unfairly burdens

health resources designed for other purposes. For example, for lack

of alcoholic day programs, alcoholics may ultirmately co hospital
facilities.

Compounding the problem of unavailable services, and the strains

L



it prolduces in the existing service delivery systems, is the problem

of inmaccassible sorvices thal are available. Tha concentration of

<

anbulatory and in patient care resouwrces in the Zgana-Ta ning -
&

corridor is w2ll documanted. While the island of Guam is relatively <

.small by most standards, what is not psrhaps fully appreciated is i

the "costs” in travel tirs and convenience, if nob actual ronstary R
expanses, vhich dissuade individuals as close as Yigo or Agat fram =

seeking prompt redical attention, or from using available preventive

. care services. Problems of accessibility are never sirply physical ;
distance or tim= problems. There is an important parcsptual eleeaa;rt
vhich links willingness to use services that are available wit}; visi-
bility and fav.l.%.lia;*.:ity of those services. In this respact, and given
the concentration-of various health status problem, particularly
acute conditions, vhich recurrently face resic‘fents‘of southarn Guam,
it is irportant to mitigate the isol.ation of populations w‘nichv are
relatively, if not absolutely, remote frcm available services. IE
services cannot b2 physically re-located at this stage, than ths
possibilities for establishing satellite fe.ciliﬁes, robile units,
or even transportation services should bz explored.

The issuz of accessibility also covers a rangs of barriers to
the utilization of availzble h=alth services and resources which need
to b2 overcoms, if all individuals are to have the equal right io a . :
h=althful life. Financial barriers may well prevent many Guaranians
from sesking services, and unless such barriers are overcons or : -

roducad, individual health status will continue to have a strong

(ncgative) association with inceme.



2. Poor Environmontal Quality

A review of the planning area description (ch. 2) and of

<
certain programs concerning enviroamontal managenent and rprovement
o

will indicate the seriousness of deficiencies in tha quality of

Guam's enviromrant as it affects health status , particularly in

th= areas of water quality, seviags treatment, highway and traffic e
safety, and prevalence of carriers of or agents of invertebrate -

disease (espacially parasites). Tnat such fundawental steps as
.ensuring a safe, adeguate, and conveniently and continuocusly usable
wvater supply, xemoving or reducing sources of potable vater con-
tamination by chemical or fecal pollutants from vater supply systemws,
eliminating obstacles and hazarxds ‘to safer 'dri.ving, and carrying

out systematic programs to reduce ths presance of parasites or to

at least improve t.he population's understanding of m=ans to avoid
parasitic infection, espacially azong childéren, are all suggestive
of serious shortcomings in ths current allocation of resources within
th= health system as a whole. Th2 high incidence rates recordad in
gzneral and during recurring outbreaks of such diseasss as hepatitis,
salmonsllosis, mzasles, and gastroenteritis, in addition to the knom
widespread prevalence of parasitic infections, leave no room for
doubt as to the major contribution that environmental quality - in
particular water quality — has on health status, and the consaquant
priority that should bz given to reducing environmental sources,
agants, reservoirs and carriers of diseases. Th= fact that dental .
caries has b2en founl to bz so widely prevalent on Guam among school-
children, coupled with the knowledgz that knovm methods for caries

control and prevention are available (and feasible to implemsnt) )



leaves little roum for argumont against taking inrmaliate steps to
alleviate basic health probloms.

ihe issue is not merely conz of establishing appropriate x
standaxds, surveillance procedures, and control and managem=nt
techniquas. It is also one of ensuring that such actions taken
2oply uniformly to all areas of Guam, and sesk to minimize quality s
differentials in the physical environment as a first step towvaxds. =
~ providing all individuals with an equal chance of securing a healthy

living environm=nt.

3. Inadequate Health Education and Wellness Promotion

Raviewing the major causes of death on Guam for the past 7 years
should suggest-t‘he di.lemva that health planning and publicly directed
efforts to nmprove health stat tus currently face. Most major causss )
of death, both on Guam and in the United States and other develo:._';inj
countries are kncem to derive less from environmental factors, which
if controlled might reduce disease or disability incidence among
populations affected by such factors and rore fram social, attitudinal,
and parsonal discretionary factors vhich often orient individual bs-
havior and lifestyle toverds bshavior which doss rot prowote high

levels of health or wellness. Dietary habits, parsonal preferences

and risks taken with respact to driving bshavior, smoking habits all

have bzen pa‘éte.rned in socially reinforced vavs vwhich o not take
into account tha long-term consequances of such bshaviors. Many ©
young vomen are unpreparad for their first pregnancy and @o not seek
tha prop=r amount of prenatal care, nor ¢o they alter their mutrition-
al and dietary patterns in order to provids the propsr gestational
environment. Wnile it may be thz case that individuals will continu=

to choose to ignore bzhavioral patterns that will pramote health ;



and wellress, a serious shortcoming in the health systemn can be
identified in the wide rang2 of basic health information which is

