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Memorandum 

To: Director, Bureau of Planning 

Prom: Director of Public Health and Social Services 

Subject: Draft EMS Plan 

Thank you for your comments on our draft EMS Plan. 

We agree with your observation that objectives in the plan must be time 
framed. We have prepared a Work Program detailing the activities Which 
must take place relative to achieving the stated objectives. This work 
program will be incorporated into the final draft of the plan. 

Be advised that the same work program will be reviewed by GIWDA as part 
of their PUFF review process. Copies are available for inspection at 
the Office of Emergency Medical Services of our Department, GHPDA, 
and the Lieutenant Governor's A-95 review agency. 

Once again thank you for your comments. 

cc: Chrono 
vCPHO 

DIS 
Dir. file 

JGillan:jm 
2/26/81 

~;- (1. 
FRANKLnl S. CRUZ 
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Memorandum 

To: 

From: 

Subject: 

GOVERNMENT OF GUAM 
AGANA. GUAM 96910 

' f tB 1981 

Director, Bureau of Planning 

Director of Public Health and Social Services 

Draft EMS Plan 

Thank you for your comments on our draft EMS Plan • 

We agree with your observation that objectives in the plan must be time 
framed. We have prepared a Work Program detailing the activities which 
must take place relative to achieving the stated objectives. This work 
program will be incorporated into the final draft of the plan. 

Be advised that the same work program will be reviewed by GHPDA as part 
of their PUFF review process. Copies are available for inspection at 
the Office of Emergency Medical Services of our Department, GHPDA, 
and the Lieutenant Governor's A-95 review agency. 

Once again thank you for your comments. 
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Me!rorandum 

To: 

From: 

Subject: 
• 

GOVERNMENT OF GUAM 
AGANA. GUAM 96910 

30 JMi ' l 

Agencies Concerned 

Director of Public Health and Social Services 

Draft EMS Plan 

J 

Attached is a draft copy of the revised Einergency Medical Services Plan. 

lie ask you to carefully review the contents since this document will 
/ provide the direction for the development of Guam's EMS System. 

Copies have been sent to most of you because your agencies/organizations 
:impact or potentially :impact on the EMS System. 

Should you have more recent data or information which you feel should be 
added to the Plan, please let us know. 

We M:luld appreciate receiving your ccmnents, criticisms and corrections, 
in writing. In addition, we wuld appreciate receiving endorsements of 
the Plan should you feel it is appropriate to do so. 

Please address your ccmnents/endorsements to this Department, attention 
Mr. Jim Gillan. Should you 'require additional information, contact Mr. 
Gillan at 734-2544. 

We wuld appreciate receiving your CORments no later than Friday, February 
27, 1981. 

Your assistance in this matter is greatly appreciated. 

Attachments 

.,-

{--
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This is the first revision of the Emergency Medical Services Plan since 

it was first completed in 1976. Since that time there have been some 
1/ ' -

worked changes in the Emergency Medical Services System, most notably, 

training of EMT-A's, Communications and equipment. 

The following pages describe the system as it now is and as we hope it 

will be in the future. 

The Office of Emergency Medical Services wish~to thank Mrs. Virginia , , 
~~; IV. : 

Rosario for her efforts in data · co11ection .~ Ms. Juanita Lizama ~ 
J" ... '." ";' 1f': '- !-III j5 F')"::' -t-t,~fI< 
~ assistance in preparation of this revised plan . 
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I. INTRODUCTION 

Although there have been major advances made in the treatment and care 

of victims of emergency situations, deaths from heart disease, motor 

vehicle accidents, diseases of early infancy and non-motor vehicle 

accidents rank 1, 3, 4 and 5 respectively as the leading causes of 

death on Guam. l 

Several U.S. studies have shown that mortality due to these four can 

be significantly reduced by prompt medical intervention. Studies of 

discharge records have shown a correlation between lessened comp l i­

cations and recovery, times when a responsive Emergency Medical Services 

System (EMSS) is in place . 

Over half of the accidental deaths on Guam during the period 1971-77 

were from automobile accidents. 2 Wh~ le there are no data available on 

the number of preventable accidents, it is known that there is a rela-
~ I , . ' 

tionship between reduced speeds, improved road pavements, more 

surveillance of drunk drivers, properly posted signs , seatbelt use and 

decreased highway accident morta l ity . 
u 

Acc%rate statistics for accidents which occur in the home and during 

recreational activities are virtually non-existent. Because Guam is a 

major tourist site recreational accidents have some impact on the EMSS. 

Further lack of information concerning home or recreation accidents 
. , 

means reduclng the planners ability to determi ne need or project utili-

zation of resources. 

Statistics gathered on a national or regional basis are of value i n 

indicating broad trends, but errors of judgement may result if these 

alone are used as a guide to local action. It is important that the 
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EMSS plan of Guam be based on a objective assessment of the existing 

system, evaluated in the light of probable future needs. 

The EMS plan presented in the following pages is an initial step in 

this direction. It is anticipated that his plan will be reviewed and 

revised annually, especially since this draft describes the implementa­

tion of a Basic Life Support (BLS) system and has yet to address the 

development of an Advanced Life Support (ALS) system. Within the next 

year some of the objectives stated in this plan (see work Program in 

Appendix, page ______ ) will be acheived while others may be delayed or 
n 

chayged. The involvement of a broad spectrum of the community will 

remain the key factor in future EMS plan revisions. 

The services described in this plan including manpower, training, fa­

cility and equipment needs are specific to EMS. The Guam Health Plan 

describes far more comprehensively the overall health system and health 

status requirements of the Territory. 

1. Legal Authority and Missior~, OEMS 

Guam Public Law 14-11, establishes within the Department of Public Health 

and Social Services, the Office of Emergency Medical Services. This law 

enables the Department to apply for Federal Funds available under The 

Emergency Medical Services System Act (P.L . 93-154 as amended) and the 

Highway Safety Act of 1966. 

Public Law 14-11 which was signed on April 5, 1977 prescribe the follow­

ing activities for the Office of Emergency Medical Services (OEMS): 

"SECTION 49252.2 .... 

(a) Promulgate and implement emergency medical services and standards. 
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(b) Coordinate with the Guam Health Planning and Development 

Agency and the Guam Health Coordinating Council on the 

development and implementation of a Territorial Program 

for the provision of Emergency Medical Services . 

(c) Develop and promote in cooperation with local publ ic and 
~ 

private organizations, and person ~ A Territorial Program 

for the provision of emergency medical services, and to set 

policies for the provision of such services. The Administra-

tor shall explore the possiblity of coordinating emergency 

medical services with like services in the military and the 

Trust Territories of the Pacific Islands . 

(d) Assess all current emergency medical services. Capability 

and performance, and to establish programs to remedy 

identified deficiencies through the development and periodic 

revision of a Comprehensive Territorial Plan for emergency 

medical services. 

The plan shall include but not be limited to the following: 

(1) Emergency Medical Services personnel; 

(2) Emergency Medical Services facilities; 

(3) Emergency Medical Services transportation and related 

(4) 

(5) 

(e) 

equipment; 

Telecommunications; and 
~ 

Interagency coordination and cooperation. 

Develop emergency medical services regulation; and standards 

for emergency medical services facilities, personnel, equip­

ment, supplies, and communications facilities and locations 
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as may be required to establish and maintain an adequate 

system of emergency medical services. 

(f) Provide technical assistance to Territorial organizations 

implementing the emergency medical services programs de­

scribed in ~he Articles. 

(g) Develop or assist other agencies in the development of 
~ 

training and retraining programs for personnel engayed 

in the provision of Emergency Medical Services. 

(h) Develop an effective Emergency Medical Services Communication 

system in cooperation with concerned public and private 

organization and persons. 

The Communication system shall include but not be limited to the 

foll owing: 

(1) 
IIJl~ f 

Programs a~ed at locating accidents and acute illnesses on 

and off the roadways and directly reporting such information 

to the responding agency; 

(2) Direct ambulance communication with the emergency medical 

services facility; 

(3) Minimum standards and regulations on communication for all 

appropriate components; and 

(4) Plans for the establishment and implementation of the universal 

emergency telephone number '911' and criteria for the utiliza-

tion of citizen-operated radios in alerting authorities about 

emergency situations. 
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(i) Regulate, inspect, certify and re-certify emergency medical 

services facilities, personnel, equipment, supplies and 

communications and locations engaged in providing emergency 

medical services under this Article. 

(j) Establish criteria necessary to maintain certification as 

emergency medical servics personnel which shall include but 

not be limited to the following: 

(1) A formal program of continuing education; 

(2) Minimum period of service as emergency medical services 

personnel; and 

(3) Re-Certification at regular intervals which shall include 

a performance examination and may include written exami­

nations and oral examinations . 

... (m) Promote programs for the education of the general public in 

first aid and emergency techniques and procedures." 

Section 49253.1-2 of Public Law 14-11, establishes the Guam Emergency 

Medical Services CommissionJa 14 voting member board which serves as 

a technical and advisory capacity to the Administrator, OEMS. Provision 

is made for the inclusion of ex-officio representation by the Air Force 

and Navy. 

The development of an EMS plan is the initial and most basic step in 

providing guidance for the development and implementation of a system 

of Emergency Medical Services. 

2. Purposes and Use of the Plan 

The Emergency Medical Services Act of Guam, P.L. 14-11 reinforces the 
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purposes of the Federal Emergency Medical Services Act which was esta­

blished to assist in the development of systems of emergency medical care 

that would significantly decrease current death and disability rates. 

The intent of the Federal Act is to initate regional planning. Such 

planning should seek to integrate 15 mandatory components, prescribed by 

HHS Guidelines, so as to provide for essential EMS services for all 

emergency patients. 

For this purpose, the EMS Plan at a minimum fccomplish the following: 

Describe the system as it is at present in view of the 15 

mandatory components; 

Identify gaps in the system (or those barriers to integration 

of the 15 components); 

Determine what actions need to be taken to develop on inte­

grated system; 

Identify resources available and needed to assure integration 

and implementation of the system. 

This plan should never by deemed to be 'c~t in concret' but rather a 

flexible document which allows for implementation of reasonable alternative; · 

Just as any 'system' is not fixed, but rather, fluid, so the plan must 

be able to ad~pt to change in available resources, policies, laws, etc. 

The plan is an attempt to describe, as accurately as possible the methods 

for achieving an integrated system. The planner must always be prepared 

to make changes as demands require. The attempt to rationalize the plan-

ning process, without cognizance of the fo~rces that really assure the 

system's implementation will doom the plan to failure. 
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3. SCOPE OF THE PLAN 

The findings of the initial EMS Plan (1976) are still valid today . While 

certain system components have improved much still needs to be accompl i shed 

at the Basic Life Support Level (BLS). Further, the limited populat ion, 

in terms of demand upon the system, and the limited economic sources 

dictates that a sophisticated advance life support system will require .. 
time and proper stagery of additional resources to implement. 

The sco~of this revision has not changed drastically from the initial 

plan. It will review the total 'system' as it is. Special attention has 

given to those tasks that must be accomplished in order to assure that 

the BLS is soundly in place. Specifically, the elements of BLS that will 

receive attention are: 

Specific training and public education program needs. 

Methods to assure the communication system operates at 
v 

optim~m potential . 

Measurement and evaluation criteria needed to determine the 

response/transport capabilities of the system. 

Development of a classification system~ for treatment of the 

emergency patient. 

The integration of the various EMS and related activities is another 

essential component which has been addressed in this plan. This is a 

necessary component given the fragmented duplicati ve nature of the 

existing system. 

4. METHODOLOGY 
( 

Consumer and provider participation has been an integoa1 aspect of the 
A " 

EMS plan since its inception. However, due to time constructs, this 

( 

( 
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revision was drafted by OEMS staff with input from providers. The 

draft will be disseminated to various groups and organizations in 

the Community and will be updated or revised should there be funda­

mental disagreement with the goals and objectives of the draft. In 

addition the plan will be reviewed by the Guam Health Planning and 

Development Agency in order to assure that it is consistent with the 

purposes of the Guam Health Plan. A public hearing will be held 30 

days prior to the final draft of the EMS Plan. The Guam EMS Commis­

sion will also review and approve the draft. All pertinent comments 

and suggestions will be incorporated into this draft of the Guam EMS 

Plan. 

5. PROBLEMS AND CONSTRAINTS FOR DEVELOPING THE EMS PLAN 

A member of constraints were identified in developing this revision. 

Many of them were the same as those that hindered the development of 

the first EMS Plan. The most severe problem continues to be the 

limited information available concerning the existing problem. That 

is not to say that it does not exist$, but generally because of the 

differing roles of the key actors, e.g., the Department of Public 

Safety and the Guam Memorial Hospital Authority, the information is 

fragmented, sometimes duplicative, or useless. This constraint is 

really a 'system' problem in that it shows a lack of integration of 

system components. 

The data 'problem' caused difficulty in dtermining trends and pro­

jecting future needs. Further, it is still difficult to state with 

any confidence the current utilization of services as we1ll as total 

number of patients treated in specific categories. 
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Public Education programs are not new to Guam, but mechanisms to evalu­

ate their effectiveness are not in place. Indeed, this appears to be 

a universal problem. Even if data wete colleeted on the number of 

currently certified first aiders, CPR trained, etc. were available, 

the impact of these programs on the EMS system would be difficult to 

assess. 
;... 

Finally, much of the dat~, studies (most specifically Emergency Room 

records and DPS ambulance run records) were either inaccurate or the 

collection process was in question. To indicate that existing data 

are inadequate or not available the statement "to be developed" is 

used in this Plan. In the Recommended Goals section, objectives for 
..)..J r.. : 

the design and implementation of data systems ~ noted . 
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II • DESCRIPl'ICN OF THE EMS PLANNING AREA 

'!be objective of this Chapter is to provide an overview of the EMS 

planning area. '!be overview will be presented through a discussion 

of the EMS area's characteristics organized into the following major 

categories: 

Geographic 

Population 

'!be characteristics to be discussed were selected based on their 

relevance to the devel~t of an EMS plan. and to the plan's sub­

sequent :inl>lenentation. 

A. GEX:X>RAPHIC CH1IP.ACl'EIUSTICS 

This section will describe the geographic characteristics of Guam 

Q 
through a discussion of the Island's location. top,~graphy and 

cl:iIlate. '!be objective is to identify geographic oonstraints and 

other natural phellCllBlOn which may affect the quality and/or delivery 

of energency nalical services. 
. .., 
1. , ICCAl'ICN 

'!be Island of Guam lies at the SQuthern-m:lst end of the Marianas 

approx:im:!tely 4116 miles west. ~f. Honolulu. 1500 miles east of the 

Philippines. and 1550 miles ~ of Japan. It is approximately 30 

miles long and fran 4 to 8 miles wide. with an area of 212 square 

miles. 

Guam's isolated location is significant to the develc:.prent of an 

EMS plans for the following reasons: the transportation of critically 

ill or injured patients to special facilities off-island. establish-

nent of lTUltual aide agreements, difficulties in obtaining assistance 
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in the event of mass casualties, continuity of care and assess to 

training facilties and personnel. 

2. 'IOPCGRAPHY 

Guam is the largest of the 15 Mariana Islands. It is an island 

characterized by ~ distinct topographical features. uplifted coral 

terraces in the north and hills of volcanic origin in the south. 

The physical features :Utpact upon the patterns of health care 

utilization, because of the natural harbors signficant to the Island 

and the focus of the population in that central region of the Island. 

Further, the topographical features of the southern J;Ortion of the 

Island with its llCuntianoUS characteristics has not been able to sup­

FOrt a sufficient number of people: consequently, rredical resources 

have not developed in this region. Travel time for these small FOPU­

!ation clusters in the south are also in1;eded by the terrain and 

consequently affect amb.Jlance re5J;Onse time. 

/3 :" CLIMATE 

The climate on Guam is typically characterized by wann weather, 

with telp:rature ran::J'ing fran 72'F to 88·F. This appealing climate 

has created seasonal visitors. Whether tourists or 1:a!porary resi­

dents the potential result is the sam:, these individuals can place 

an added SCIl)etimes unforseen burden on the Island's energency rredical 

care system. 

The usual ~ate climate of Guam is frequently interrupted with 

typhoons and heavy rainfall. 
'J 

The IlCst alanning evidence of the tran-

matic :Utpact typhoons can have on Guam and its EMS system was in 1976 

when Typh=n Pam:la swept directly over the Island. The typhoon caused 
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extensive dairage to the Island. The consequence for a short period 
! uJ ) ~ ~ -. 

being the medical service system was rendered practically imperable, 
. . 

_ many rads becOle inpassable, and ccmmmication$ was practically 

- eliminated. Assistance fran local citizen band radio club l!BlIber ' 

u10w a fonnal REACl' system) proved invaluable to Public Safety act-

ivities. Since this experience, the Governrrent of Guam has established 
fJ '., ~ , .: .\ 

a fonnal disaster planning and operations system under the J:lP'iell of 

the Office of Civil Defense. The disaster plan will assist in lessening 

the disruption to effective services in the event of future natural 

disasters. 