rot b2ing provided to the population in an appropriate form or

%y

manner which would lend itself to scrutiny, discussion anl eventual
and practica.l application. Basic knowledga about ths role of pu-
trition, physical exercise and fitness, and occupational and dsntal
health as they oontri;bute to overall h=alth statl..ls is not besing
disss'rﬁnatei.: Likewise, current information about known s_y::ptcms;
effects and consequencas of hypsrtension, obssity, and venzreal
disease are poorly disseminated at present. lMaternal care, as
providad in certain of ths health insurance plans, doss incluie
atte;Ition_to basic education of the expactant mother concarning
propar care of he;:'lself.an:‘l her infant; yet information on family
planning, pre-natal c°a‘re (:i_.ncludi_ng maternal nutrition and bshavior),
and potential gznetic problems for certain mothars is not ganerally
provided to the pool of potentizl rothers, particularly adolescent
and young adult women. The high incidence of dental problers avong
school-aged children, particularly dacayed teeth, suggest not only

a range of poor dietary.b-_—*abits (hich ingestion of sugars and carbo-
hydrates, for example), but also that little education in appropriate
dental hygience is being given. It is much the sam= sort of problem
vhen the high death rate associatad with automobile accidents is -
examinad. Vhile on th2 onshand, basic driving hzbits are discre-
tionary beshavior, there is a clear responsibility on the part of
public agencies — particularly those concernad with education and
traffic safety — to educate tha public in safe driving bzhavior, to

alert n=w and potential drivers, espacizally adolescents and young



aclults, to the risks and consoguences of bad driving practices, and

indead to provids and enforce disincentives to as well as pericdic

chacks oa the extent of dangerous driving and accident-promotirg -~
behavior. Th= fact that driver education is currently not a man— <

S

datory class in tha schools, ard thah driver resxaminations or re— -
exlucation programs are not errployec‘l suggest that feasible ao:»'o='c:nes
to reducing automobile accidents ard the resultm g deaths and dis— .

abilities have not b2an exhausted by public agen::ies.

4. Shortage of Manpower Covponents and Inzdequate Training
~ Contributing to thz general unavailability of certain health

services are the inadequate levels of health FaNpOWer Yesources,
. particularly for primary and soms, secondary health care components.
At the sam= time, insufficient training, qualifications or con-
tinuing edu_cation} as well as a gensral lack of alternmative ANT2L
types (allied h=alth professionzals, nurse practitionars, and
physician assistants) have combined to lower the overall effective-
ness of health manpower currently dsployed on Guam. Given tha
c:.onc:a.ntraion of private pracitionsrs in th2 Agana-Tamuning corridor,
it is particularly distressing that the nmrba::s‘ of public health
nurses are inadequate to prov::.dn sufficient pv-e\ran-_lve, screening
and diagnostic services to rore re.'rote populations on Gu..m, especial-
ly .those in the districts of Yigo, Talofofo, Inarajan, Merizo, Ltr.atac__:, b,
and Merizo. Furthemore, acinowledging the difficulties of-attracting
and maintaining an adsquate supply of private physicians in both
general and spacialized practices, it is irportant to consider all
maans of extending or complarenting or substituting for such manpower
with the provision of health care aides, muws= practitionsrs, physi-

cian assistants and th2 like. It scams espacially urgent that a ' -



cadre of h=alth manporer, vhather physicians por s2 or alternative
forms, should b2 trainad and developad from the local Guamanian
population in order to ensure that their exportise and practice

remains on ths island.

5. Inadequate P..egﬁlation

There are serious deficiencies :Ln th2 licensing, certification,
and regulation of current health mangower and services on Guam at
the present tire. This may well bs dus in part, to the relatively
Special goverrmental status that the Territory of ‘Guam has held
until rec:antly.. Hosever, vhere 1inadequate legislative mandates
now exist, it should bz the responsibility of appropriate public
agencies to submit the necessary bills or resolutions in order to
bagin to upgrade the sfandards and procedures that every level and
cotponent of health care and health service delivery should b2 sub-
.jec!: to.

Under this heading are reported similar deficiencies with rotor
vehicle licensing and testing which nead to be addressed-as part: of
an overall program to upgrade driver compatency and responsibility
in order to reduce dsaths and injuries du= to motor vehicle and
traffic-related accidents.

Finally, there are basic ambiquities in ths rules ard conduct
of present bodies engagad in both P.S.R.O. activity and ths GIPDAS
Certificate of Need process which have to be clarified and resolvad
'Sf the quality of health care regqulation is to improve to the poix;tj
where it can effectively ronitor and quids tha future course of

h=alth care delivery on Guam.

-
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6. Insufficient anid Inz{fective Planning, Coordinzsbion and

Evaluation of Health Care Activities

The Guam Health Planning and Develogment Agency wast
shoulder scm2 responsibility for ths present state of uncoordinated
and unguidad health care d=livery on Guam. Wnile this assessment
can b2 made of wany, if not most, SHPDA's in ths United Statss,
it is important toO recognize tt -a-spacific problems faciné‘ this par—
ticular agency, in order that they may b2 consciously addressed and
corrected as an intégral part of the overall health planning pro-

" cess that takes p.lace now and in the future. It is also irportant
to identify the institutional setting within which the GPDA must
vork and \-."hic:h,. to a considerable .exl:ent, also acts to irpade ef-
‘fective hsalth plarming.- -

Problems inteérnal .to th= Guam Health Planning and Dsvelopment
Agancy stem largely from tha staffi:ng pattern, and staffing no-
tation which have sexrved to deny the aganzy th= n2cessary continuity
of direction, compatency of. expartise, and coordination of efforts
to identify, undertake, and camplete planning tasks in a cowprehen~
sive fashion. (The replacament of directors every other year has
not allorad sufficient coh?__rency of policy formalation and direction
o b2 establishaed and adlopted by all mambars of the agency. T2
result has been that linz staff have b2en forcad to work, often
without appropriate guidance or training on unrelated tasks which
have thereby consumnad amounts of time disproportionate to their
contribution to tha overall planning prozess and ultimate product.)‘j

In particular, relevant goals objectives and priorities, along with

2 appropriate taks and procedures to adopt for their acccsplisiment,
a p ~ ~P
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wore not specified and agread to at an early enough stage in the

planninyg process to allos GIPD) to asserble appropriate data elements

<

in an orderly fashion. Basic methods and fornmats for evaluating both

£

health status and hesalth system levals ware not spacified until a very
late date in ths planning process. - With the current draft of tha
Guam Hzalth Systems Plan, however, a foundation for future h2alth
planning efforts has baen esl:ablis;.ﬂ.—-\_d within vhich cosprehensive
planning, inter—agency coérdination, and evaluation efforts can b=
undertaken.

It is essential that the critigue of the health planning agency's
past efforts not }& misoons.true'..’i. The p-ro::ass of hesalth planning is
still very rech an act, é'lespite th= G:-fforts of the federal g:)varrmané
to provide all mranner of technical assistance, msthodology, sl:'a:;ﬂar:‘s,
and guidelines. Tne essence of health planning is combined, coordinated,
and cc.aopé.rative efforts a:rbng a rang= of actors and agencies in ths
field of health care, and these efforts are not easily achieved.

What applies to the GIPDA in terms of past inadequacies equally applies
to the institutional context within vhich it has had to work. Daspite
national-level as well as territorial enabling legi'.sla’c.ion a2s mandates
for health planning as nsedad public acliivity, the Jevel of coopara-
tion and coordination batween agencies has been inadaquate to the task
of reorienting tha health care system to ﬁpm{re h=alth status or re-
duce health care costs. Tnare are four basic reasons for this. Fi_rst,.
as with early efforts of GPDA, thare has not be=n specific policy er
mission statemsnts concerning goals, objectives, priorities and tasks, -
as well as criteria for evaluating progress achieved, for any of tha
public or semi-public agancies currently involvad in haalth care

delivery, including: the Dzpartment of Public Health and Sccial

'
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maintenancs organizations. Without such basic statoments and assess-

mrents  dircectedd to the internal imanag=eent of health care activities

of the individval agencies, it is difficult to sece hows these agencies =

in combination could achieve any cciprshensive porspactive from vhich  +
to view the entire health system. Secordly, there has been insufficient
staffing and technical expartise within each major hsalth care agency
to enable planning efforts, either -singly or in concert with other -
agencies, to b2 conducted with any assurance of continuity and compe-
tence. Thnirdly, of cbnseqaenc;e, that-'e has bsan a minimal amount of
attention given to creating the appropriate policy bodies and task
forces with establishad missions that could serve as vorking entities

: wJ;.thin which to establ;i.sh inter-agency cormnication, ¢ooperative links,
and eventual coordination ';)f efforts and policies.” In particular,
there is as yet no o:;going malti-leval health service plamning or
coordination activities besing undertaken by the Dspartment of Public
Health and Social Services, Guam Mamorial Hospital Authority, and

the several health maintenance organizations, to nam= the major entities.
g ]

Efforts have also not bzen made to involve, on an on-going basis,

representatives from the military h=alth care system -~ which admittedly .

tend to oparate autonowously = or private practitioners and physicisn
groups on Guam. .Fourthly, and lastly, a major contributing factor to

the inadecuacy of past health plarmnirg efforts has bzen the isolation -

of public budgst allocation activities from any and all formal health |
planning activities as undertaken by GHiPDA, D2iSS, or GFA. Pudlic

sector plannin.g is tantamount to spacwlation about alternative futures,

prospactive assessnent, or trend extrapolation alon= whan nobt couplad

-t
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with the means and the ability to d-::'signate and allczate (or abt least
influsnce the allocation of) resources in a pattern consistent with ¥
plan recomrendations. On= of the first plan irplerentation steps that
mist b2 taken is to ensure that propor, coordinated budget drafting