Humidity and salt laden breezes play havoc with EMS equipnent, 

tn:)st specifically antlul.ances. Standards for ll'aintenance and care of 

EMS equipnent 1TD.lSt be develCJFEd with these factors in mi.rx3. 

{ 4 ~ SlJ.lMARy 

In SI.l!lIlErY, it is important that the Island' s location, tope-

graphy and climate be considered in the developrent of this EMS 

plan. If these geographic characteristics \\'ere not accurately re­

flected in EMS planning it is unlikely that a viable EMS System could 

develop. 
e-r:. 2'. PUPUIATION CHARlICTERISTICS 

This section discusses those J;OPUl.ation characteristics of the Island 

that are relevant to the developnent of an EMS plan. The characteri­

stics that will be discussed include the total r:opulation of Guam; 

projected growth figures; incare; education and anployment cc:rrp:>si­

tion; and accident and death statistics. Much of the data presented 

in this plan is fran the Guam Health Plan prepared by the Guam Health 

Planning and Developnent Agency. 



-

Page 13 
EMS Plan 

The objective of this section is to develop an understanding of 

how these various population characteristics might impact demand 

for services, arxi the need for arergency medical resources. 

1. POPULATIOO. SIZE, AGE 1\ND SEX 

a. POPUIATIOO DATA BASE 

Althcugh several population projections have been developed 

over the last several years, the Quinton-aJdlong (Series A) popula­

tion estinates tee Exhibit '!I: -' developed in 1973 arxi verified by 

the Guam Bureau of Planning in 1977, shall be used in this plan as 

the basis for population trends arxi projections. For certain years, 

~ver, ootably 1975, the nore ac=ate population data derived 

fJ:an a survey conducted by the Guam Bureau of Labor Statistics will 

be used for age, sex and village population breakl:laNns. 

It should be ooted that llDre ac=ate and consistent population 

data are needed in order to :improve plianning capabilities. The 

absence of an adequate data base, federal imnigration policies arxi 

independent of local considerations, fluctuations in military per­

sonnel arxi their dependents, the seasonality of tourist traffic 

arxi levels, all contribute to the variation to be found in =rent 

population estinatates arxi projections for Guam. 

b. Civilian Population 1970-75 

Between April 1970 and 5eptenber, 1975, the Civilian popula­

tion increased frem 64,510 tfl 76,089 for an annual growth rate of 3.4 

percent (See Exhibit-T;"" -.:..: page ~ = ). If this rate of grCMth is nain­

tained, the civilian population will double by the year 1995. Between 

1970 arxi 1974, 10,377 imnigrants were admitted to establish pennannent 
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EXHIBIT II - 2 
POPULATIO:~ 

1970 - 1985 

"POPULATION * 
64,510 

66,838 
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73,822 

76,089 

78,868 

81,647 

84,426 
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89,938 

93,102 
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. 
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* CIVILIAN POPULATION ONLY 

SOURCE: OUINTO:':-BUDlm:G SE:RIES "A" PO?UlATI01J ESTI?::'TES 

13.8 
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residency on Guam. As in the period 1960 to 1970, rrore than 50 

percent of the ];Xlpulation increase that occurred between 1970 and 

1975 was due to rreet in-migration. The rredian age of the civilian 

population increased from 16.1 to 18.9 years, reflecting a young 

];Xlpulation. 'The up.Vclrd rroverrent of the median age of the popula­

tion was due to a declining birth rate;\"~t-rnigration of an in­

termediate age ];Xlpulation. 

c. Transient Population 1970-1977 

The growth of tourism and the military as Guam's largest 

im.ustries make it necessary to consider the transient ];Xlpulation 

in planning since visitors can becare ill or injured during their 

stay on the Island. 

Guam's yearly tourist ];Xlpulation has been steadily increasing 

from 73,723 to 240,267 between 1970 and 1977 (See Exhibit~·~Page . u.A). 

The majority of Guam's visitors are tourists fran Japan. 'The sea-

sonal fluctuations of tourist arrivals increase the difficulty of 

detennining the actual daily population and affects the ability to 

plan for erergency medical services for that specific group. Haolever, 

during the peak tourist season (March through August) there is an 

average daily tourist ];Xlpulation of 3,000 and approximately 1,000 

tourists per day during the off-season rronths. Generally, these 

tourists are young married couples or young single persons. It may 
M - , • 

be assUied that their :in;lact on the EMS system ....auld predoiwiantly 
1\ ~. . 

be in the areas of vehicular and recreational (water) accidents. 
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In the interest of national. defense, the military has been re­

luntant to provide infomation regarding its population. For planning 

purposes, the Government of Guam has assuned that the military popula­

tion is kept constant at 22,000 active and dependent personnel. 

d. POPtlLATICN DISTRIBUTICN 

As noted previouslf the topograplyof the island has influenced 

the distribution of the population. Roughly, 80 percent of the civilian 

households are located in the northern and central districts of Guam. 

In 1969, the population was loosely arranged around Ccmnunities in the ( 

south and IIOre densely situated in central and northern a::mrunities 

(Exhibit [[.>-1 page " ,P ). Between 1970 and 1975, a !1'ajor redistribu-

tion of population took place with northern mmicipalities accounting 

for nuch of the population growth during this period (See Exhibits '.' .: 

and rr f, page .' 'i.r;q:..) In particular, the mmicipal districts of 

Dededo, Tamming, Mangilao and Yona significantly increased their 

share of island population. Indeed this trend continues as provisional 

figures frcm the u.s. Bureau of the Census show continuing growth in 

the ai::ove-rrentioned nunicipalities (See Exhibit .. -: . "" page .' , .) ). 

2.' ProFILE OF THE CIVILIAN POPtlLATICN 

a. Size, Age and Sex 

'!he civilian population, esti!1'ated by the Bureau of Lalx>r 

Statistics to be 79,800 in 1975, is by dalographic standards, a yol.ll"Y;J 

population. The m:rlian age was 18.9 years; 19.6 years for fanales and 

18.1 years f')r !1'alef., Forty-one (4l} percent (32,800) of the popu­

lation was under fifteen years of age. The child dependency ratio 

( 
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EXHIBIT Ii - 5 
1978 POPULATION 

PERCENTAGE OlSTRI8U1l0N 
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EXHIBIT II - 6 

PERCENTAGE CHANGE IN DISTRIBUTION 
OF POPULATION ON GUAM, 1970-1978 
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ELECTION DISTRICTS 1960 1970 

. 
Ylgo 7,682 11,542 
Dededo 5,126 10,780 
Tamunlng 5,944 18,218 
Barrlgada 5,430 6,356 
Mangllao 1,'765 3,228 
Chala" Pago-Ordat 1,835 2,931 
Mongmong-Toto-Malte 3,015 6,057 
Sinaja"a 3,862 3,506 
Agana 1,642 2,119 
Agima Heights 3,210 3,156 

Asa" 3,053 2,629 
Pill 1,467 1,284 
Santa Rita 12,126 8,109 
Yona 2,356 2,599 
Talofofo 1,352 1,935 
A9at 3,107 4,308 
Umatac 744 813 
InaraJan 1,730 1,897 
Merlzo 1,398 1,529 

TOTALS 67,044 84,996 

EXHIBIT II - 7 

PRELIMINARY 198~ HOUSING AND POPULATION 
ESTIMATES BY 19 ELECTION DISTRICTS 

POPULATION 

Percentage Change 

1980 1960·1970 1970·1980 1960 

10,424 50'" ·10% 1.539 
23,659 110 120 1,176 
13,527 72 32 1,390 

7,762 17 22 1,110 
6,822 64 III 355 
3,135 60 7 304 
5,230 101 ·14 667 
2,471 ·9 ·30 696 
"881 29 ·58 331 

3,284 ·2 4 689 
2,012 ·14 ·23 602 
1,521 -~2 18 275 

10,408 ·33 28 1,356 
4,233 10 63 475 
2,016 43 4 208 
3,979 39 ·8 587 

732 9 .10 110 
2,062 10 9 269 
1,658 9 8 234 

105,B16 27% 24% 12,373 

1970 

2.056 
2,295 
2,208 
1,307 

740 
526 
896 
680 
515 
569 
581 
239 

1,610 
467 
350 
819 
130 
321 
271 

16,6BO 

Note: Includes non-Immigrant aliens and members of tho U. S. Armed Forces and tholr dependents living on post. 

Source: U. S. Bureau of the Census; Department of Commerce, Government of Guam. 

HOUSING 

Percentage Change 

1980 1960·1970 1970·1980 

2,892 34% 41% 

5,555 95 142 
4,778 59 116 
1,927 IB 47 
2,062 108 179 

736 73 40 
1,483 34 66 

616 ·2 ·9 
376 56 ·27 
970 ·3 45 
591 ·3 2 
502 ·13 110 

2,259 19 40 
1,031 ·2 121 

447 68 28 
990 40 21 
146 . 18 12 
455 19 42 
396 16 46 

28,212 35'/0 69% 
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of 79 children 0-14 years old per 100 persons (aged 15+) is relatively 

high in ~ison to many developed coLU'ltries. People sixty-five 
YeM!h!!!I'l!3: e'l~~~ee.~ 
year and over ccmprised three percent (2.400) of the population (See 

Exhibit 11>i • page .' ::', p ). 

OVerall. the sex ratio of the population was one to one: 39.900 

males per 39.000 females. However. this ratio does not hold constantS 

throughout all age groups. Under the age of 5 years. there were 81 

males per 100 females. Between the ages of 5 to 19 years. 45 to 54 

years and 60 to 64 years. there were IlDre males than females. Bet-

ween the ages of 20 to 24 years. 30 to 44 years and 65 years and 

older, there were fewer males per 100 females. 

' b : '!he three major ethnic groups in the population are Chancrros 

(native Guamanians), Filipinos, and caucasions. Chancrros c::cI¥ise 

55 percent (44,300) of the population with a median age of 18.1 years, 

fo:u.a.ed by Filipin;)s at 19.3 percent (15,400) with a median age of 

25.8 years and caucasion at 9 percent (7,200) with a median age of 

26.1 years. '!he remainder of the population (12,900) is ~sed of 

mixtures of Chancrros, Filipinos, caucasians and other ethnic groups. 

(See Exhibit z:z: ,'7 page / ~ . :: ). The median age difference between Cha-

IlD=S and the other major ethnic groups is indicative of the fact 

that the latter groups are primarily imnigrants to the island (See 

ExhibitlI, } 0 page '" . .:..) . 

c: EDUCATICNAL STA'IUS 

Thirteen percent (5,830) of the population 16 years and above 

have ccrt;lleted at least four years of college. Eleven percent (4.890) 



AGE MALE 

GROUP NUMBER 

UNDER 5 4,800 
5-9 5,600 
10-14 6.400 
15-19 4.700 
20-2.4 3.2.00 
25-29 3,000 
30-34 1,700 
35-39 1,900 
40-44 1,900 
45-49 2.,2.00 
50-54 1,600 
55-59 1.100 
60-64 900 
65 B OVER 900 

TOTAL 39,900 

UNDER 15 16,800 

% TOTAL 42..1 

658 OVER 900 

% 'fOTAL 2.2. 

MEDIAN 
18.1 

AGE 

clviCiAlr'PO?U'CAT'Io':{ Esri;;,ATES * 
(AS OF SEP'EtI.5ER 1975) 

FE:~~ALE 
PERCENT PERCENT 

NUMBER 

45.6 5,500 53.4 
52.8 5,000 47.2 
53.8 5,500 46.2 
52.8 4,200 47.2 
47.1 3,600 52.9 
50.0 3,000 50.0 
43.6 2.,200 56.4 
47.5 2.,100 52.5 
46.3 2.,200 53.7 
53.7 1,900 46.3 
53.3 1,400 46.7 
50.0 1.100 : 50.0 
56.2. 700 43.S 
38.0 1,500 62..0 

50 39.900 50 

16,000 

40.\ 

1,500 

3 .7 

19.6 

EXHIBIT II - 8 

TOTAL 

10,300 
10.600 
II .900 
8,900 
6,800 
6,000 
3,900 
4,000 
4,100 
4,100 
3,000 

'. 2.,000 
. 

~ 
1,600 
2,400 

79,800 

32,800 

41.1 

2.,400 

3 

IS.9 

* EXCLUiJlNG NON·IMMIGRANT 'ALlENS AND MILITARY DEPENDENTS STAYING ON tlolLiTARY BASES. 

SOUrtce" BIJ~EAU OF LA90~ STATISTICS, GOVGUAM DE PT. 0:= l.AeO~ 

GUAM 

,'EARS 
CRUDE 
DEATH MALE 
RATES 

1970 5.5 6.9 
1971 5,4 6.S 
1972 5.9 6.6 
1973 6.1 7.0 
1974 6.1 6.S 
1~)"(5 5.S 7.2 
.76 5.3 6.7 

'f7 4.7 5.6 

TABLE H. 2 
tl.ORTALITY RATES: GUAM-U.S. 1970-77 

FEMALE 

3.9 
3.9 
5.2 
5.0 
5.2 
4.2 
3.S 
3.6 

II 
YEARS 

1970 
1971 
1972 
1973 
197<'. 
1975 

t;VERAGES 

TOTAL 

9.5 
9.3 
9.4 
9.4 
9.2 
6.9 

9.3 

U.S" 

MALE 

10.9 
10.7 
10.8 
10.7 
lOA 
10.1 

10.6 
.. 

. 

0 

·u 

fEMAL 

8.1 
8.0 
8.1 
8 . 1 
8.0 
7.7 

RO 

'ERAGES 5.6 6 .6 4.3 SCURCE: ST,c,:nSTI:t\L J'.?STRt .. t:T OF TH: U.S. ~ 19n; 
U.S. DEPT. Or.: COfl.~.~ERCE 

;CUKCE, ST.<:.',STlcr,L REPOi<TS 1970 -77, 
OFFICE OF V1T~L ST:,.TISTICS j O?1-i5S , 6.A 



EXHIBIT II - 9 

ETHNIC COI.~POSITION OF CIVILlAr~ POPULATION OF GUAM 

CHAMORRO (GU:lMANI:lN) 

55.5% 

FILl?I:-IO 
19.3°/" 

CAUCASIAN 

9.0% 

SOURCE'1975 BUREAU Of LA90R STATISTICS, GOVERN~·.=NT Of GU.!l.~.\. 

, ~ 
46.B 



EXHIBIT IT - 10 

ETHNIC PROFILE OF THE CIVILIAN POPULATION (AS OF SEPTEI,!SER 1S75 ) 

ETHNIC COMPOSITION I AGE O:STRi8UTlON OF TH~EE tI.AJ.J~ ETHNIC 'GROUPS 

.ETHNICITY NUMBER PER::E~T OF I AGE EIHNiC"Y 
POPULATIO:~ CHAfl.OR?O FIll ?"~O C!..U\:4,S':'N 

.L GROUPS 79,800 100.0 ALL AG§ 44,300 15,400 7,2.00 
iAMORRO {GUAM) 44,300 55. 0-15 19,700 5,500 2,000 
_IPINO 15,400 19.3 16 -19 4,300 900 I,d:) ,UCASIAN 7,200 9.0 2.0 -2.4 3,900 1,000 
IAMORRO-FILlpINO " 3,300 4.1 2.5 -34 4,700 2.,600 1,400 . 
IAMORRO-CAUCASIAN .. 2,400 3.01 35-44 4 ,"tOO 1,900 1,100 
IAtI.ORRO-OTHER , 1,400 \.8 £,5 - 54 3,500 2,200 700 
-HER MIXTURE : .... 2,008 \.8 55 + 3,800 1,300 600 
CRONESIAN 1,'100 1.4 t!.EDIAN 
,PAN ESE 900 \,1 . 

AGE 18.1 2.5.8 26.1 
tlNESE IKOREAN 1,000 1-3 
~HER 800 ' 1-0 . .. .. 

JURCE' BUREAU OF LABOR STATISTICS, GOVGUAM 1975 

o 

'.' 

16. C 
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have canpleted high schrol. Sixteen p:rcent (7,240) have canpleted 

certain levels of elerrentaty sch::x:>ling and eight p:rcent (3,5:0) have 

canpleted either the seventh or eighth grades. 

During the 1976-77 schrol year, there were 30,991 students enrolled 

in the island's schrol system (public and private, 57 percent (17,804) 

were in elerrentaty level; 23 p:rcent (7,175) in junior high schrols, 

and 20 p:rcent (6,012) in high sch::x:>l. The public schrol system en­

rolled 82 p:rcent (27,272) of the total schrol population in 1976-77. 