authority resides in agencies responsible for plan formulation. *

7. Inadecuate Health and Financial Racords and Informaktlon System =:
By far, 1:1;19 most serious iznpad‘ir-:ent to prop=r assessmant of tha -
health sta'.:us. of th= population and evaluati:on of the irrp_act of th=
health care delivery system on health system, including requisite
corrections and interventions that cen he effected to ultirately im-
prove h=alth status, is the fzéa'gme.nted and un-systematic form in vhich
health data mrréntly exists, vhare it exists at all. Daspite tha
ccarpreher;sive ‘and information-intensive nature of present health
planning efforts, there has been no recognition of the regquisite
standardization and comoilation of hzalth data in a mannar that would
enhance the ability of analysts to derivs meaningful planning infor-
wation. There are several contributing conditions undarlying ths
present state or disorganization in hsalth information collection and
analysis activities. Firstly, a single agancy has not bzen delegated
enough authority or responsibility to bring about closer cooparation
betws=en all private and public agencies in identifying appropriate
data elements required for camprehsnsive health planning, standerdizing
the wannar in vhich such elemants are to b2 oollected, spacifying the

appropriate agencies vhich are to b2 responsible for their collection,

and finally, ensucring that all such data is assawbled and stored in a2
form that vould enable various reports and analyses to bo producod on

a reqular and timely basis. With propsr staff and expertise, the Guam
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Heoalth Planning and Dovelognont Agoncy could bo the locus of this
health information systom devaloprant effort, but it nsaod not bo.
¥hat is essential is that the basic data componants necossary for
camprehansive, population-basad health planning bz collected, -
integrated, and analyzed as an interrelated vhole. Such mindmma
data components have b2an spacified elsswhere*, but can hsre be =
sumarized as: (1) population (demographic and sociozconomic) -
data, (2) mortality and morbidity, (3) health services: facility,
nanpower, program, equipment and cost/financial data, and (4) health
service utilization data. Wnile this listing identifies a minimm
data set, it do=s not cowplete the picture.

Given the current state of hszalth data on Guam, several issuss

ne=d to b2 J'm'refli;tely ad@resséc‘l. First, the accurecy, relizbility,
and unifc;rmity of reparl:i;g of all h=alth status information, but
espacially reéorts of illnesses, injuries, disabilities and @saths
rust be prowted and enhanced, if relieble estimates of incidence and
prevalence of various hesalth status conditions are to be made and

usedd as the basis for hzalth planning. Given the sall mebar of
health care providers in reporting any and all conditions. Second,

the xeliability and utility of such reports, when producad, could b2
greatly enhancad by a concerted effort to conputerize all hsalth c'!éta.
VWith thz adoption of reporting forms that are machine—readable, this :
effort could also facilitate the primary collection of data as well.
Thirdly, ths ranner in vhich meaningful planning information is derivad

fron available health data is a function of the analytical tools and

*CE.
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expartise brought to brar on such data, as well as the: basic issuos an

ly in its infancy, and techniques to sumrarizoe, profile, characterize -
and otherwise describz exsiting conditions are prescntly stronger

than inferential éools. Hosever, if health plannihg analyses are to
have an cbjective basis, than m.ethc;ds and rodels must b2 davelopsd by -
which determinants or h=alth status levels and conditions can bz

assessed and relevant hsalth systean camponants, activities, or condi-
tions can be identified {at least probabilistically) as appropriate
interventions. The role of epidamioclogical analysis in h=alth status
assesswent is an dbvious one, but its strength in the arena of compre-
hensive health plaxmi:ng will rest on its ability to logically and
analytically link health status changes with specific policies, prograrvs,

h 2 } -
120

and configurations of health services and h2alth care activities t

camprise current or future health systems.
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PBEALTn 5YST1S G0ALS AsD GBJLCTIVYS

5YSTEM GOAL I. HEALTH EDUCATION AND VELLDESS PRONOTION SEZRYICES

Improve the quality an? coverage of health education and :
wellness prograns and services, with particular attention to _
provision of basic inform2iion and education on health-promo- b3
ting practices, as well as on risks associated with specific i

healtnh conditions, in order to increase the general awareness
among all residents of Guam of the basic determinants of
health and illness.

System Objective I.1 Diet/ilutrition/0Obesity Information

By 1983, achieve 80 coverage of targeted e
populations of pregnant women and overweight s
individuals with basic information on appropriate
diet and nutritional standards, and on the health
risks. {especially risks to fetal development and
maternal health) associated with ijinproper diet and
nutrition.

System Objective I.2 Physical Fitness/Exercise Information

By 1983, establish services to provide con-
tinuing and u1despread dissemination of informa-
tion on the health-promoting value of physical
fitness and of various forms of exercise to all
res1dents of Guam.

System Objectwve I.3 Maternal/Prenztal Health Education

By 1933, achieve 95% coverage of all pregnant
. wonen and at least 80% coverage of women in child-
bearing years (especially adolescent women) with
information and education programs concerning appro-
priate maternat, prenatal and child care.

| System Objective 1.4 Family Planning/Genetics Information

By 19383, establish and maintain services which
provide complete and continuing information on all
aspects of family planning, fertility regulation,
and birth control options Tor all iadividuals 15 and
over; and provide special information services for
targeted mothers at risk concerning genetic problems,
congenital malformations, and the potential for de-
velonmental disabilities. -

System Objective 1.5 Occupation2l Hzz2lth Promotion
Wlithin the 5-ysar initial planning pariod, esta-

blish information services to inform all employers
and employees of particularly hazardous occupations

Vot



(construction, indusiry, transportation) of occupa-
tional risks as well as preventive measures to re-
duce such risks.