(3.\ POPUIATIOO Pmm:TIOO 

'Ihe Quinton Budlong Series A population estimates for the Governor of 

Guam and projected yearly fran 1970 to 1990 serve as the basis for 

estimating shifts in the age and sex distribution of the population 

for the foreseeable future. '!his population series has been selected 

less for the validity of its assunptions than for is canparabili ty 

to 'known' population levels carputed by the u.S. Bureau of Census 

and Guam's Bureau of ·Lal::or Statistics. The population projections 

for the p:riod 1980-90 represent a conservative estimate of population 

increase; based on anticipated :imnigration levels, econanic conditions; 

and delll."3raphic trends. Should there be major differences between 

the 1980 projections and the provisional 1980 Census datas; for planning 

purposes the extant projections will be used. (See Exhibits:-· " thru 

-" I pagel r (. '-. , .. .: 
'4 • EMPLOYMENl' 

'Ihe nunber of enployees on payrolls as of Septanber, 1977 was 32,600 

with 55 p:rcent enployed by the private sector, 20 p:rcent by the 

federal governnent and 25 p:rcent by the local government (See Exhibit 



'. 

0';' , )8:· :"';'~:: / JV..r ~J 
.', Y EXHIBIT II - 11 

PROJECTED POPULATION BY AGE GROUP AND PERCENTAGE 

DISRIBIUTION ON GUAM,1975-1990 

AGE 
TOTAL CIVILIAN POPULATION PERCENTAGE OF POPULATION . 

GROUP 1975 1980 1985 1990 1975 

0-4 10,277 ~7,358 19,787 22,113 12.90 

5-9 10,617 14~1I0 16,751 19,094 13.30 

to-14 11,894 8,554 14,067 16,700 14.90 

15-19 .8,940 .. 8,836 8,435 13,870 11.20 

20-24 6,785 7,559 8,712 8,316 8.50 

25 29 5,987 5,883 7,454 8,59 0 7.50 

30 34 3,911 7,345 5,730 7,260 4.90 

35 39 3,991 4,455 7,154 5,581 5.00 

40-44 4,071 4,285 4,340 6,958 5.10 

45-49 4,071 3,554 3,925 3,976 5.10 . 
, . 

50-54 3,033 2,905 ' 3,256 3,595 3.80 

55-59 2,235 2,095 2,661 2,982 2.80 

60-64 1,596 1,085 1,459 1,852 2.00 

65-+ 2,396 1,913 1,975 2,260 3.00 

TOTAL 79,824 89,938 105,705 123,157 100.00 

SOURCE: 1975, BUREAU OF LASOR ST.e.TlSTICS ,GOVEP.KI.!EtlT OF GUAM. 

1980- 99, QUIrJTON - BUDLONG. 

17 .A 

1980 

19.30 

15.70 

9.50 

9.80 

8.40 

6.50 

8.20 

5.00 

4.80 

4.00 

3.20 

2.30 

1.20 

2.1 

100.00 

1985 

18.70 

15.80 

13.30 

8.00 

8.20 

7.10 

5.40 

6.80 

4.10 

3.70 

3.10 

2.50 I 
1.40 

1.90 

100.00 

19! 

18. 

. 15. 

o · 
II. 

6 

7 

5 

3 

·'-..I 
<: 

toe 



'EXHiBIT If - 12 
PROJECTED POPULATION BY SEX AND AGE GROUP 

15-44 ON GUAM,1975-90 

1975 1980 
AGE 

GROUP SEX SEX MALE FEM.~LE RATIO MALE FEl-tALE RATIO 
MALE 

15-19 4,381 4,559 49:51 4,548 4,288 51:49 4,323 

?)0-24 3,325 3,460 49:51 3,887 3,672 51:49 4,484 

25-29 2,934 3,053 49:51 2,985 2,898 50'50 3,833 

30-34 1,916 1,995 48:51 4,108 3,237 56:44 2,907 

35-39 1,956 2,035 49:51 ' 2,398 2,057 54:46 4,001 

40-44 1,995 2,076 49:51 2,376 1,909 55:45 2,336 

TOTAL 16.507 17,178 49:51 20,302 18,051 53:47 21,884 

NOTE: SEX RATIO PER 100 IN AGE GROUP. 

OuRCC: : i~;:'. c,,;':<l::AU OF LAa·:;;; 5T;'7;S';CS.::;O"'::R~lME1n Of GU;'M. 
, 1380-99. QUINTON - BUDLONG. 

... 

17 . B 

1985 

SEX 
FEl-tALE RATIO 

4,112 51: 49 

4,228 51: 4 9 

3,621 51:49 

2,823 50:50 

3,153 56:44 

2,004 54:46 

19,941 52;48 

1990 

S£> 
f.\M.E fEMALE RATI 

7,101 6,769 51" 

4,262 4,054 51 :. 

4,421 4,169 51:· 

3,733 3,527 51:' 

2,831 2,750 5/:-" 

3,897 3,071 56:· 

26,245 24,340 52: 

'. 
: 
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EXHIBIT II -13 

PERCENT DISTR'IBUTION OF PROJECTED POPULATION Ok'GUAM BY AGE GROUP 

.. ' . ,. 

I· 

1 / / 

, 
~'~~~-I----+----1 

. / 
/ 
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1-- __ ~I ____ L~ __ ~~ __ ~ / 

II 
0% 5% 10% 15% 20% 0% 5% 10% 15% 20% 0% 5% 10% 15% 20% 

19'(~ I~OO 1905 
PERCENT 01' POPULATION 

SOURCES: 1975, BUREAU OF LAO OR STAT1SnCS,uOVEnNMENT OF GUAM, 

I~OO- 19~O,OU1NTON' eUOLOND, 
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~ "H llH I 1 1 - 1'1 

PROJECTIONS FOR MEDIAN .l',ND AVERAGE 
AGE OF POULATIONS ON GUAM, 1975-1990 

AVER ... GE 
AGE 

~ 
~ 
~ ~ 

'" V 

. 
MEDIAN 

~ AGE 

" ~ 

"" .. 
. . / . . . 

. 

1975 19S0 1955 1990 

YEAR 

SOURCE: 1975, BUREAU OF LABOR STATlSTlCS.GOVERIlME~T 
OF GUAI~ . 
1980-1990.0UINTO:ll-BUDLONG. 

17 - 0 
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" .I~ , page . ' . /. ). As of Decenber, 1977, the total unerployn-ent 
.' r:. p. 

rate was 6.9 percent, with and avarge diviation of 11.5 \Yeeks (see 

Elchibit C . ~ , page . . ;. ) . 

'llie high percentage of erployment in the private sector depicts the 

oontinuing grCMth and developnent of Guam, especially in the constru­

tion industries. However, of the total erployees on payrolls in the 

private sector, over 47 percent are aliens. In construction alone, 

non-:imnigrant H-2 =rkers constitute 74.3 percent of the erployees. 

Indeed, the oonstruction industries still ren~ins a large percentage 

of =rk force erployer. '!his high accident risk profession has 

- implications for EMS Planning, but infonnation on =rk related in-

" 
juries' and EMS' impact on them is virtually non-existent. 



EXHIBIT LL- 15' 
. . 
EMPLOYEES ON PAYROLLS ON G!J~.I, BY INDUSTRY 1971 - 1977 

DIVISION 
NUII.3ER ( I NTH 0 USA N D S ) 

INDUSTRY 71 72 73 74 75 76 77 
sepT S","PT SEPT SEPT S;:-PT SEPT SEPT ~ . - . . . - . . 

TOTAL 26.8 30.4 33.0 37.0 33.8 29.5. 3 2.6 

TOTAL PRIVATE 14.3 17.0 22.6 21.1 18.4 15.6 18.0 

FEDERAL 5.9 6.1 7.4 7.2 6.2 6.4 6.5 

TERRITORIAL 6.6 7.3 8.0 8.7 9.2 7.5 8.1 . 

SOURCE' . BUilEAU OF LABO~ STATISTICS. OEP;'Rn.~:::Nr OF LABOR. GOV"?~·.~:::t1T OF GU:.~.I 

, . 
. ' . EXHIBIT II . - -16 

IGHLIGHTS OF THE EMPLOYMENT' AND UNEMPLOYMENT SITUATIO~~ ON GUAM - 9n5 fo 12n7 
. 

SEPT. 1975 SEPT. 1976 

CIVILIAN LABO~ FORCE 28,090 26,910 

TOTAL EMPLOYMENT 25,390 24,600 

'rO'iAL UNEM?LOYri.ENT 2,700 2,320 

UNEMPLOYMENT RATES (% OF LABOR FORCE) 9.6 8.6 

AVERAGE DURATION OF UNEMPLOYMENT (WEEKS) 6.7 7.1 

TE: SUM OF INDIVIDUAL ITEMS MAY NOT EQUAL TOTALS DUE TO ROUNDlNG. DATA ON 
UNEMPLOYMENT AND LABOR FORCE DOES NOT INCLUDE r--:ON-IW.\IGRANT ALIENS. 

)RCE' BUREAU OF LABOR STATISTICS. DEPARTMENT OF LAi50~ • GOVE?NM:::~lT OF GU~.I 

- ". -

18 - A 

DEC. 1977 

28,420 

26,460 

1) 960 

6.9 

1\.5 
. 

. 



III. DFSCRll'TICN OF FACroRS WHICH IMPJICT OR POl'ENl'IALLY 
IMPACl' CN THE EMS SYSTEM 
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III. DESCRIPTICN OF FACIORS WHICH IMPACT OR POl'ENTIALLY IMPACT CN 

THE EMS SYSTEM 

.- Ii. 'IRANSPORrATICN 
L 

.. Guam I s transportation links to the ~rkd are aircraft and ships. Un-

like the continental U. S. Guam I s off-island transportation is affected 

by the Jones Act which prohibits foreign ships or planes fran traveling 

l::etween ~ U. S. parts. Execeptions can l::e made on a case by case 

basis. For exan;>le, foreign airline catpanies with routes to the 

U.S. Can apply on a yearly basis to refuel on Guam. 

_ (I>a. AIR TRANSPORl7ITICN 

TIE island is dependent upon airline carriers for transporting 

individuals; also sate cargo is flown in. Guam is serviced by ~ 

<'­
foreign airlw carriers, Air Nauru arXI Japan AirlWe; the letter -

" 
bringin;r tourists to the island daily; arXI ~ danestic carriers, 

Pan Anerican Airways, which has a daily flight to and fran Hawaii 

arXI Continental Air Micronesia which has flight to and fran Hawaii 

three times a week. The island also has several snaller dcltestic 

airlWes which service the Northern Marianas. 

Guam I S dependence upon international flights, foreign and 

danestic, makes the island vulnerable to the eoonanic and political 

pc:Mers of airlw CCIl'Ipanies. This potentially inpacts the EMS system 

in ~ ways: 

(l) addeO costs of equiprent 

(2) potential for airline accidents 

involving large numl:ers of people, exacerym.ted by frequent military 
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(Navy ana Air Force) flights. AtteIt;lts have l:een made to develop 

a =clinated airline disaster plan. However its effectiveness 

has yet to be evaluated. 

';.. ' • .IS; WATER TRANSPORTATION 

Guam has a well prot.icted, deep water harl:or which facilitates 

shipping. Due to the prohibitive cost of air freight, IIOst of the 

island's food s1.Wlies '" ", i .-. . ' 
, ~: '. . . . 

Guam is serviced by two major dauestic shipping lines. There 

are numerous foreign lines which service Guam also. 
~Jf. ," 

Apra harl:or has a wharf for I!I3l'IY anm.mition ships. The :impli-

cation for EMS is obvious. 'nle armnmition handling activities at 

the harl:or can endanger thousands of lives and the econany of Guam 

should an explosion occur. Located within the two mile r~ 
danger zone are the Ccmnercial Port Facilities, cabras Island 

r r.., - . . r, ' '-:' ;"" 
Industrial park :eui:ooll:xlating Mcb;i,ei/Esso facilities, Guam Oil .... 

Refinery fuel ;~r, Kaiser Cem3nt Ccnp3ny and a feed mily, the Navy 

Ship Repair Facility, Navy family housing, fuel piers, a power barge 

and other civilian and Navy Facilities. Since waivers have l:een 

granted to handle ships with explosive cargo up to nine million 

pounds net explosives, an explosion of this magnitude within the 

area will substantially and adversely affect the island. 

Site selection problems, deletion of 43 million dollars fran 

the 1980 Defense Budget, and the agreanent signed in 1966 by Governor 

Manuel Guerrero exerrpting the federal gove.rnrrent for any damage 

caused by an explosion at the wharf have resulted in relocation delays. 
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H:Jwever, it is critical that the Navy relocate its annrunition wharf 

to ensure the safety of those within the area and to allow for ex­

pansion of civilian facilities. In addition, the Navy, and the 

Goverrment of Guam (Civil Defense, EMS, Public Safety and the Governor's 

Office), IlD.JSt develop a joint disaster plan detailing responsibilities, 

resources capabilities and procedures to the foll~ should a disaster 

of this magnitude occur. 

Although IOClst of the ships ccrn:i.n:J into Guam carry ccmrodities and 
. ( ~ ... -:. 

due to containerization have small areas, passenger ships also cane 

into Guam's port. The pas5en3'er ships, mich origninated either in 

Japan or Australia, brought 6,100 tourists to Guam in 1977. The 

ability of lxlth the military and local governrrent to handle a pas­

senter ship disaster has yet to be determined. 

With the exception of explosive carrying vessels, it appears that 

shipping has a small potential i.nq;act on EMSS planning. The cost 

of shipping of goods however does affect the price of EMS supplies 

and equiprent. 

'1 ' IZ. GRJUND TRANSPORtATION 

Guam has 256 miles of road, IOClSt of mich are primary and 

secondary highways originally constructed by the military shortly 

after Ybrld War II (See Exhibit.::::...L, page . .I ). '!he traffic handling 

capacity of the road systen is often inadequate; in many cases, there 

are few or no alternative routes between on village and another. 

'!here are five classifications of roads on Guam, these are: 

1. Trunk Highways: There are 38 miles of road mich connect 
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EXHIBIT I II - 1 

MAP OF GUAM SHOWINIG PRI~;ARY 

AND SECONDARY ROAD SYSTEM 

21 - A 

-PRIMARY 

- SECONDARY 

.- SOURCE: BUREAU Of PLt.r~Nlt;G 

o 

() 
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the major centers of p:JpUlation and major traffic generators 

and carry large volum:s of traffic for relatively long 

distances. Volum:s are greater than 20, 000 vehicles per 

day. 

2. Major Highways: There are 18 miles of road which connect 

major population centers and traffic generators to small 

p:JpUlation of traffic over relatively long distances. Volum:s 

ususally reach or are greater than 10, 000 vehicles per day. 

3. Miller Highways: There are 56 miles of road which connect 

smaller CCII1lUlIlities and lesser traffic generators to higher 

volune highways, minor highways also provide access to ad­

jacent land. Volum:s are generally less than 10,000 vehicles 

per day. 

4 • Collector Roads: There are 24 miles of road which funnel 

traffic to the higher order highways fran surrolJIlding level 

uses such as residential areas, in:lustrial areas and insti-

tutional areas. Volunes are generally equal to or greater 

than 3, 000 vehicles per day. 

5. local Roads: There are 103 miles of paved roads and 17 miles 

of unpaved roads. Primarily, they provide access to abutting 

residential land, both in urban and rural areas. Volum: is 

generally less than 3,000 vehicles per day. 

Although roads are being widened and resurfaced, much of the road 

systen is currently in poor physicial condition. Many of the roads 

exhibit frequent surface and foundation failures or have inadequate 

drainage and shoulders. There are also few guard rails in those 
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areas needing them. In rainy weather the roads are very slippery 

due to the coral base in the paving material. 'lliere are few 

pedestrian walks and no separate bike lanes. Carpared to Hawaii 

which has 134 registered vehicles per mile of road, Guam has 260 

vehicles per mile of road. As a result of these and other factors. 

Guam has a high rate of rrotolr vehicle related accidents. In 1976 

alone, Guam had a total of 4,222 reported accidents/ Of which 54 

involved pedestrians, 670 resulted in injuries and 20 in fatalities. 

IDeally, Guam's major fom of transportation is the personal auto­

rrobile. Although there are privately owned taxi cabs, there is no 

mass transit or handibus systan to rceet the needs of those who are 

disabled, aged or p::or. This inpacts on the Ambulance systan since 

many non-energent ' transportation' runs are made in order to provide 

transport for patients who need rredical service, but have no means 

of transportation. This problem will be addressed in the systan 

goals section. 

" L7 . · ~. HIGHWAY SAFETY IMPACT PROBLEM AREAS 

: OI-JS : 
'n1e Office of Highway Safety (J~) of the DepartITent of Public 

W:lrks administers Depart:rrent of Transportation/National Highway 

Safety Traffic Administrations, 00l'/NHSTA funds. In their 19B1 

Highway Safety Plan, the OHS has identified the follaNing problem 

areas: 

a. Speed and Alcohol Involverrent 

Speed and alcohol were found to be significant contr.iliuting 

factors when examining Guam's fatal and injury traffic accident ex-

perience. For the time period fran January 197B through Dec61U:ler 
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1979, 30.2% of the 10,010 total traffic accidents that occured on the 

island were attributed to the driver violation classified classi£ied 
;., _. 

as "speed-~t driving." As such, speed was the number one 

identi£iable violation causing those traffic accidents. Speed 

involvement takes an added ~rtance when considering only those 

traffic accidents resulting in death or injmy. Of the 1,618 fatal 

and injury traffic accidents occuring during the same time period 

43.8% were related to speed. 

'!be significance of alcohol in relation to the island's 

traffic accident experience is evident. For the time period fran 

January, 1978 through Decenber, 1979, only 4% of all traffic 

accidents resulted in "driving under the influence" citations where-

as 13.0% of all fatal traffic accidents were cited in that 1MIU'ler. 

Although neither of these percentages indicate a highway safety 

problans when analyzed separately, the large disparety between the 

two percentages indicate that the incidence of drinking driver 

traffic accidents not involving death has been underreported. On 

increased enforcenent effort directed to.-Jards ci ling the drinking 

driver during 1980 supports this opinion . 

. ;. . ~. YC:UX; DRIVER :rnvoLVEMENT 

Yo\lIXJ drivers were identified in several of the problan 

areas. Not only did they experience a high level of involvenent in 

the total accident experience, but they also were over-represented 

in driver at fault traffic accidents, speed-related and alcohol-

related fatal traffic accidents, llCtorcycle accidents and pedest-
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!;. 
rain accidents. For the time period from January 1978 through 

Decanber 1979, drivers between the ages of 15 and 24 were cited as 

the drivers at fault m 31.8% of all traffice accidents; and m 

40.6% of the speed-related and 33.3% of the alchol-related fatal 

traffic accidents. Furthe.I:n'ore, it was fol.U1d that 65.3% of the 

IlOtDrcyclists and their passengers involved m traffic accidents 

were between the ages of 15 and 24, as were 37.3% of the dirvers who 

were involved in pedestrian accidents. 

During that sarre period of time, drivers between the ages 

of 25 and 34 were cited as the driver-at-fault in 25.5% of all 

traffic accidents; and in 28.1% of all speed-related and m 66.7% of 

all alcohol-related fatal traffic accidents. It was also found that 

20.8% of the IlOtorcyclist and their passengers involved in traffic 

accidents and 25.5% of the drivers involved m pedestrian accidents 

were between the ages of 25 and 34. 

;-3 :) PEDESTRIAN AND BICYCLE INIIOLVEMENT 

Guam I s pedestrian accident experience is not only on the increase 

J:ut the severity rate associated with those types of traffic accidents 

is disproportionately high. Of the 10,010 traffic accidents that 

occured in the 12 IlOnth period ending Decemer 1979, 1.0% were clas­

sified as pedestrian accidents. fb.Iever, it was fol.U1d that 5.8% of 

the fatal and injury traffic accidents during that sane time period 

were pedestrian accidents. Of all the pedestrians killed or injured 

m 1979, 52.9% were 14 years old or younger. 
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It was also found that the severity rate associated with bicycle 

accidents is disprop:lrtionately high. Although .1% of the total 

traffic accident experience fran January, 1978 to Decenber, 1979 in­

volved bicyclists, .7% of the injury accidents were of this classifi­

cation. FurtherIrore, 45.5% of the injured bicyclists were between 

the ages of a and 10 years of age, with another 27.3% being between 

11 and 14 years of age. 

4. M:11ORCYCLE AND M)PED lNVOLVEMENl' 

Iobtorcycle and IlOped involvenent in Guam's traffic accident ex-

perience was identified as a problem are due to its disprop:lrtionately 

high severity rate. Of the 10,010 traffic accidents rep:lrted in the 

12 IlOnth period 1.3% involved IlOtorcycles. However, IrOtorcycles were 

involved in 5.1% of the fatal and injury traffic accidents occur:in; 

dur:in; the sane period of time. 

Although the island's experiene with IlOpeds is JJmi ted and the 

magnitude of IIOped accidents does rot appear to be overwhemin:J, the 

growth p:ltential for this made of travel suggests that an increase 

in IrOped accidents may oc= over the next few years. During 1979, 

the IrOped operators and their passengers sustained injuries in each 

of the IrOped accidents which occurred. 

5. PICK-UP TRUCK INVOLVEMENT 

The pick-up truck plays a major role in the culture of Guam, 

be:in; a ccmron means of transporation and an inherent part of 

family life. '!his type of vehicle was identified as a problem area 

due to its high level of involvement in traffic accidents. For the 
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same 12 month period. pick-up trucks were involved in 20.2% of the 

traffic accidents that oc=ed on the island. and in 22.2% of the 

fatal and injury traffic accidents. It is estimated that only 

12.1% of the registered motor vehicles are classified on pick-up 

truc.1G. 

Since the inception of Guam's Highway Safety Program in 1974. 

the island's traffic accident trends have revealed that the diverse 

efforts a.iroe::l at reducing deaths. injuries and econanic loss attri-

buted to traffic accidents nrust be continued if the traffic problan ( 

on the is1an:l is to be corrected. 

'lbree principal indicators that reflect Guam's traffic accident 

trends are the accident rate. injury rate and death rate per mile. 

each of which is based on the nunber of vehicle miles traveled on 

the island in relation to the incidence of total traffic accidents. 

and their resulting injuries and death. 'lbe accident rate has 

declined fran 979.4 per 100 million vehicle miles of travel in 1974 

to 923.8 accidents per 100 million vehicle miles in 1979. Likewise. 

the injury rate has declined fran 259.9 injuries to 251.3 during that 

sarre time period. In spite of those favorable trends toward decrease. 

the death rate has increased fran 5.9 in 1974 to 6.5 in 1979 (See 

Exhibit - - ~ : .page :: - - ). 

Prior to any further discussion on accident trends. a distinction 

should be made between "traffic" and "non-traffic" accidents. Traffic 

accidents are defined as all accidents other than those occuring in 

parking lots. whereas "non-traffic" accidents refer exclusively to 

( 
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parking lot areas. Fran 1974 t.'1rough 1977, Guam's Highway Safety 

Program was structured around only those occurences that were 

classified as "traffic" accidents. However, during 1978 and 1979, 

an insufficient quantity and quality of statistical data was 

available by which to differentiate "traffic" fran "non-traffic" 

accidents. As a consequence, the data contained in this plan 

concerning 1978 and 1979 traffic accident trends is a ccmpilation of 

the "traffic" and "non-traffic" related accidents that occur=ed over 

that tIo.1::l year time period. The significance of the tIo.1::l categories 

will be danp=d out due to this ccmpilation. CUrrent efforts, 

directed towards collecting the required statistical data for dist-

inguishing between "traffic" and "non-traffic" accidents, will result 

in adjustment of these 1978 and 1979 data ccmputations. The signi-

ficance of the inlcusion of "traffic" and "non-traffic" accidents in 

the 1978 and 1979 accident ccmputations in that the accident trends 

for that tIo.1::l year period are Imlch higher than they no:cnally ..ould be. 

During 1978, a total of 897 of the 5,195 accidents were classified 

as "non-traffic" accidents. Of the 4,815 accidents occuring in 1979 

a total of 913 were classified in that same manner. Followin:J an 

adjustment of the 1978 and 1979 accidentEi ccmputations, it is ex­

pected that Guam's traffic accident situation for those tIo.1::l years will 

show a favorable trend in reducing the incidence of traffic accidents 

as well as decreasing the death and injury rates per mile. 

An average of three years of traffic accident; driver license 

and vehicle mileage data have been ccnputed and ccmpared to 1.iJ<e 
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figures for 1979. Those Cb~arisons shew tb~t tb~ L~cican~e of 

fatal traffic accica~ts rer.ained UI"L'1ar.ged, F€=SOI"'~ inju..ry acci-

dents ir~reased 5.1~ a!"'.d total accida~ts incr""sed 4.9% and the 

numl:er of lica~sed drivers ir~reased 1.0%; a!"'.d t11e nurrJ:er of valllcle 

r'" .. , ' miles of travel decreased 4.5% (See Exhibits·-::.~t..'1rough .. ~- pase- '_OJ. 

( y. MJRrllLITY l>.ND ,,!ORBIDTI"l DIDIC."o.'lS)RS ThlPAcr:m:; TEE EI-1.5 SYS'ID1 
~ I) . ~ 

- While it is B..-i;e t..l]at iceally eve..ry Err.ergency :'!edical Services 

System lmlSt l:e caFCble of re5pJl"'.ding to and meeting t..;"~ needs of all 

p:ltential errergent situations; it is rrore practical giva~ limited 

resources for a developing system to concentrate on these health 

status conditions that are rrost prevalent and can p:ltentially l:e 

alleviated by pre-hospital care. For this reason, the follcwing 

selected health status indicators were chosen: 

-\ -) . .a. LE'ADIN::; CAUSES CF DEATH 

~rtality data by cause of death has long J:ec...n recognized as 

an essential intornational =rp:>nent for health status assessment. 

'llie indicators l:elcw are particularly irrp::>rtant to EI<!S developnent 

since it is krlcI.n that early intervention via pre-hospital i.e., 

Er.ergency Medical care can reduce the rrortali ty and lessen the 

severity of the aftemath of certain conditions. 

'llie tilre period of this study of indicators is the seven 

year p:.riod from 1971 to 1977. 'lliis period was selected by the Guam 

Healt..lJ. Planning a!"'.d Cevelopient Agency to reflect long teJ:m tre!"'.ds, 

if any were to l:e icentifiEd, and to provide an acequate range of 

data fran which to derive average rates w+~e desired. (See Exhibit~ 
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Accidents by Severi~y 

1977 

Fatal Accidents 36 

Injury Accidents 717 

TOTAL 753 

1978 

19 

770 

789 

1979 

27 

802 

829 

3 Year 1979 ~ of 
Averaoe Chanoe 

27 

763 

790 

.0 

+ 5.1 

+ 4.9 

Comments: Table 3 displays the 1977 through 1979 accidents by sever­
ity. A trend analysis is included, based on a three year average of 
the 1977 through 1979 data as compared to the last year, 1979. 

EXHIBIT III - 4 

Acci dent Severity Rate Index 

1977 1978 1979 3 Year 1979 ;':; of 
Average Chanoe 

Fatal ities 38 20 34 31 + 9.7 

Injuries 1,031 1 ,158 1,276 1 ,155 -10.5 

TOTAL 1 ,069 1 ,178 1 ,310 1 ,186 -10.5 

TOTAL ACCIDENTS 3,724 5,195 4,815 4,578 + 5.2 

INDEX 28.7% 22. 7:~ 27.2% 25.9% + .5 

Comments: Table 4 displays the 1977 through 1979 accident severity 
rate index, which is defined as the composite number of traffic 
fatalities and injuries as compared to the total number of traffic 
accidents. A trend analysis is inc l uded, based on a three year 
average of the 1977 through 1979 data as compared to the last year, 
1979. 
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License ci Guam Drivers 

Age of " of ,. 
Dri ver ;.tale Fema le Total Total 

Under 20 5,045 3,526 8,571 15.5 
20 - 24 ' 4,988 4,851 9,839 17.8 
25 - 29 4,930 4,786 9,716 17.6 
30 - 34 3,914 3,458 7,372 13.4 
35 - 3':t 3,314 2,415 5,729 lQ.4 
40 - 44 2,807 1,721 4,528 8.2 
45 - 49 2,635 1 ,091 3,726 6.7 
50 - 54 2,110 628 2,738 5.0 
55 - 59 1,206 294 1 ,500 2.7 
60 - 64 715 135 850 1.5 
65 69 312 50 362 .7 
69 & 01 der 245 35 280 .5 

TOTAl: 32,221 22,990 55,211 100.0 

Comments: Table 5 displays the age and sex of Guam's resident li­
cense driving population. This table is based on all drivers who 
were actively licensed with the Department of Revenue and Taxation 
as of December 31, 1979. The driver licensing data originally in­
cluded age classification data on 6,002 drivers for which sex was 
not recorded. The figures indicated above were adjusted to incor­
porate those persons by adjusting the occurrence of male and female 
drivers in each age group based ' on their known representation in each 
age group. ' 

1977 

52,059 

EXHIBIT III - 6 

Licensed Guam Drivers 

1978 1979 

56,743 55,211 

3 Year 
Average 

54,6il 

1979 ;;; 
Of Change 

+ 1.0 

Comments: Table 6 contains the island's dri 'ler licensing levels for 
the years 1977 through 1979 . A trend analysis is included based 
upon a three year average of the data as compared to the last year, 
1979. 

29 - :3 



EXHIBIT III - 7 

Hiles Traveled in Guam 

3 Year 1979 ~ 
1977 1978 1979 Averaoe Of Chanoe 

549,000,000 565,200,000 521,200,000 545,133,000 - 4.5 

Comments: Table 7 contains the island's number of vehicle miles 
traveled for the years 1977 through 1979. A trend analysis is 
included based upon a three year average of the data as compared 
to the las" year, 1979. 

29 - C 
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The five leading causes of deat.'1 ever this ti,-r.e ~icd were: 

heart disease 

cancer 

motor va~cle accida~ts 

diseases of early i...P-=al1Cj 

ar~ non-rrotor va~cle accida~ts 

The accounted for jl:.St over 50~ of t.~e average total num...l-er of 

deat.~ fran 1971 to 1977 heart disease alone accounted for 18% of 

deaths during t.'1is p:riod. 

There was very little variance in the ran1(ings of the ta~ leading 
• r-

causes throughout the ~iod. F.owever, diaJ:etes, congeni talanorJ..."'olies; 

hanicide, and suicide did fluctuate fran year to year as the tenth 

leading cause. 