System Objective 1.6 Home Health and Personal Hygiene

By 1983, achieve at least 75% coverage of all =
“individuals, households and community organizations

with information providad or mades available on con- o
ditions for healthy living and practices of personal

hygiene. -
System Objective 1.7 Dental Health Promotion -

By 1983, achieve at least 95% coverage of all -
school-aged children and 80% coverage of all indi-
viduals with information and education provided on
appropriate dental hygiene and the risks and diseases
associated with inappropriate eating habits or dental
cleaning practices.

System Objective 1.8 Special Health Problem/Condition Information

1ithin the five-year planning period, establish
services to reach targeted risk-groups and groups
with specific health conditions with information on
warning signs, ‘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
100% coverage of all driving license z2pplicants with
information on safe driver practices, and with manda-
tory driver education for all applicants aged 25 or
less. .

SYSTEN GOAL II. AVAILABLE AND ACCESSIBLE DIRECT HEALTH CARE SERVICES

Improve the availability of and accessibility to a full,
comprehensive and integrated system of direct health care ser-
vices (preventive, diagnostic, treatment, habilitative and re- .
habilitative, and maintenance services) to the maximuim extent
possible, with emphasis on the development of continuing acti-
vities for identification, early diagnosis, and early treatment .
of a2cute and chronic conditions, and the provision of appropriate
secondary and special health care services in support of direct’
treatment.

o
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Systein Objective I1.10 Provision of Village-level Clinic Szrvices
and Accessible Public Primary Care

By 1933, establish 2 network: of decentralized pub]ic :
health clinics providing essential primary care services &
(particularly for pregnant women, mothers and infants),
including basic health maintenance, immunization, diag-
nostic and basic acute care services, covering 311
residents and residences on Guam with a maximum residence-
to-clinic travel time of 20 minutes. _ - 22

System Objective I1.11 Qutreach/Screening/Diagnostic Services z

By 1983, establish 2 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 follow-up,
and diagnostic activities; such activities covering 2ll
-households and areas on Guzm, and a2imed at detecting
early symptoms or stages of a wide range of acute and
chronic_disease conditions, especially those among
pregnant women, the newborn and infants,.as well as
the elderly. -

System Objective II.]ét Counseling Services

1ithin the Tive year planning period, establish
multiple counseling services able to advise, inform, and
treat at least 75 % of all individuals identified and
referred with psychiatric, drug and 2lcohol abuse, suicide,
family conflict, or venereal disease problems.

System Objective I11.13 Rehabilitation and Maintenance Services

By 1933, expand the limited set of current maintenance
services to a complete and comprehensive set of hebilita-
tion, rehabilitation, and health status maintenance services,
including but not.limited to services for the chronic care,
treatment and training of the mentally i11 and developmentally
disabled, the physically handicappad, the unsupported aged
in poor health, and the bed-riddsn; such services covering
at least 80 % of all identified cases, and providing care
in a range of settings through such prograns as homs
health care, board-znd-care, day care, and institutional care _
in both inpatient and outpatient settings. ]

-
-



System Objective I1.14 Alcoholism Services

By 1923, expand current services tuv at least 75 % of
identified and targeted alcoholics to include a complete
range of diagnostic, treatment and recovery services,
including detoxification centers, and halfway and trans- -
itional living houses, in order to meet the full needs ¥
of all individuals identified as needing health services
to combat alcoholism. "

System Objective II.15 Secondary and Tertiary Health Care Elements ;

B8y 1933, make the following adjustments to the present

set of secondary and tertiary health care services:

{(15a) Pediatric .inpatient beds: attempt to achieve at least
65 % occupancy rate for beds assigned to pediatric inpatient
care, in oredr to satisfy fully the Hational Guidelines;
(15b) End stage renal services/dialysis: establish a
program to promote self-care and home-based dialysis treat-
ment, as one means of lowering overall costs associated
with ESRD treatment; (15c) Crippled children's services:
expand screening, diagnostic and therapeutic services for
all crippled children on Guam, and in particular those with
hearing/ Speech/ communication disorders, 1in oredr to
achieve at- least 95 % coverage of all children with potential

or actual crippling health problems; and (15d) Chronic
and intermediate bad and service needs: increase the number
of beds allocated to Interm=diate Care for chronically il
individuals as well as geriatric cases, and expand associ-
ated services to meet the long term treaimsnt, health
maintenance, and rehabilitative needs of all such clients

» requiring inpatient as well as ambulatory care.

* With the fulfillment of Objective 11.15, all services and service
standards included as part of the "Hational Guidelines for Health Planning”
(Harch, 1978) are adequately met by Guam's health care delivery system.
Certain tertiary level health-.service components are not represented on Guam,
including: open heart surgery, cardiac catheterization, and computed tomo-
graphic scanning. Because such services are not justified with current popu-
lation levels or client load/utilization rates, no service planning is re-
quired for them at this time; off-island referrals for these'procedures
remain the most cost-effective alternative. Other "Mational Guideline"
service components are found to be adequate at the present time on Guam.
These components include: general hospital services (bed capacity and occu-
pancy rate); obstetrical services and neonatal services; neonatal special
care unit; pediatric inpatient care beds; radiation therapy; and end-stage
renal dialysis units.
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System Objective 11.16 Geriatric Szrvices

By 1983, provide a comprehensive health progrem for ths
continuous care- of all eldarly individuals with hzalth care
needs who are without support from family mambers, through
‘such services as day care, group home living units, nursing
services, home health care, and long term inpatient care for
the chronically 111 aged.