}-:;l.. INFANT MORI'JlLITY 

People are subject to a high risk of deat.1) during t.l)e first year 

of life. The infant mortality rate has bee.~ lvidely used as an in-

dicator of the health conditions of a ccmnunity . 
• 1. ~ 

Many infa~t deat.h.s on Guam have 1:Je<>...n atributed to congenital 

~~~s and diseases of early infancy. 3 

'llie u.s infant rrcr..ality rate has teen steadily declining each 

year since 1962. Guam infa~t rrortality rates have also ShC\vTI a do ... n-

ward trend fran 1973 to 1977. For 1972 to 1975 Gua'11 , s infant rror..a-

lity rates v.-ere higher t.'1an the u.s. The infant mor..ality rate for 
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SUMMARY TAB L E OF LEADING CAUS=:S 
0:= DEATH t-'1:::R;"SED O'lER 1971-IS77 

AVERAGE 
CAUSE OF DEt.TH NO. OF RATE/lOCO 

DEATHS 

H:::ART. DISEASE 75.3 1.02 

MALIGNANT NEOPLASMS I 37.7 0.51 

MOTOR VEHICLE ACCIDENTS I 34.0 I 0.46 

DISEAS:::S 0:= EARLY INFANCY j 31.5 0.~3 

NON-MOTOR VEHICLE ACCIDEtlTS I 29.1 0.39 

CEREBROVASCULAR DISEASE 26.8 I .0.36 

PNEUMONIA I 21.0 0.2.8 

OTHER DISEASE OF CNS(ALS/PD) 18.4 0.25 

CIRRHOSIS OF THE LIVER 13.3 I O.lB 

DIABETES 11.1 0.15 

CONGENITAL ANORMALIES 10.8 0.15 

HOMICIDE 8.7 0.12 

SUICIDE 7.4 0.10 

ALL OTHER CAUSES I 95.1 1.28 

ALL CAUSES 42.0.6 5.68 

SOURCE: STATISTICAL REPORTS 1371-77, OFFIC!; OF VITAL STATISTICS, OPHSS. 

30 - A 

% OF 
TOTAL AVG. 

DEATHS 

I 17.9 

I 9.0 

I 8.1 

7.5 

6.9 

I 6.4 

I 5.0 c 
I 4.4 

I 3.1 

2.6 

I 2.6 

I 2.1 

1.8 

22.6 c 
100.0 

" 

. , 
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the u.s. in 1975 was 16.1 r:er 1000 live birt,'1s =-T'l c ..... L~a,....ison to G"1..la~IS 

rate in 1975 was t~d to the higP£st L~ cr.e ~ztion. (See Ex~it 

page -:. .;'.) (Figure IV.13). 

Gi.lam IS in::ant rrort:::a' i ty rates have shc~ ... n a do ..... n~\:ard trend since 

1973 (See Exhibit -:- .; page". ~) (Figure IV .14~. Tl:e Guam i:·,fa.'1t 

nor..ality rate is 2 ::= 1000 higher t..'1an t.1-;.e !"'.aticrel healt.'1 goal 

of 12 per 1000 or less live b~'1s. 

On t.':.e average, bere ',;ere 63 infant dead'.s yearly frcm 1970 to 

1977 • 1>".ales accounted for 58% of t.':.e average yearly infant deaths. 

Municipalities wit.~ infant nortality rates abcve 20 per 1000 live 

births include Inarajan, Urratac, Santa Rita, Agat, Der'.e'...o, AgaI'.a 

Heights, Mangilao, Sinajana and Yona or alrrost half of t.l-Je 19 

designated mmicipalities of Guam. 

Due to the high risk of dying in the first few wee.1G of life and 
. ! 

the different in the causes accounting for infant deaths at the 

earlier and later stages of infancy, the infant nortality rate may 
; . ' =,. 

be ~ dcwn into neonatal and p:>stneonatalrates. Causes of very 
/ 

early (neonatal) infant deaths tend to be conge.'1ital an~alies inju-

ries at birth, prernaturity and other cause. which are not easily pre-

vented by m::e.e..'!1 rre'l...ical and hela th rr.easures. On t.l-!e other hand, 

causes of later (p:>st-neonatal) infant deaths such as L'1fections 

.; , 

diseases a.'1d nutritional problems? are nore easily corrected by m::ee..r:1 

healtln h apprcac.les. 

a. NECNt>.T.lU. ~!ORT.~LITY 
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EXHIBIT III - 9 

INFANT MORTALITY RATES :1970-1977 
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---= GUAM . 
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SOURCE: HEALTH UNITED STATES 1976-1977. U.S. DHEW. 
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EXHIBIT II I - 10 

GUAM INFANT MORTALiTY RATES: 1970-77 
NEONATAL AND POST-NEONATAL 
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" INFANT MORTALITY 

""" NEONATAL MORTALITY 

-- POST-NEONATAL MORTALITY 

1970 1971 1972 , 1973 

YEARS 

1974 1975 1976 1977 

SOURCE: STATISTICAL REPORTS 197 7, OFFICE OF VITAL STATISTICS, OPHSS 
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durir..g ~"lls ~ericC.. ::.a . .;ever, 't..~e noe!"'-=.tal rror\....3.1ity ra-=es, r .... nic~ 

irlcreaseO i:et" . ..-ee.!1 1972 to 1974, have i:ea . ." cacreasi:1g sL"lce 1975. 

2l~t..~u<;h r..o data is readily a:vailable, t..~e c.c.c.ition of a neonat=1 

inta.'1Sive care 1J.!"..it a.r'lC t-1-:e t="'-gei-; "'.g of high incice..?1ce rat.e 

areas (See Secticn 1 above) =or ~creased ?ra~ar~' c~re ty ?iOlic 

~.e p:lst-neonaf-'" rrortality rates have l:ee.."1 fluctuating l:et- c 
ween 1971 to 1977 (See Exhiliit .:-:- · · , page -:.: .1: ). On the average, 25 

r:;ercent of the yearly infant deaths occur during this r:;eriod. 
, 

':: .2'. ACCIDa..'TS 

a. MOTOR VEHICLES ll.cCIDa..'TS 

Fran the r:;eriod 1971 through 1977, rrotor vehicle accide."1ts 

averaged third arrong the te."1 leading causes of deat.!:! on Guam, and 

e.~cept for the year 1974, it has beo-n in the top 5 leading causes, 
C 

accidents Accidents are defined as traffic accidents or as non-traffic 

according to wb.ether t.'1e accident occurs on a public highway or else-

where. 

i. NORT.'ILITY 

Overall, t.'1€! average rrortality rata for rrotor ve.l:!i cle 

accidents i:etveen 1973. ar.d 1977 "as less t.'1an 0.:; per 1000 pcpu-

lation. 

The average ror-:.ality rate for rrctDr ~.-e..;.ucle a~ice..'1'C.S 



0: (f) 
I lLi 

<t f-X 
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1~71 6 3 

19 7 2 4 9 

1973 -r 6 

1!l74 75 

1975 65 

1976 55 

1977 46 

[ YEARLY 
AVERAGE 61 

EXHIBIT r II- -" 11 

FREQUENCY DISTRIBUTION OF INFANT MORTALITY 

1970-1977 

DISTRIBUTION BY ETHNICITY ..J MALE 

~ 
0 

GUAMANIAN FILIPINO CAUCASIAN OTHERS l- . POST 
NEONATAL 

NEONATAL -
36 8 1\ 7 38 ~A N; 

A 

34 9 12 8 42 31 1\ 

22 4 16 7 25 19 6 

70 1 4 I 43 29 14 

42 12 14 7 43 34 9 

26 12 1\ 15 35 30 5 

30 II 1\ 3 30 20 10 

NI. 
A 

NI. 
A 

N; 
A 

N; 
A 24 N; 

A 
N; 

A 

37 3 1\ 7 35 27 9 

NOTES: I. N//I = NOT AVAILABLE. 
2. NEONATAL = 0-20 DAYS. 
3. POST NEONATAL= 29 DAYS-UNDER I YEAR. 
4. AVERAGE COLUMN MAY NdT ADD UP TO TOTAL AVERAGE. 

- . - -----~~ '''7''_77 n .... 'r.F OF' ~_ STATISTICS, DPHSS 

...J FEMALE 
« 
I-
0 
I- POST 

NEONATAL 
NEONATAL 

24 N; 
A 

N/ 
A 

21 17 4 

24 17 7 

33 25 8 

32 25 7 

30 26 4 

25 17 8 

22 N/ 
A 

N/ 
A 

26 21 6 



" 

?aSe 33 
=:::.!S ? !.;.n 

aL-:-os t c.ct:bles t..~e L.;::: •• 

1977 were .330 a."!c .463 E=er 1000 resE=ecti'lely. 

1974. c.s. rates 

accica~ts, :atalities and i~juries on G~am are ri5L~g at rates pro-

Guam r:-.ost accic.::.."'!ts occur curint; &ylig~t hours but riost fat::.' i ties 

occur at niSht. The pedestrian ceat..'1 rate is 30% higher baIl in t..'1e 

U.S., w"it..~ rrost pedestrian fatalities occurbg at night anonS reles. 

b. NO.'H<!OIOR VEHICLES ACCIDENTS 

On the average, for the years 1971 t..'1rough 1977, r.on-rrotor 

ve.lUcle accidental deaths ranked fifth arrong the ten leading causes 

of death on the island. Except for rrotor vehicle accidents, all 

other types of accidents are death with in this section (Le., . ' 
--... .:. 

water and air transJ;Xlrtation, J;Xlisoning, foll0, fire and flarres, 

dro.vni.r..g, suffocation, rrechanical suffocation, hit by object, 

firearm rnissles, electric current, machinery, nature, etc.) 

i. NORTJlLIT'l FRCt>1 ~DN-:-DroR VEF.ICLE3 !\O:IDDlTS 

T'nere was an average of 29 accidential deat..1;s per year fran 

1971 to 1977. T..r1e highest m:rnter of deat..'1s (38 ) cc=ed in 1974 ar.c. 

the lo .. :est (21) occurred in 1977. \':here e.'-r:ressed in rates per 1000 

Guam averased .4 deat..l-J per 1000 curbg t..l-Jis period. P.~though apparen-

tly 10";, Guc,-n's rates exceed t:.s. rates (See Ex'1ibit __ ,_, __ , _,_'_' -

:;:ege ', ) , 

( 

( 



FREQUENCY OlSTRI3UTlml OF ACCIO<::NHL .... 2·~ID<::NTS 1,;O"TAUTY 1971 - 1977 Q 

I 
. . -

~ AGE GROUP . --_. . 
TOTAL I SEX 

- 14 I !5 - 24 25 - 44 I 45 - G'l 5 65 - 74 75/0'l~? 

I .', 
roo ! F M I F 1.1 F I M F 

-
t.1 F I M F I M F ~.I IF ' 

25 22 I -. ! 2 I 0 I I o I 10 0 I 6 o I 3 I 2 I 0 0 01' . ~ 

36 I 28 I 8 r-~ I 2 J 2 I 2 I 9 I I 12 I I 
, o I j-; 0 5 2 C 0 

-a. 32 2 I 7 I IT 0 \ 0 I 6 I 0 8 I I I 7 C T I 0 ~ I 0 .:l. 

38 25 13 I 4 I 5 I 3 I 8 I I 9 I 3 I 2 I 0 I 0 I I 0 

I I I I I ---- - - I 25 19 6 I 1 1 0 3 0 ~ 2 I : i • I 
, 0 I 2 2 I , 

b 25 I 23 2 I 0 I 0 I 0 0 I 8 0 5 2 I 7 0 I 0 I 0 2 I 0 

21 I 14 -7 I I 3 I I I 0 I 3 I I 6 3 I I I 0 2 0 0 0 

') 29 23 6 2 I 2 I I I 7 .5 7 I I 4 I .5 .0 I .5 
.-
XCLUDES ACCIDENTAL DEATHS DUE TO MOTOR VEHICLES', HOMICIDE, SUICIDE, AND OTHER E~: ifRNAL 
·AUSES. -
:XCLUDES AIRPLANE CRASH VICTIMS (46) 
:lCE' STATISTICAL REPORTS 1971-77, OFFICE OF VITAL STATISTICS, OPHSS 

'-EXHIBIT III - 13 

:CIDENTAL ACCIDENTS MORTALITY RATIO BY AGE GROUP PER 100 TOTAL DEATHS BY AGE 1971-1977Q 

AGE GROUP . 
. R 

0 - 4 5 - 14 15 .:. 24 25 "" 44 45 :.. 64 65 "'" 74 751 OVER •. 

M F M F M F M F M F I M F I I,': F·';o , 
4.26 0 I 20 0 25 0 18.75 0 4.76 6.25 I 0 0 I 0 I 4 I 

2 0 6.9 25 40 33.331 9.09 23_53 1 0 6.25 5 0 I 0 0 I 2.7 

3 14.8 2.78 0 0 19.35 0 20 6.25 7.61 0 3.45 0 12.5 I 0 

4 8 .7 12.82 25 75 30.771 10 18.75 117.64 2.6 0 0 3.85 3.7 I 0 

5 2.56 2.86 25 0 9.?il 0 17.07 16.67 3.57 2. 56 1 3.03 0 7.14 I 5 .fJ3 

·b 

" 0 0 0 0 30 0 10.42 20 8.33 0 0 0 6.9 I 0 

7 4.17 12 20 0 8.57 14.28 15 15.79 1.15 0 6.25 0 0 0 

ICE 4.93 5.34 16,43 15.43 22.34 4J7 17.65 10.9 4.9 \.26 1.82 1 .55 4.32 \.8 

CLUD:::S ACCIDe:NTAL DEATHS DU::: T0 1.'.OTOR VEHICLES, Hm.IlCIDE: ,SUICIDe: AND OTH:::R EXTERNAL Ct..USES. 
CLUDES PLANE CRASH VICTIMS (~ " IN ACCIDENT RATE S PER 100 CALCULATICNS. 

33 . 
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EXHIBIT III - 14 

a 
ACCIDENTAL ACCIDENTS MORTALITY RATIO PER 100 TOTAL DEATHS 

1971 -1977 

SEX 
YEARS TOTAL 

MALE FEMALE 

1971 6.87 9.02. 2.5 

1972. 8.8 11.52. 4.82 

1973 7.81 11.98 1.2. 

1974 8.46 9.2.9 7.2.2 

1975 5.67 6.55 3.97 

1976
b 

5.95 7.64 1.44 

1977 5.53 5.76 5.10 

AVERAGE 7 9 4 

a.EXCLUDES ACCIOE1iTAL DEATHS OU:: TO MOTO? VEHICLES, HOMICIDE, SUICI~E 

AND ALL OTHeR EXTERNAL C:'US::S. 

b.EXCLUDE:S AIRPLMIE CRASH VICTIMS (46) 

.. 
" ., 

' . . 
. ' .'. 

o 

o 

, . 

SOURCE: STATISTlc,o.L RC:PO:lTS, 1971-1977; OFFICE Of VITAL STATISTICS, D?rl SS 
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FREQU:::NCY DISTRIBUTION OF ~,~OTOR VE:HICLE ACCIOE:NT 1,~O:::TALITY 1971-1977 

AGE GROUP ._-.. 
R TOTAL SEX 

115 - 24 65 - 74 I 75/0'/Ef 0-4 5 - 14 25 - 44 45 - 64 

/.I I F M F M F I M I F I " F I M F iii F 1.1 I F '" 
I 39 33 6 I I I 0 3 2 120 I 3 6 I I ! 2 o I 0 0 I I 0 

, I 36 29 I . 7 0 I o I I I I 110 I 3 14 3 I 4 0 01 0 I 0/ 0 

) 43 38 5 I I I 0 I o I 2 I 15 1 I 12 2 9 I 0 I I 0 / 0 I 0 

25 I 20 5 I o I I I 2 I o I 4 I I 10 3 3 I 0 I I I 0 I I ,-. , '-' 

i I 33 27 I 6 I 2 0 I 1 0 I 9 I 2 7 I I 8 3 I 0 0 I o I oJ 

) 26 25 I I I 0 I 0 I 2 I 0 1 6 I 0 I 16 I I I I 0 I 0 I 0 I '0 ! 0 

r 38 27 II 1 3 1 I o ,I II I 2 II 4 I 1 3 I I 0 I o I 0 

- 34 28 6 I .50 1.50 I I II I 2 II 2 4 I .50 I 0 .22 1 0 

~: S"iATiS01CAL. REPORTS 1971-77, OffiCE Of VITAL STATISTiCS, O?HSS 

EXH8IBTT III - 15 

ACCIDENTAL ACCIDENTS MORTALITY RATE PER 1,000 POPULATION 1971 -1977 Q 

AGE GROUP 
II.R TGrAL SEX 

0 - 4 5 - 14 15 - 24 25 - 44 45 - 64 65 - 74 75/0VEF 

III F M F M F M F t.\ F 1 M F 1.\ F MI F 

'I .37 .61 .1 .39 0 .11 0 11.37 0 1·61 0 I .71 .65 0 0 0 1- " .:>,~ 

'2 .52 .76 .25 0 1.37 .23 .24 11.25 .15 1.17 0 1.14 .64 0 I 0 0 13 .t 

'3 I .48 .84 .06 \,12 .\1 0 0 .84'1 0 .75 .12 1.54 0 1.75 0 15.2~ C 

'4 .51 .63 .38 .58 .56 .\1 .35 1.131 .15 .821 .35 1 .<',2 0 0 \.691 5 .1 1 C 

'5 .33 .47 .17 .13 .14 .11 0 / .431 0 .62 .22! .82 ! .3 !1.59! 0 /10,: 13/ S , 

70 b .32 ' .55 .05 0 0 0 0 11.241 0 .44 .22 1.39 0 I 0 0 I ~ 7F! n 

r7 .26 .32 .18 .12 . 13 .1 0 .4 .14 .52 .321 .19 0 2.91 0 I 0 I 0 

'.\ GE .4 .6 .27 .33 .19 .09 1 .03 .95 .06 .7 .IS .89 .23 .79 .24 5,83 l2,; 
- .- ~- .- - , - - - . - ~ -CLUD::S ACCIDENTAL 0::).,1 H::. DU e:. TO t .. OTOCl V::H!CLES, Hm.~,CID=. , SUlCI::>:: j. \1'~D OTH::R EXTER,';AL CAU~::S. 

:110 ROUNO:::O TO r·IE:AREST 1/100 . 
:CLUO=:S AIRPLMJ E CRASH VICW ,IS (4 6) ~ 

~~ " 
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Guarn f 5 aVe.!"age ::or t..~e t.~ee years (1973-1975) e.:-:cee::.s "±'.e 

u. S. ave.ras-e ~ ::1 c~:~i5Cn to C. S. rates t t .... i1ic:t ac'C€a= to be cecl:'-

ni.'1g =ran 1973 to 1975, Guar:\'s ra~s See..'1 l..~,npredict-::Ihle fer t.."-:e sa.."7f: 

perice. \';{]e.'1 G;,:am's :or 1976 :nd 1977 are il!cllXied .320 ar:<'l .260 

per 1000 !=Os;>ulation respectively I t..~ere a~;::€ars to t€ a prcgressive 

.:avlllliarC cere ::::cm 197 ~ to 1977, 

c. CO:l.iPATICR:lL .e..O:IDE:-7I'S 

The in.cider~,ce of cases of ccC\;patior.al iI'ljur! i.:."1 Gt:.a'TI, 6:<-

pressed as a rate F~ 100 e.~loyees coverL'1q all private sector 

industries has ceclbed frcrn 6.8 in 1974 to 6.0 in 1975 and 4.7 in 

1976. During t':e sart'e pericd, the bcidence rate of injury in t.1-!e 

oontract ccnstruction industry fell from 13.1 cases to 12.2 cases 

per 100 employees. In 1976, a rate of 21.4 cases per 100 employees 

was recorded for residential oonstruction. '1\0;0 of the total of 5 

fatalities in t.l-Jat year ... -ere registered b t.1-!e const..'Uction sector. 

The occupational injury incidence rate in t.1-!e private sector on 

Guam is less t.1-!an the U.S. rate for these years. 

3. amONIC DISEASES 

a . iiE..;:"" tn' DISEASES 

Disease of t.1-!e heart is t.1-!e leading cause of ceat.1-t in 

Guarll as lVell as L'1 the nation. Initially, Guam's c'.eat.~ rates fran 

heart. disease appear to 1:e 10 ... ·er t.ru:n the fI.atior-.al rates (See E:·:..,ibit 

--, caqe ) and rrost states, because Guam has a relatively yOl:!":g 

;:o:;::ulation, t ..... i1ile t:.':.ose at risk of dyLT'lg fran he::lyt diseases te.:."'ld 

to !:€ alee !=€O::_e. I= the age distribution of Gt:2l',:\1 S ?JPciation 

c 

c 
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EXHIBIT III ' : 16 
... 
-f. 

HEART DISEASE MORTALITY RATES, GUA/.l- U.S. 

1971-1977 

YEARS GUAM 

1971 .77 

1972 1 

1973 .9 

i · 
1974 1.1 

1975 1.3 

1976 1.2 

1977 .9 

SOURCE: STATISTICAL RE?OiH 
1971-77, OFFICE OF 
VITAL STATISTICS, D?HSS 

34 • A 

U.S. 

3.6 

3.6 

3.6 

3.5 

3.3 

Nj, 
A 

N;, 
A 

SOURCE: STAT 13TICAL A9ST?ACT OF THE 
U.S.19T?, U.S. DEPT. OF COMMERC 
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.:'05 al1 exa::ple, t:".e r. S. C:::-..:de dea':..'1 rate ',,;a5 8.9 ::er 1000 L'1 1975. 

ever, aqe-:.ajl!st:C. ceatJ1 :-ates, t:sir:.g t.:~e r.;. s. !=Opula'Cion as a 

stanC=rc. ~vas 12. 7 ;:er 1000 =or Gua'"!1. 

1975 '.-iere lc\.;er t..~!') tl'".e l"'.a.tional rates. T::.e nation's rates ~Nere 

3.6, 3.5 and 3.~ per 1 00 populat~cn. For "!"Q '-.- sa.:-r:e ;:e.ricd, Guam' 5 

rates were 1.0, 0.9 and 1.1 per 1000. 

Guam's dea~~ rates fram beart diSease Nere cOl"'~ista~tly higher ( 

t..l-a'1 t..h.e national rates if c~ed by age group. The 1975 na-

tional death rates fran heart disease for t..~OSe 25 to 44 years old 

were .42 per 1000 for males and .13 per 1000 for females. Cat;Jara-

tively, Guam's rates for the sarre year and age group V'ere .1 per 

1000 males a'1d .2 per 1000 £eraleS. In the 45 to 64 age gr01..'PS 

U.S. rates were .5.66 per 1000 for ~ailes and .1.87 per 1000 for 

females. For t..~e sarre age group on Guam, the rates w-ere 7 per 

1000 for males and 2.7 per 1000 for females. 

There is a deronstrable decrease in observed death rates 

fran l'1.eart disease fran 1971-77 (See EXhibit-=-~.:; page_·_·_· _. ). The 

highest recorded death rate; 1. 26 per 1000 o::=red in 1975. This 

r=.te has declined in a t; .. :o year period to .87 per 1000. ~bst of 

~h.e deat'1s \..;ere related to is c.'-1e.'1"ic heart disease. This fonn of 

l'1.eart disease accounted for aLmst 80 percent of t..'1e total n"'''rt 

Cisea5e ceat.~ bet" .. :e:..'1 1972-76. 

( 
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45 years 0: aqe t .. -ee ge:-_erally a.t lct'i risk. On t..'e average t.~e 

yearly cleat..~ rate :or ;:e.rsons under 45 years '.v"C.S less tl"'2.'1 • 50 per 

1000. L"1 tems of frequE!"'.c"!. t.'U.s ase grou!' accoll.'ts for aJ:out 

13 t:erce...'1t of the ave.raqe yearly ceat..~s =rcm r.e~ disease l:et-

'Nee. 1971-77. 

Persons 45 years ar..d over are ce':initely at greater 

risk of dyir.g f::u'1\ hear-:. disease. 87 perce..'1t of t...'1e a't...-erage yearly 

deatl>.s fran he"rt disease I\'ere in t.l-jis age grou!'. On the average, 

t.l-je yearly deab r=.tio frcrn heart disease ;;:er every 100 total 

deaths in this ase grou!' was 69 ;;:er 100. 

iii. HJRBIDITY 1973-76 

• 
Guam has lllnited rrorbidty data. The follo;ving discussion 

is based on Guam Nerorial l'.ospital data. The heart disease hospita-

lization rate increased from 10 ;;:er 1000 in 1973 to 13 ;;:er 1000 in 

1976. During the four year ;;:eriod. t.l-je fwale po!,ulation e.",:perienced 

c 

the rrost significant L"1CreaSe in rates. fram 10 ;;:er 1000 in 1973 to c-
15 ;;:er 1000 in 1976. 

There were 3,555 case of hospitalization for heart dise:.se 

bet'.veen 1973 to 1976, or a. average of 889 yearly. 51% of t..'1e hospi-

talizat:'cns were fe.7ales. Psc!,le I,ere rrost frec;uently hospitalized 
I 

for ische.'l"Lic he"rt disease. It accented for 40 ?=rce."1t of the total 

number of hospitalizations dcring be four year period, f()llo.ved 

by hYE=er~"1Sive heart c.isease wit.'L 28 ;;:ercent. 

b. CE?.E:'3?.OV:.::>..sa.D'?. DISE.:l..5E 
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ceath en G".:am. During t.'-.e SEVEr! ye",. ;:erioo =rc.-n 1971 to 1977, 

t.'1ere ... -as an averase of O. 37 dea~'1s ;:er 1000 r:c9ulation en G"cE.T!I. 

Nationally, t.'1e rate "iE.S • 099 Fer 1000 (See Ex.'1ibit :: ' " J;:age_' _C.) 
In aCci.ition, par 100 total dEaths, Gua!n had an i:.', erage ratio of 6 

per year d,,;e to cerbrovasc.J.lar disease I TNnere::!B, t.~..e l"..atior..al ave-

rage 'Has 20 par year. 

In 1978 t.l-Jere were 28 J;:atien.:.; receiving r.ai.!,te!1.ance cia-

lysis for a rate of 0.34 par 1000. In P.alv-aii, the rate was 0.25 

par 1000 and i!1 t.'1."! U.S. ~!ainlar.l, 0.20 par 1000. The Guam rate 

is then 36 parcent higher than to: {I.S. rate. 

d. DIABEl'ES MORrALITY 

During the period of 1971-76 there was an average rate of 

0.16 deaths per 1000 r:cpulation on Guam Ccrnpared to an average rate 

of 0.18 pe': :;'000 in the Unite:! State (See Exhibit -:-':page ~~-;:'J . 

The natiol'.al rate of deati'.s t::I ,",l;-l-::;k-"<I appears to l:e decreasing; 

there is no similar detectable trend on Guam. 

l~hen all causes of death were taken into account, Guam had 

a lower ration of deaths due to dial:etes than the U.S. per 100 

total deaths. Gucrn had an average of 0.26 deaths attributed to 

dial:etes ... i-.ereas the U.S. had 3.7 deaths. 

Both nationally and on Guam, fenailes Viere slightly m:Jve 
.J . -. - - . ". 

, l' ed d ' - . '.j... (C: 1:'...1...':1-.' r- . 1 ' , . . _) 
l.nC J.n to ~e :r:ran d~ace ,-es ~ee ""'" J..U.)~ ts _ ,- ' ; and..:.:.:..:..:., Pa:re__ . 

On Gucrn there ... -as an average of 0.12 r.a1e ccrt;Jared to 0.19 female 



1::; I 1 - I :::=' . I 

;RsITOTAL 
J U"~-R 14 I 15 - 24 25 - 44 I L- - 64 65 74 75 - 0\/ 

MALE -'-llt\ ,', 1-,::'. . :J 

;- c:.. ""''-1 t.\ I F I 1,1 I F M I F I M I " 1.\ I F M I I • 

,. 1 .45 1 .47 1 .42. 1 0 1 .08 1 .14 I 0 1 .31 1 0 1 1.43 I .33 I 9.75 1 10.60 110.S71 1S 

721 .36 _27 -47 
1 

0 0 .14 
1 

.15 
1 

.20 
1 

.25 1 .69 1 1.28 
1 

0 1 1.74 1 21 .231 23 

73
1 

_52 
1 

.50 .54 
1 

0 
/ 

0 
/ 

0 
/ 

0 
/ 

.38 
/ 

_24 /2.20 
/ 

1.56 /3.50 /5.12 15.63 131 

74 .35 I 7-.-.>0 
1 

.35 
1 

0 I .07 
1 

0 
1 

0 
1 

0 .12 1.70 
1 

1.22 1 3 .33 13.36 120:.41115 

75\ .30 .2.7 
/ 

_34 
\ 

0 
\ 

0 
\ 

0 
\ 

0 
/ 

_09 
\ 

0 
1 

1.02 
/ 

.89 \4.78 
\ 

6.70 110.3'3 12~ 
70 1.2.7/.21 1 .32 1 0 I 0 I 0 1 0 1.09 \ .II lAO \1.4416.0911.68/9.76119 

I 6.70 14.61 )"n 1 .32 .30 .. 34 
1 

0 
1 

0 0 
1 

0 
1 

.09 
1 

0 
1 

2.11 ! 1.67 I 0 

;G. .35 .33 .40 0 I .02 .04 .02 _17 .10 1.36 1.20 3.92. )-77 

RCE' STATISTICAl: REPORTS 1971-77, O;=;=ICE 0;= VITAL STATISTICS, DPHSS 

ARS TOTAL 

j"1I 30 

:l72 25 

373 37 

;)74 26 

:l751 23 

;)76 21 ;;;, 
26 

,. G. 
25.66 il "·,7 

S::.X 

M 

17 

10 

19 

14 

\I 

9 

13 

TABLE IV_26 

FREQUEt\CY DISTRIBUTION OF CEREBROVASCULAR MORTALITY 

1971-1977 

UNDER 14 15 - 24 25 - 44 45 - 64 

F I M F I M F fA F I M F 

13 0 I I I 0 3 0 
1 

6 I 

15 
1 

0 0 I 
1 

1 2 2 3 t; 

18 0 0 
/ 

0 0 4 2. 10 5 

12 0 I 
\ 

0 0 
1 

0 I 
1 

8 4 
1 

12 0 
\ 

0 0 I 0 I 0 5 I 3 

12 0 0 
\ 

0 
1 

0 1 1 2. 5 

13 
1 

0 0 0 0 I , 0 II 
/ 

6 

65 

M 

5 

0 

2 

2 

3 

4 

0 

13.2:) 13.57 0 .23 .29 .14 1.71 .85 6.43 ""r.Oc) 2.29 

37 - {!. 

! 1 " 

5.13 13.27 2C 

o 

. . - -.. ----

- 74 75 - o· 
F M I 

I 6 
1 

2 l.. ) 
I 

1 -:.--/ -
3 3 

/ 

1 
2 4, · 

1 

/ 
4 2 I 
1 2 I 

I 4 I I 
3.00 2.57 ;: 



·YEARS 

1971 

1972 

1973 

1974 

1975 
, 

1976 

1977 

AVERAGES 

EXHIBIT III - 19 , 
C~REBROVASCULAR t,',ORTALlTY 

RATIO PER IGO TOTAL O~ATHS : 

1971-1977 

TOTAL MALE O~THS 

I 8.24 6 .97 

6.11 4.12 

8.51 7.12 I .. 

5.79 I 5.20 I 
I 5.22 I 3.79 I -

5.01 3.24 I 
I 6.84 5.35 I 

1971 - 1977 6.53 5.1 I 

FEI.\AL~ 

10.83 

9 .04 

10.78 

6 .67 

7 .95 

8.51 

9.49 

9.04 

SOURCE:. ST~TISi1CAL REPORTS 1371-77, O:=FICE: OF VITAL 
STATlSi1CS, O?HSS. 

37 - B 

. , 
. ! 



GUAM- U.S. DIA3=:TES r'.~ORTALITY RAT ES: 

1971-1975 

YEAR U.S. GUAM 

1971 .19 .10 

1972 .19 . 23 

1973 .18 .22 

1974 .18 .1 I 

1975 .17 .08 

YEARLY 
.18 .15 AVERAGES 

--_.-. 

.. 
' . 

0' 
SOURCE: STATISTICAL REPORTS 1971-75, OFFiCe: OF VITAL STATISTICS, DPHSS 

• PROVISIONAL STATISTICS: AIWUAL SUMMARY FOR THE U.S. 1975· 

YEARS 

1971 

1972 

1973 

1974 

1975 

1976 

1977 

YE,\RL Y 
t.vSR;' CES 

EXHIBIT I r.r - 21 

DIABETES MORTALITY RATES 
1971-1977 

TOTAL 
SEX 

MALE 

.10 I .11 

.23 .19 -
I .22 .16 

I .II .08 

.08 I .12 

I .23 .12 

I .09 .05 

.15 I .12 

FEMALE 

.10 

.28 

.30 

.15 

.03 

.35 

.13 

.19 

- -SOURCt:.:ST:..TISTlC:'L P.SPO;l,S, 13f1-77; OFFICE OF VIT;'L STATISTICS; D?HS S. 

o 

37 • 

logistics
Rectangle

logistics
Rectangle
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cea~~ ~~ 1000 po;~aticn. 

OUr; r.g t.~e periccl 1973-76, t.~e!:'e f .... -aS a.TJ. average rate of 5 . 02 
. , 

cases per 1000 9Opulation hospitalized :or diaeetes ffiellitu5 (Se~. 
-. -, - , 

E.. .. <hibit ·- ,- ;age __ '_). G:.neally , ttose i..""!.diviC:uals !:oS?i';-~l ized 

ta'1.ced to ;:e Ce--=::ea'1 ce ases of 45 to i 4. F.cw"&ler t1:ose il·1Ci.vi-

hospitalizatioI";'s t..i;.at1 those l:et:",v"'ee..'1. 65 to 74. ?ran 1973 to 1976, 

there I'!2.S an average of 191 hospitalizations per year in t.'1e age 

group 45 to 54. 

4 • Thr"""'ECTIO~S DlSEil.5ES 

a. PNEtMONIA - HORT.lILITY 
l-

OUring the period of 1971-77, pheunonia has averaged 

8th arrong the ten leading causes of death on Guam. For the same 

period, there I'i2.S an average of 21 deat.l1s yearly fran pneurronia or 

an average rate of 0.28 per 1000 IX>pulation (See Ex.'l.ibit"",:::,,:,,; page 

-:-. ,-). 
, 

Although insignificant, Guam's averaqeror-c.ality rate 

for the four years presented in the table al:ove is higher than the 

U.S. rate per 1000 . U.S. rates show a consistent rate of declL~e, 

wnereas Gua~'s rates seem sporadic especially wTIen 1975 and 1977 

rates are included; .291 and .208 per 1000 respecti'iely_ 

Of t.!;e average 21 deaths yearly fran 1970-77, 52% 

were males (See E:·~'1ibit ,-: ' ; . page· , . ). SLxty-six percent of t.;"e 

average yearly deaths fr= pUe!"!ronia ' . .;ere 45 years arLl. older; 19 



eXHIBIT TTl - ?7 

DIABETES MORTALITY RATIO 

1971-1977 

-

YEARS I TOTAL 
MALE FEMALE 

DEATHS . 
1971 ·1 1.92 1.64 

1 
2.50 

1972 
1 

3.91 
1 

2.88 
"1 

5.42 

1973 I 3.68 2.25 5.99 
. . 

1974 1.78 Ll2 2.78 

1975 1.36 1.72 I .66 

1976 4.30 1.80 9.22 

1977 1.84 I .82 3.65 

YEARLY 2.6 1.7 4.3 AVERAGES 

SOURCE: STATISTICAL REPORTS, 1971 -77; Orrl:::E Or VITAL STATiSTICS, D?HS5. 



1971 

... 
) 

GUAM I 0 .35 I 
U.S. I 0.27 

EX~IBIT TIL~ 23 , 

GUA~.l AND U.S. PNEW,\ONIA MORTALITY RATE 
1971-1977 

YEARS 

1972 r 1973 I 1974 19 75 , 19 7 6 

0.32 I 0.28 I 0.28 I 0 .26 I 0 .29 

0.28 I 0 .27 I 0.25 I 0.25 I N.A. 
. 

SOURCE: STATISTICAL REPORTS 1971-77 OFFICE 01' VITAL STATIS7ICS. O?HSS. 

STATISTICAL ABSTRACT 01' THE U. S. 1977, U.S. OE:PT. 01' C OM.·~E:RC::. 

38 - A 
--------..,...-----~-... . _._---

D 

YEARLY 

19'77 
AVERAGE S 

. 

I 0.21 I 0.28 

N. A. 0.26. 

. " 

. . _- ... -.; 



'EARS 

19 71 

972 

1973 

1974 

1975 

1976 

IQ77 

YEARLY 
,V ERAGES 

:to'" i -- . . ::. :.n::: . ,:~ .-' . 
( . " " ', , 

l
' " , 

... .. . - . .... 

SEX 
TOTAL 

M 

24 13 

22 0 

20 II 

21 II 

20 10 

23 15 

17 10 

2.1 II 

F 

II 

14 

9 

10 

10 

8 

7 

10 

o EXHIBIT II J - :>1) o 
FREQUENCY DISTRIBUTION OF PNEUMONIA MORTALITY 

1971-1977 

UNDER -I 1-4 5 -14 15 - 24 25 - 44 

M F M F M F M F M F 

2 3 I I 0 0 0 0 I 0 

2 2 0 0 0 0 0 0 I 0 

3 I 0 I 0 0 I 0 I 0 

I I 0 0 0 0 0 I 2 I 

0 4 0 0 0 0 0 0 I 0 

3 2 0 0 0 0 I 0 2 0 

-
I 2 0 0 I 0 I 0 2. 0 

2. 2. 0 0 0 0 0 0 I 0 
, 

URCE: f -IS TICAL REPORTS 1!l71-77, OFFICE OF VITAL STATISTICS, DPHSS. 

45 -64 65 -74 

M F M F 

3 ' I 4 4 

3 '3 I I 

I 2 3 1 

I 0 5 1 

'3 0 4 2 

'3 0 3 2 

I I I I 

2. I '3 2. 

75/0VER 

M F 

2 2 

I 0 

2 4 

2 6 

2 4 

'3 4 

3 '3 

2. 4 

OJ 
(V) 

logistics
Rectangle

logistics
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.......o."'-CO,Mt '·e~e i1"'1~~""~- .:::..:::-."-1an a 'i~.o.:l't'" old ~ ____ • '" _ __ ........ 1....:1 __ ... .:::1 '-- __ _. 

'J ' ; . 

2et",vee.'1 1971-77, ~t;.e pU~7;":onia c.eat."-1 rate for males 

P..2.S l:ea'1 ::luct>..!2.tir.g ::et.;ee.'1 .2 to .:1 or an average yea.!"ly rate 

of .3 p:r 1000 male ;;:o;:ulation. ?erale rates basically followed u.e 

SCIre p:ricd. females in t.'1e 1975 and over age group had the highest 

average c.eat.'1 rate; 17 J:=Er 1000 ferale FOpulation. ::ollowed ';:;y 

males in u.e sar.-e age group '.d.t.'1 ,m average of 11 ;:er 1000 males. 

On the average, there 'tiere 5 E=neurronia deat.;'.s ye::lrly 

p:r 100 total deaths cet.;ee.'1 1971 and 1977. 

i. ~!oRBIDITY 
, : , 
, T 

For the period 1972 to 1975. there was an average 4P.-
J ~. : '. . '" ,. I ':' 

/ ' 
\ "fection recorded. for an incidence rate of 2.97 per 1000. 

~<'--___ 5. LIFESTYLE INDICATORS 

a. SUICIDE AND HCMICIDE 

.t< 

i. SYicide 

The seven year average annual rate of suicide deaths 