O | 2 I

System Objective 11.17 Emergency Medical Services it

By 1983, provide a comprehensive emergency medical -
service capable of responding on-site to home, occupational,
vehicle or other accidents, or emergency health problems
demanding immediate attention; such service serving 100 %
of Guam's population and area with the integral capability
‘of reaching emergency sites with a maximum response time
of 20 minutes, and delivering victims to secondary and/or
tertiary care units within 30 minutes.

System Objective I1.18 Physical Accessibility

By 1983, ensure that the entire population’s access
to essential primary care services and initial diagnostic
and treatment service sites is provided for through the
following means: (18a) decentralize and distribute over the
entire island primary care 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 primary care and ema2rgency
outpatient service center accessible vithin 45 minutes®
travel time between 8:00 a.m. and 8:00 p.m. daily; and
(18c) provide some form of public transportation service
(possibly a2 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 minimal
cost. -

Systemn Objective 11.19 Financial Access

Hithin the five year planning period, ensure that all -
residents of Guam have guaranteed access to a complete,
comprehensive, and coordinated system of health care
services {preventive, diazgnostic, treaitmznt, habilitative
and rehabilitative, and maintenance) 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.



~

ASTENM GOAL I1I.  QUALTITY HEALTH-PROMOTING ENVIROUMENT

Jmprove the overall quality of and mininize health .
hazards asscciated with the physical and built environment ~
of Guam, with particular attention to water purity, adequate -

safe and non-polluting sewage and waste disposal, neighborhood —
and environmental sanitation, parasite and vecior contirol, N
and traffic and occupational safety.

System Objective 111.20 Hater Qua1?§y/Hater Treatment

: By 1983, ensure that all water bodies and sources are <
reqularly and continuously monitored for water 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.Z] Sew&ge Treatment

By 1983, provide at least primary sewage treatmant to
all sources. of sewage on the island, and extend the sewage
piping network to all residences which are withcut adequate a2nd
safe on-premises sewage disposal (i.e., cesspool or septic tank
facilities); and ensure that 211 sources of drinking water are
free from contamination or pollution by sewage in raw or non-ter-
tiary treated form. .

System Objective II1.22 MNeighborhood Sanitation

By 1983, establish an island-wid2 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 waste, and to
identify , monitor, and reduce or eliminate unsanitary conditions
and vaste- and pollution-related health or saefty hazards,

-including the identification and elimination of unsanitary con-
ditions on public, commercial, and private premises which are
in violation of terriforial health and safeiy codes.

System Objective II11.23 Parasite Control

By 1983, establish a service to isolate, monitor and
reduce or eliminate sources and areas of concentration of or
infestation by parasites of ma2jor concern as health threats to
individuals, especially children (e.g., ascaris, trichuris, and
hookworm) . )

70
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System Objective I111.24 Jraffic and Highway Safety

By 1983, inventory and assess 211 existing traffic
safety programs and equipment, including stop-lighting and
signing patterns, route configurations and traffic {low
separation barriers; assess sites and areas of criticel
traffic safely hazards; and implemant an on-going program
to upgrade traffic control and traffic safety procedures
in order to reduce or eliminate identified hazards.

System Objective 1I1.25 Occupational Safety

By 1983, inventory and assess all sites and conditions
in critical occupations and economic activities (especially
contract and residential construction) which are demon-
strably hazardous to worker/employze health or satety;
devise or revise standards for occupational safety; and
monitor and enforce compliance with such standards by
all critical occupation employers.

SYSTEM GOAL IV.  HMANPOWER SUPPLY AND TRAINING

Provide a'gompTEte and comprehensive mix of hzalth manpouar
to staff all rieeded health care and health system service com-
ponents, and improve the quality of training and service com-
petency through selected basic education and re-education pro-
grams.

System Objective IV.26 Support Services Manpower

By 1983, ensure that manpower levels in the following
service areas or service programs are adeguate to carry
out all current service activities and to meet the service
objectives specified in this plan: water quality control,
sewage treatment, neighborhood sanitation, parasite control,
traffic and highway safety (recruitment of a traffic
engineer included), occupational safety; health services and
manpover regulation and certiftication; health care services
and Guam Health Planning and Da2velopment Agency planning
and evaluation; and health information system davelopment
and implementation.



System Objective IV.27 Secondary Level Health Manpowar

By 1983, ensure that recruitment of and continuing
funding for nursing staff for upgraded Intermo=diate Care,
chronic care, and geriatric care services; speech
pathologists and necessary therapists for expanded Crippled
Children's Services and programs for the handicapped and
developnentally disabled; and counseling staffi for the
multiple counseling services required on Guam {psychiatric,
drug and alcohol abuse, -suicide, family conflict and
Juvenile problems, and family planning and venereal
disease programs).