for Guam l::etween 1971 to 1977 was detennined to l::e 0.10 per 1000 

compared to 0.126 per 1000 in the United States in 1975. The 

incidence of deaths due to suicide has l::een increasing in recent 

years in the U.S .• especially arong young adults. Conversely. 
,. 

there is no derrostrable increasing tre.'1d for Guam's suicide deat.l1 

rate. This is sUPFOrted by the fact t.l1at the 1976 rate of 0.038 

per 1000 was the lc\>,-est for t.l1e seven year pericd and t.'1e 1977 rate 

of 0.18 per 1000 '.vas the highest. 

ii. EWICIDE 

There is a general i r:crease i.'1 nurrcer of hcmi-



CiC.E b=':' .. :Ee" 19,1-77 ' .. ;as 0.12 ;:E1:' 1000 ccq::ar:d "CO O. 09 ~ 1000 

in the t'. S. ::or 19,5. :::"ne :nale ::opul::.~ion b.as a s:'qn i =icE...l1tly hi.gr.e= 

rate, .10 ~ 1000, t."e fenales at .02 ;:er 1000. This c.Efere..'11:ia_ 

is sL~lar to ~:at of ~~e United Sta~;s fer 1973. 

b. DFrG ?-2USE 

as t.~e rr.et1""1X:.one clirli.cl 0= t.~e Guam Corrmunit'l ;,'tcntal Eealt.~ Center 

is t.;'e rr.ail'1 provider of feeerall y assistee sul:sta'1ce abt.:..Se treat-

ment. .~ total of 128 aCmissions aTlc 197 disc:-.ars;es ' . .jere recorded 

by t.'1e clinic dur; '1g ::iscal year 1978. .lI. majority of t.l'te clients C 
treated for dn:g abuse in Guam ani t.'1e u.s. were for heroin acdicticn. 

It appears, though, that the pe:'ce.'1tage of admissions for heroin 

addition on Guam are higher. because other carrronly abused drugs are 
. 

not readily available, e.xcept for alchol , .... nich is legally dispensed. 
" 

Both Guam and t.'1e United States reported a majority of admissions 

for heroin addiction as being rrales. In Guam t.l)e 21-25 age group 

reported the highest percent of admissions follOl.;ed by the group 

aged 26-30. 'TIlls is in contrast with the United States Ivnere the c 
26-30 age group shcMed the highest pe:'centage of admission, followed 

by t.l)e 21-25 group. 

During Fiscal Year 1978. 98 pe:'cent of t.'1e clie.'1ts sec...n 

on Gue.'!l ',iere heroin addicts L'1 ccrr.parison to 51 ;;erce.'1t of clients 

sec...n in the (;.5. A high proportion of clients (76%) Ivere male; 

\v'ith 69 ;::erce.'1t of ben bet'::ee.'1 t.'1e ages of 2l~30. Forty-one pe:'ce.'1t 
r 

of met.'1odone clL'1ce clie..'1ts began using hee._L'1 ::et' .. :een t.'1e aqes of 

13 ar:c 21. ':"':"0 
~.- C .5. re;::orted a i:".ajorit"/ 0:: aC::U.ssicr:.s 
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as l:e i r:g ssl=-re=erral, f:li t.~ G~rn I 5 ~cerrtage of sel=-refer=als 

higher t.raf'l t.::'e U. S . 

I.ccal admissions sr:c\··;e-= a substa..l1tially higher ;:erc!2-l'ltage of 

addicts usir.g hero; n ",Dre ~"-1a..'11 t.'1ree t~.",es a Cay.. Due to t1:e puri~:.I 

of t'1e drug on Guam, local addicts '.,auld e:q:e~ie.."!ce rro~e se'l~e 

l:et,ee.'1 Gua.'1\ ar.d 24 rrajor U.S. Cities, re.."'.ks Guam si:rt..'1 highest in 

drug treatrr~'1t wit'1 a rate of 139.8 admissions per 100,000 popu-

lation for 1976. In t~rrns of emerse..'1~i room d~ug-~elated cases, 

Guam outran.l{s all 24 cities in the s2II;lle wit'1 an estiil'.ated 325.8 

cases per 100,000. Guam's drug related deat'1 rate for 1976 was 7.3 

per 100,000 FDPulation, or the third highest rate of the 24 cities. 
A ' ,. • ~ ... ' -

c. .M£HeEO ABUSE 

Although statistics relating to alcohol abuse on the island 
<o.: : /~ " : -= 

are sources, an analysis of alcohol related traffic fatalities will 

provide, to serre degree, a sense of the extent of alcohol abuse 

related rrorta±lity on Guam. Between 1968 and 1972, Laennec's 

cirrhosis, a form of cirrhosis alrrost always caused by extended 

alcohol abuse, was found to l:e resFDnsible for 10.2 percent of all 

Cirrhosis deat'1s in the age group 45 to 54 years during this period. 

The proportionate mortality frcm t'1is disease was highest among 

'" caucasions accounting for 23.7 percent of all caucasion deat'1s in , 

the 45-54 year age group during this five year period. Cirrhosis 

of the liver wo.s reported as the tent'1 leading cause of deat'1 on 



?=.ce ';2 

G'.1a-n i.z! 1976. c~ -=::GSi5 :.cco~ted 

recorc.ed by all,! state 1...'1 t..~e u. s. .;'1,r.ot..'1e:- i'1di.cator of a l d:ol 
" 

abuse is alcohol related ~af=ic dEat~. 

Safety stE.tist.ics ir..clicate t..~at 15 . 3 :;:ercent 0= all tra.=fic 

_~~r::l_l_i r_i ~s C"' , Y"_i n.S' ~:"Q. ~.,.....: c'" J-nu~"'! 1 __ _ _ .......:.. '-'"'._ ::o;;;;_~ \.0. c::.:..~ ' _I 1976 to July 1, 1978 '.ve:-e 



Page 43 
Ei·!S Pl5J1 

The only t¥-r:es of ground errergency ve.lllcles available are all'bu-

lances. CLLrre.'1t1y are o;:erate::l by t.1-)e C€pai Lr.e.'1t of Public 

Safety's Fire Division. All of t.1-)ese ve.1-)icles rr.eet Federal s:;:e::i-

fications. L'1 ada; ticn, DPS has purchased __ used milit-"" .. y all'J:::ula-

nces, it is inte.'1ded tP..at these ve.lllcles l:e used :or --
The military (Navy aril. I>..i..r::orce) cperated ambulances which 

assist the Civilian Carnmunity as necessary. 

The Al:ned Forces also use their helicopters for emergency air 

transportation, particularly I,hen accidents oc= in areas that are 

not readily accessible by land. Air vehicles are fundamental to 

_ inter-island transport, and necessary for the ev~tion of eritical 

care patients. 

The Departrrent of Public Safety owns a har!:or patrol boat which 

is utilized in emergencies at sea. The erell (is/is not) trained in 

First Aid:'Supporting the har!:or patrol boat is a Navy crash !:oat used 

for sea rescue. 

The I>..med Forces are or have t.1-)e ptote.'1tial to play a significant 

role in t.1-)e island's ability to handle srergencies at sea, to se..rvice 

IVc!ter recreation areas, and to reac.'1 ares inaccessable by conventional 

ground ve.lllcles. 

":2 • A'1EllLiI.N:E CCVER.~ 
'-' 

LCC.".TION I>.e-iD COVE8.:'.GE OF HILT.".RY Fi-!EI.JTIl2':CES 



?orce C'"'JnT.=T'lCs t~-ol;.gr.out -:"~e isl~,,:d. =:-:l~"1 ~ot:gh presal1tly t.~ere 
.. l . '-

is no fco.a.l ?rcc~cre, -:...t-:e a:."'Pbulances 5 t':'ll res~nd to calls t.~;-.ere 

needed, aiit:: it is usually serre.·.nat ; n close prc..~.irpity to wnere t!ley 

are stationee. ~~it __ , ;Ege __ , sho\~-s the location of milit=,.-! 

arnbula.:."1ces cr.c t:".eir "C"avel tirr~s to Guam ::!Erorial Eospit";I). Tr.e 

mili +-=ry arnbula.'r'!.ces ?rO\ric.e ~e.r:;e.rtcy service t::> mili t;l,....Y ::ersoI't'1el 

ambula'1ces also reSEXJnd to calls '.mere civilian.s are ; n need of 

emergency transportation. It is difficult to ac::urately est:iJnate 

the total population served by each ccrnrand. P.cwever, the 

ambulances are responsible for serving approxi~tely persons. --

This v.ould include military personnel and their dep:ndents, and cer-

tain eligible civilian; · Of course, since the arr.bulances respond to 

all calls, t. ... e actual nUI1'.ber that they serve is greater. 

3. LCX:ATION Al.'lD COVERll.GE OF PliBLIC 1I.\!EUL1N:ES 

There are __ operational fir; statiOns, __ rrore than there 

w-ere when this plan \Vas first =itten. All these stations offer 24 

hour fire-fighting se..rvices. fI.rnbulance service is operated out of 

of the -- fire stations . Exhibit. __ , page __ , shows 

these stations and their areas of responsibility. There is 

___ back up arr.bulance. 

il.rnbulance service is provided by t.l-te C-oVerl'lTent of Guam to a'1yone 

wno asks. Patients a!"e scrr.etl!rSS lata!" billed a noJ:lllal fee by t.'e 

hospi tal. The arroulance Service is opera ted by the F; ""e Opera tiol'.s 
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Utilization of t~e awbul~ce falls under tNO broad categories 
"l"l.:-·:--='-

emerse."cv runs a."1.d non-energe."cv !'1.lr'.5. Xon-energency rur.5 can l::e 

defined as t':.ose requirir:g no tr=~.e..'1t by arrbulance j:ersol"_'1el. The 

great"',- j:erce.'1tase of non-energe."cv nms i'1cl1.:.de trans~rc.ation ser-

vice for routi..'1e :nE"'...ical a~i :1trre.'1t. The fact tl-Jat a lerge j:er-

ce.'1tage of a.I'bulance r'..11".5 are still of trus t't,;:e sr.cl-iS a need for 

sorre alt-emate system of r.cm-er.erge.'1t transp:>rt. 'The Family Health 

Program (FHP) and a Rllral !".ealth Initiative Project of the Cepart-

ment of Public Health and Social Services have or plan to provide 

transp:>rtation services to clients in the Sout'1ern Part of the 

island. The Division of Senior Citizens also provides schedul~· trans­

p:>rtation for rrany of the island I s Senior Citizens. Department of 

Public Safety figures for the years 1978 and 1979 s~~ that 44% and 

45% 4 of t1>e total ambulance runs were for non-emergencies. 

As a j:ercentage of population, the villages that show the highest 

utilization of non-snergent transp:>rtation for 1978 are: 

1. Tarnuning 1214 or 8.97% 

2. ]>.gana 74 or 8.39% 

3. Agana Heights 77 or 2.34% 

4. Ta10fofo 42 or 2.08% 

5. L"larajan 39 or 1.85% 

6. l'matac 12 or 1.63% 

7. Nerizo 25 or 1.50% 

The remainder of t'1e villages were at less t.~'1'1 1 --_.:>'! of t'1eir popula-

. . 
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f,'tQS se:cnd ~ .. ;it...~ 50~ 0: its runs listec. as non-eT~ga'1c!·. TI'!E!:'e is 

rD data available to cet~~~e \'-li'ly t.~eSe t',l:) villas:es p.ave suc!1 hiS"h 

perce.lJ.t.ages of non-er::rge...'1t r...ms. HO,'-I'ever it is ge.'1erally ;.a;a·.n t.~t 

in t.:'e T2.Iii\.:l1.ir:g area, clLn;cs fu"":C ;>ri'ti"ate ;:hysicians request t=a.'1S-

AgaI'.a F.eighs runs are =or traJl..s£e.r of patie..l'1.ts fran the )laval Re-

gional ~!edical Ce.'1ter to hone or to ~'!H. 

A clearer picture of all'bulance utilization will be achieved if 

a standard ambulance rep:lr---ing frcm is used by DPS. 

The total numl:er of ambulance runs inclusive of non-energent runs 

continues to increase . DPS rep:lrts ShCM the following for the period 

1975-79: 

'IOl'AL RUNS 

1975 3,146 

1976 3,461 

1977 3,712 

1978 4,938 

1979 1,825 (as of 4/3/ 79) 

Studies of t.'1e logs of t.'1e E!rergency ro::rn at Guam :'!errorial P.os-

pi tal sho;.;ed variance wi t.'1 DPS figures. There is no ei',ergency rocm 

record per se and it is irrpJssible to trace a patient t.'1rough pre-

hos!?ita1 to er,ergEr.c'l ro::rn. Give.'1 t.''1e in::orrration in be logs, t.~e 
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cate;ories: 

~.·:o 

1. E-DPS- Eire-ge..T'lcy-3rought in by ~.rrbular .. ce - ~7ot ;'.i:mittea.. 

2. E-DPS-p~N- £n:rS'e.'1cy-3roL!ght i.1"l by 4~.rrbulance - 4:laitted. Serre 

of t~e Data is inc~lete d~e to ~~e ::act t~t serre 3.R. Log Books 

t • .;ere miss; ~g. Tr.e ::olla ... ; f1g is a listing of arpl:ular.ce tra..'1SE=Or:ed 

e!r.erge."1cies : 

1975 

October 1, 1975 - December 31, 1975 

E-DPS 155 

E-OPS-ACN 60 

215 

1976 

November 23, 1976 - December 30, 1976 

E-DPS 54 

E-DPS-fl.r::t1 10 

64 

1977 

Januar/ 1, 1977 - December 6, 1977 

E-DPS 646 

E-OPS-.'l-.J7.>! 269 

915 

1978 

AE'ril 4, 1978 - ~ove;:r.e" 2, 1978 

L-DPS -199 



Na.'J ~"T _~.s 
1979 %'Tar~L FOP.* % FOP. 

AG.~.NA 74 21 881 0.0839 

~.G.~.N.~. EEIG-iTS 77 60 3,284 0.0234 

AG.:l.T 53 19 3,979 0.OB3 

il.£l.N 13 27 2,012 0.0064 

;lEPA ,..:EIG-iTS 6 35 ----

E;>.?lUG.~.DA 44 22 7,762 0.0056 

CE;lu.N 1'il£.o 7 12 3,135** 0.0038 

DEDECO 108 23 23,659 0.0045 

li".R-1Q.'1 26 25 

INfLPJI..J?.N 39 29 2,062 0.0185 

H.a-INA 6 46 

MAITE 16 26 (S, 230 l. *** 

M.".KGIIAO 45 23 6,822 0.0065 

MERIZO 25 30 l r658 0 .. 0158 

!--n~:G 18 34 5,230*** 0.0101 

NTI1ITZ HILL 4 40 

ORCOl' 5 17 (3,1351 

PITI 15 19 1,521 0.0098 

Sil.NTA RIT.lI. 34 35 10,408 0.0032 

SINil ... JF..L'lA 38 31 2,471 0.0153 

T.'lliJFOFO 42 35 2,016 0.0208 

TP-..L'1UNlliG 1214 79 13,527 0.0897 

'IOIO 19 25 (.5,230).*** 

niL·leN 54 27 

L11 ... T.lI.C 12 19 732 0.0163 

YIC-O 24 24 10,424 0.0023 

YONA 47 21 4,233 0 .. 0111 

* U.S. lOUPEAU OF THE: CENSUS - PRELTIIN".RY ESTTI-IATES 
* * Cl-IALF.N PAC-O - OFWI' ARE CO~Th'ED il.5 .... SD:GLE FOLITIC.:;L liclIT 

*** ~Cl'-.'Q!O::''G-'Ioro-~:AI'IE A.."RE CCHBnm:J AS A SDlGLE POLITIC.:;L UNIT 

~6 - ;I. 
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E-DPS-."EN 

1979 

178 

677 

Januaxy 1, 1979 - July 24, 1979 

E-DPS 401 

E-DPS-jl.r:N 213 

614 

The difference l:et.,-een w"b.at is rep:;rted by DPS and the G,m E.R. 

log l:caks is readily app::.re.'1t. This ","ill continue until a standa..rdized 

rep:;rt fOI:m for t.'1e aTlJbulance is developed. (For rror~ specifics on 
~ . ..:.~ --f -;. rJ •• ..:.. ,'.,.: 

!J..!. !.l-- r-ambulance runs see exhibits through ,pp. ;e.f.:=q.J. 

5. RESPONSE TIME 

For pllrFOses of this plan, a rapid reSp:lnse m.e is defined 

as five minutes or less fran the time the ambulance is called until 

it arrives on the scene. 

EKcept for those emergency cases which oc= at or near stations 

with ambulances, reSp:lnse time is estimated to l:e well l:eyond ten to 

fifteo..n minutes if tranSp:lrt to the hospital is included. It should 

be kept in mind that the areas of rapid resp:;nse have been drawn 

assuming nomal conditions. This tilne is drarratically increased 

during rain and rush hours. 

6. BEYOt'\lD Rl>.PID RESPONSE 

There are a'1 estimated 32,378 Feople or 36% of t.'1e projected 

in 1980, 89,938 civilian p:;pulation t.lEt live outside the areas of 

rapid resfCnse. ;l.eca'1t placerr.e.'1t of cinbulances in lil'atach and Yona 