System Objective 1V.23 Public Health Hurses

By 1923, expand the number of public health nurses
(PHils) to .the Tull complement requisite for complete im-
plementation of expanded, comprehensive and accessible
services covering all of Guam's population with basic

" primary care, outreach, diagnostic and screening services,
and immunizations conducted through or in conjunction with
public health clinics. :

System Objective IV.29 Hurse Practitioners and Allied Health Care Aides

By 1983, establish a local training and recruitment
program that will provide Guam with a corps of primary
and preventive haalth care providers as 2 mix of lurse
Practitioners, Physician Assistants, and other health care
aides who will be trained and/or recruited to supplement
existing primary care health manpower (physicians, LPils, and
PHNs) as a means of decntralizing preventive and primary
care services which they will provids at the village and
municiapl levels. :

System Objective IV.30 Emargency Services and Paramedic Manpower

By 1983, establish 2 local training and recruitmsnt
program that will develop a full complement of emargency
medical services personnel, including associated para-
medics, consistent with and able to meet the service
demands of an expanded Emargency kadical Services system
for all of Guam.



System Objective IV.31 General Health Fanpowar Training Programs

By 1983, upgrade all local (Guem) health and health

and heaith-related manpower training pronrars in order to a
improve the quality and qualifications of all such person- b
nel licensed, certified, or emp]oyed locally, and to ensure *
that all such personnel meet the minimun qualifications of =

the respective professionz) organizations (regnrd]ess of
membership standing).

System Objective IV.32 Continuing Eﬁﬁcation for Health Manpouar f‘

Within the five year planning period, establish
guidelines and programs for implementation of reccomman-
dations concerning regular and periodic continuing educa-
tion requirements for each branch and level of health and
health-related manpower practising on Guam, including
demonstration on the part of all such personnel of
involvement in such continuing training and education:
as a condition for 1oca1 re-licensing and re-certification
for practice.

[?YSTEH GOAL V. HEALTH SERVICES ARD MANPOWER REGULATION

Improve, integrate and coordinate all health service and
health manpower regulatory activities on Guam designed or
re-designed to ensure and enforce the maximum compliance with
existing or revised codes, qualifications, tests, and standards
for the operation of health care and health -care related
services and the practice by all health and health-related

» personnel, in order that such system regulation will improve
the overall performance and quality of component services
engaged in direct or indirect health care delivery.

System Objective V.33 Licensing and Certification Procedures

By 1983, establish and implement a program to review,
assess, and revise as necessary all existing local licensing
and certification procedures and practices, and to introduce
new licensing and certification procsdures as necessary,
in order to ensure ‘that all health and health-related services
and personnel meet minimum performance, professional compet-
ancy, and quality standards. o

SJstem Objective V.34 Legislation for Requlatory Powasrs:
Hithin the five year pariod, and pursuant to System
. Objective V.33, expand regulatory powers and authority
through new or revised legislation where necessary, in
order to ensure the maximum 2pplication, coverage, and



enforceability of all new, revised or existing licensing
and certification procedures and regulatory activities for
health and health-related services and parsonnel.
System Objective V.35 lotor Vehicle Testing and Litensing =
By 1933, achieve 2 complete review, assessment and
revision of existing motor vehicle testing and licensing
procedures, to ensure that 100 £ of 211 new licenses appli-
cants or re-applicants are subject to stringent driving
practice and driving and traffic safety standards competency -
assessmant; with 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.S5.R.0. Enhancemant

Hithin the Tive year planning period, achieve a
reassessment and restructuring of Guam's Professional .
Standards Review Organization, with new mandate and
guidelines for the fulfillment of that mandate to estab-
1ish 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-
prehensive and timely fashion.

System Objective V.37 GHPDA Certificate of MNeed Process Clarification

By 1983, under the direction of the Guam Health Planning
and Deviopment Agency, review and revise the current pro-
cedures and program within which the Certificate of Need
process is carried out, and, as part of this revision,

. implement a progrem of covering all health system services
intending to expand or modify their configuration of
health resources for service delivery with uniform standards,
= criteria for evaluation of the need for and appropriateness
of such changes, and schadule for the timely evaluation of
applications for approval of interded service changes.

SYSTEM GOAL VI, HEALTH PLANMING, COORDINATION ARD EVALUATION

‘Improve the effectiveness and efficiency with which health
planning, coordination and evaluation efforts in support of
health services and programs are conducted, in order to provide
the health system as a whole on Guam with the best long run
performance capability in response to identified health status
problems and conditions,

£
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System Objective VI.38 Guam Health Plznning and Davelopment

Agency Capabilities Enhancement

Within the five year planning period, adopt a fixed &

staffing pattern and delegation of planning agency respon-
sibilities and task-assignments in GHPDA, consistent with
comprehensive health planning functions and activities,
w:ith clear lines of direction and supervisory authority;
establish minimum planning qualifications consistent with
agency responsibilities-and task-assignments, which are
specific to each staff position; and formulate and
implement 2 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-wide adoption and implemen-
tation of a concerted, GHPDA-sponsored program to develop
and activate policy-making bodies, boards, or continuing
task forces concerned with agency-specific service
delivery.gnd administration activities in all major health
care agencies, public and private, including but not

. Jimited to: Department of Public Health and Social Services,

Guam Memorial Hospital Authority, and the island's healtn
maintenance organjzations; such bodies to establish agency-
relevant missions, goals,objectives, priorities, tasks and
agency evaluation criteria, consistent with the evolving
Guam Health Systems Plan and its specification of zagency
function and purview.

System Objective VI.40 Health Care Agency Planning-Evaluation Expartise

By 1983, achieve the cooperation of 211 major hzalth
care agencies in their adoption of personnel positions or
staff time allocated to agency planning, evaluation and
system-wide and GHPDA Plan coordination efforts.

Syetm Objectiye VI.41 Health Planning-Health Budgeting Linkags

By 1983, establish an ongoing joint planning agency-
legislative committee liaison to coordinate planning
reccommendations and budget allocation decisions to be
jncorporated in draft or final budget legislation, in "
order to ensure that future Health Systea Plans for Guam
incorporate the most feasible and implementable set of
plan reccommendations consistent with palitical and
budgetary realjties of the Territory.

oy
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System Objective V1.42 Inter-Governmental Health Agency Coordination

-

Within the five year planning period, establish =
a2 continuing program of periodic m2etings of all govern- g
mental agencies (Federal and Territorial) involved directly I
or indirectly with health care delivery, for the purpose =
of coordinating and evaluating information, decisions, P
plans, and projections with respect to healtn status and e
health system ‘components, and in order to arrive at a o=
more consistent set of public policies with regard to :
health care delivery and health problem zbatement.

Syetm Objective VI.43 hulti-Level Health Care Services Coordination

Hithin the five year planning pariod, under the
direction of GHPDA, establish an inter-agency task force
composed of representatives of all major healtih service
organizations, public and private, large and small, and
including miljtary health care representatives if possible,
with the express mission of analyzing, evaluating and
coordinating activities, programs and policies in pursuit
of all. goals and objectives of the Health Systems Plan
adopted by the Territory. .

b
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SYSTEM GOAL VII. HEALTH IMFORMATION SYSTEH IMPLEMENTATION (:

Strengthan and consolidate the data-base foundation reguired
for local, population-based comprehensive health planning, by
enhancing the coverage, comprehensiveness, and timelinass of
collection of 211 needed data elements, and by integrating -
such a combined data-base with all appropriate analytical and
evaluation methodologies, epidemiological, statistical and
financial tools in order to maximjze thz amount of useful and
utilizable information made available to GHPDA and to other
agencies for comprehensive hsalth planning.

-

System Objective VII.44 Comprehensive Morbidity, Provider and Cost Data

By 1983, establish and carru out data collection pro-
cedures on a reqular and timely basis which enable ths
comprehansive compilation of morbidity and disability con-
ditions as reported to provider physicians as well as to
health clinics, HMOs, or the hospitals (military and civil-
jan); the complete monitoring and updating of basic data
sets on health care provider characteristics and activities;
and the recording of basic financial, budgatary, and cost
data from each health care service and provider; such data
coupled with other routin2ly available and collected data
(mortality. vital statistics, service uvtilization, demographic
and socio-economic data) to enable complete and detailed (
analyses of changes in heelth status and h2alth system activity. -



System Objective VII.45 .Records and Dzta Element Stendardization (
By 1983, establish a completely standzrdized, consistents
and uniformly accessible set of basic health and population
data, which eliminates duplication of data gathering and
reporting, and records data elements on standard, coded
forms (suitable formachinereading or key-punching), and
with reference to which all regualr and necessary analyses
of health status, hzalth status determinants, health
services configuration and performance, and health service s
utilization can be carried out. =

o, t “1.1,

_ System Objective VII,.46 Database Coordination and Centralization

By 1983, establish a single data collection, storage and
and analysis entity (or agency locus) which is the central
unit to wvhich all data elements will be sent on a regular
basis; adopt and implement a computerized system of record
storage and record retrieval for all data elemants utilized
in health planning; and achieve the requisite degree of
cooperation and coordination with 2l1 health service agencies
and service providers - through formal agreements on data
gathering, protection of cgnfidentiality of patients and
providers- where necessary, and sharing of health information
and analytical output - in order to guarantee the regular

. and continued compilation of all essential health planning (
data elements.

System Objective VII.47 Information System Analytical and Output Capacity

Within the five year planning period, create, integrate,
and maintain a package of apalytical methods and procedures
vhich wil]l maximize the use of all collected data Tor health
planning and maximally facilitate the conversion of raw
data into interpreted data (i.e,, useful, communiceble,
policy- or program-relevant jnformation); such methods
and procedures to include but not to be limited to standard
health status rates and indicators computations, tabular
and graphic summary presentations of health data, epidemic- ¥
Togical methods for analyzing determinants of health status
conditions, and statistical routines to summarize health
data and to explain associations or relationships between
different data elements, as well as additional contingency
procedures for supplementing regular reports and records
data sources with spscial survey data whan appropriate
and cost-effective to answer specific health planning
questions, ]