have allieviated scrre.·lhat t-~e resp8nse tiJ.Te preblEIT's. 
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required ::-er Federal Sj;:eciiications I,-ere missir.g, roOt \,'Orkir.g or ur.der 

repair. On the day of t.'!e insFection 3 of t.~e 5 ambulances I,-ere l:eir.g 

repaired. A recent report in 1980 sh~,'Ed ti'.at at least one ambulance 

-" 
lOCked necessary medical equipr.ent to administer oxygen ar.d to j;:erfo:z:m 

suction. I..ac.~ of proper Il'.aintenance, fur.ding for equiFIDent a'1d sup-

plies, weati'.er and terrain at tilnes render these er.erge.'1C'{ ve.1-ricles 

practically useless. 

MILITARY SYSTEN 

The Navy and Air Force use vehicles similar to the Fede..TCl 

KKK-A-1822 Type II vans. It is not known at t.1ti.s time Ivr.ether the 

ambulances meet all of the Federal Specifications. 

l\ME1JIANCE CCM-lUNICATION ClI.PABILITIES 

CIVILIl\N SYSTEM - TELEPHONE 

The Department of Public Safety utlizes the local telephone 

systan. Citizens may access the systan in several ways: 

1. They may callthe stations using the individual station's 

2. 

telephone ' numl:er. r"-. 
~ . ... ; :..-,.:). " ~..:,... '- " -

• • -. I 

systan.or -five! 
• 

They may utilize the five digit 22222 

This number is generally used for fires, hoIo.-ever, 

DPS has no objection to it l:eing used for medical energen-

cies. The "five b'O's" systen has limitations: 

It Cces not ring in all fire stations. 

It is a party type line and valuable ti'Tle is lost in t.':e 

sorting out of info=ation as to the caller's location 

and the detennination of I,hich ainbulance reSlXlnC!s to 

the call; 
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3. 

systEm rray ce L!SeC for ~J:ula.r.ce service. 

-
systen :ray ~e usee ::or arr~ulance ser-lices. 

They ~l Cia! tl:e Ce..'1cal C::I'!!!'1...k"licat:!.ons Ce..'1ter 0:: 

Police Division 0:: DFS. Th.e Ce-'1ter t-~e..'1 -.. iill ac.vise t.."-:e 

closest available arr~u!ar..Ce. ~r.; 5 systen also fo....as a Cat;'i-

bac.1( L.11 t-~t t-~e co: i 1 =or assistar.ce at t.~e mi."'; ~-n is 

RADIO 

A grant fran tl:e C€partment of Transp:lrtation (IXII'~W.S'rA) t-'trough 

the Office of Higll',vay safety allOlved for the installation of a sEr:arate 

UHF (Ultra High Frequency) Er:o!S radio syste!1\. 'llie system enables amCu-

lances to direcUy camrunicate with the I?!H Emergency R=rn. In addi­
K. ' I 

tion, the system has a bioteler.eth"lg feature. 

In order to l:ett",.. ccordi.nate B1S activities, a secor.d medical 

ccmnand Console is available frcm the C-ove..''l':me.''lt of Gua!lI for use by t-l1e 
rr: r ... ·· 

j)",!F:C. It also has the biotelet..'i/ feature. 

HILIT1'.RY SYS'ID! 

c 

c 

'llie rnilih.ry utilizes a lecal ::;:t:one system as ',;ell as t' .. ,1:J-' .. IaY radio 

c::mmmication. ,;l~l military a.TPbula'"lces and facilities are e::ui;:;e::l 

cation or dis;.atch ce.'17=r, t.~e a,11'lbulances can C;...J.llI ~ll.i"1icate 1 • .;it..' oce 
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This section has descrfred ti'.e transp:lr'"..ation system, identi';:yir~ 

those characteristics that will b.ave an iIl'ipact on tlle effectiveness of 

this plan and indeed this DlS System. 

Collectively, the military op:rates _ ambulances on Guam. There 

are __ stationed at t.'le Nl-lFl:, at the )laval Station, at t.lle --
Naval Magazine, __ located at the Naval Air Station, t.lle Naval 

COrmunication Station has and ambulance is stationed at the -- --
Anderson Air Force Ease. 

There are __ operational fire stations wch offer 24 hour fire 

fights services. Ambulance services is operated out of __ of the 

stations. 

A nEM fire station was a::mpleted in _______ ' 19 __ in 

Umatac. An andJulance service is planned for this station by ____ _ 
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HEALTH C.;RE DELIVERY SlSTB-! C.~~..cTERISTICS 

This section will descri.1:e the health care delive..ry system charac-

teristics of Guam ~'1ro1..'gh a discussion of ~~e island's b'O rrajor heal t.'1 

care systems, t.'1e civilian system and the military systsn. The areas in 

each system to J::e discussed include rnanFOW-eI', fmancing, facilities ar:d 

se.."Vices . 

The objective is describiI:g the current l:oalt.l-:! care system is to 

understar.d t.'1e gecgraphic distribution of t.l-:!e system's resources r:eces-

sary to supplement existing deficiencies. This will assure an D!S 0 
capable of J::ein; effective wne.'l impleme.'lted. 

OVERVIDv 

Guam has a pluralistic health care delivery systsn containing public, 

private and military medical services. The public services are generally 

delivered by Guam Memorial Hospital, the Fire Division's ambulance service 

and the Department of Public Health and Social Services. The private 

.. services =nsist of physicians, dentist, opt.anetr;irists, multi-speciality 

medical groups are phannacies. The military services =nsist of the :l>IRC( ) 

out patient facilities, ambulances, specialist services and clinic. Thus, 

Guam's health care is delivered by b,'O distinguishable systems; 

The civilian systsn, canprised of a public and private 

ccmp::ment; ar.d 

The united States milita..-y canponents. 

These b.'O carp:lnents are designed to served t-...o distinct FOpllation 

groups. The civilian system ger:erally servi:tng the civilian FOpulation, 

and the military system generally serving active duty r:ersonnel, de~endents 
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and certain eligible civili.a!'.s. 

THE CIVIL!.",,'! SYS'IDI 

'!he civilian PJpulation is se....-ved by a public healt.'l syste:n ar.d a 

private healt.'l system. The 1:\,-0 syste:ns .c!;;~,,""le's operate interde;:ende.'ltly 

on several levels. F.av-ever, for ptJrFOses of this plan en! y 1:'.--0 levels 

financing. '!he se....-vices offered by the public agencies and t.l1e private 

practices are revielved as b.-o additional sub-sections of this section. 

MAL'lPCWER
5 

'!he 1980 survey of health manpower conducted by the Guam F..ealth 

Planning and Developnent l>-~ency (GHPDA) showed that Guam had ..2£... 

physicians. 001 has at least one staff physician on duty during the 
~ ... 

dYa at the 6lleIgency roan. In addition to the on duty 6lleIgency roan 

physician, the specialist 'on call' list provides the ER physician 

consultation when a specialist is needed. 'On call' specialists are 

rDW linked to the EMS radio system, as each one is equipped with a b;o 

way handi-talkie radio. None of the physicians has specialized in 

energency care. 

l>-.ccording ~ealth manp:l\ver survey conducted in Cctober, 1980, 

Guam had a total of 230 Registered Nurse (RN' S) and ~ Licensed 

Practical ~urses (LPN'S). Of a total of 288 RN'S and LPN'S, 10 are 

instructional nurses and 39 are Depart!nent of Education Schcol F.ealt.l1 

Counselors, and aCministrators. The renainder are active in r:atient 

care. DOE school health counselors co provide liInited r:atie.'lt care. 

Naval Regional ~!edical Center EIr.e..""genc,! Rocm is staffed after 
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hours by an on-call ]?hysioian. Thera is a petty officer b charge, 

ambulance attendent and eri'ier, and t\v"O eme.."'gency roan t-cchnioians. 

'lb supp::>rt er.ergency services there are also technicians available 
>J 

for the laboratory, radiology, cost rccrn, inr.alation therapy, ar.d 

operating. In addition to the nom.al watches, a nurse practitioner 

is on duty duriJ:g Iv-ee.1(ends. The nurse practitioner has special 

t...rai.ni.nq ar.d per::O!!tlS diagnostic ar.d definitive treat!r.e.'1t of a level 

similar to that of a physician ' s assistant. 

FlNAl'\CIKG 

The C-overnme.'1t of Guam finances rr.edical services throl:gh revenue 

taxes, fec...s for service fran patients or third party reimbursement 

arrangements • 

'lilere are many established programs that quali£ied patients nay 

use to pay for health care services. 'lilese programs include: 

Private indemnity health insurance 

prepaid health prcgram (rMO) 

Medicaid 

Medicare 

oorl<men's CCXt;lensa tion 

special gove..>TJInent programs providin;r care for Tuberculosi~ 

Parkinson's disease and diabetes. 

In addition, t.!:.e gove.."T.Ir.ent provide:;s free services t.'1rough the 

Departrr.e.'1t of Public Health and Social Se..lVices to those who cannot pay 

for their elm health care. or do not qualify for any of the suppler.ent-

ary inccrre programs . 

. F]l-CILITIES· A:-:D SERVIC:::S 

( 

( 
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Fll.CJLTIES ~1D S~CES 

The C.avs-rr.rr~~t of Guam provices the r.ecessary ss-rvices to ~~e 

civilian t:Opulation through Guam ~!er.orial r.ospital. Jl.cute ar..d 

Intensive care services are proviced in dIe rece.~tly purcPzsed 148 

bed facility (::or.r.erly Medical Center of the Harianas). Skilled 

Nursing, Hera:lialysis ar.d Lor.g Term Care are provic.ed in t.l-!e old GIH 

facility nearby. These 1:'.,0 facilities provide~ a full range of sar-

vices in ac.dition to inpatient and outpatient IT.ental health services, 

rr.edical outpatie.~t services: and e.xte.'1ded care ss-rvices. 

Through t.~ Department of Public Health and &Jcial Sernces, ~'1e 

Goverm.ent ~E?~ provides preventive lI'.edical and dental care, health 

e:lucation, large scale diognosis and treatlt1ent p:ro::JLaIiiS in the areas of 

___ =nunicable diseases, mater;'al and child health, chronic diseases and 

=ipple:l children I s services. 

The Departn:ent conducts its prcgrams through two dia91'.ostic and 

trea.tlt1ent centers and four village health centers. An additional village 

service is operate::! out of the Central Diagnostic and Treabrent Center 

in Z,!angilao. 

Mditionally, the University of Guam and the Departrr.ent of Education 

operate a school nurse program and provide rr.edical manpower training 

programs. 

PRIVATE SECIDR 

The private sector provides primary and specialty medical services 1:'jpi­

cally through its outpatient rr:edical practices and hospital services. 

The private sector confines itself to the !l.gar.a, TeIlll.lning, F.amon 

''medical care cc=ic.or". The result I:eir.g tr.at the relatively less 
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p::>pulated SQut!:e.."":l p::>r--i.on of t.':!e islar.d r=rair.s isolated fran t.:-:le hub 

of rr.er'-ical care on Gucm. 

THE HILITilBY SYSTEH 

The military b.as stationed on Guam ohysicians, of wtllch_ --- --
are Air Force physiciaI'.s, wtllle the remair.c.er are affiliated ',lith the 

Navy. The-j are lccated througr.out the island at various outpatient 

facilities ar.d at the u.s. Naval F.ospital. 

This figure highlights the fact. b'1at the IT'.ajority of military 

physicians are located in the Nor-..he..T"l1 and Central regions of t.lle island, 

once again leaving t.lle Soutl:ern region ,vithout physicians. o 
Specialists typically function at t.lle Center of t.lle system, i.e., t.lle 

hospital, while the gene...ral practioners and supp::>rtive para-professiol'.al 

typically staff the outlying clinics. There are advantages to this types 

of arrangement in telJllS of reducing costs arxi inproving effeciency and 

accessability . 

Of the __ Corpsmen available __ % are located at the t-MRC, ,vhile 

the remllnder are at other military sites throughout the island. 

FINANCING o 
With fell exceptions there is no charge for medical services within the 

military health care delivery system. The services rendered are paid for 

through the federal gove...'7lli.ents general revenue taxes. For those who 

IlIl.lSt see.l< services outside of the military healt11 care system, the mili-

tary provides a rr.edical insurance program (CHt>~~!PUS), which reimburses t':e 

civilian providers for services utilized by eligible military personnel. 

FlI,CILITIES i>.ND SERVICES 

Tne military health care delivery syste.'l1 is centrally organized throt:gh 
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the Naval ~ional :.,cr; ; cal Center & Tl:e ~ilJP.c is an ac..!te care :acility 

providi.!'lg a full ran;-e of i!'lpatie!1.t services, cut:'..atie.'1.t s~rices, 

errbulances, ar.d air/sea rescue s~rices. Unli..1<e the;'" civilian counter-

par'"...s, tl1.e military cCIlp::ments of the healt.;' cere delivery syst:!t! dces 

r.ot operate ccrrm..mi. ty,vide programs. 

Eet.;' t.;'e Gua'l\ ~!=rial F.ospital ar.d t.;'e )wlC ere equip];:Ed to provic.e 

err.ergenc'l care. F.o-iever, wit.;' t.;'e e."{ception of be e."<isti.r.g rOJ/ceo ani 

Neonatal rcu, Guam ~!=ri.al F.ospi tal does I'.ot have any specialized critical 

care units. Eoth hospitals will accept err.ergency cases regardless of the 

patient I s financial status. If a civilian is aclmi tted to ~~:c for ener-

gency care, treatIrent is rendered and when the patient is stabilized, he 

is tranferred to the GMH. 

'!he Departrrent of Defense and the Depari::rrEnt of Interior have agreed 

that patients fran the fabrer Trust Territories will be provided rredical 

services by the ~:C. 
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ar..d appreciation :or t.;"-e Errer;e!"..cy 1>·~.....ical Se..rvice (E·1S) syst=n as it 

is ~cei"(l€d fran a plaI"l.ner ' 5 ~ers;:ective. L'1 t.~is C!'la;;ter t.1,..,.e reader 

trill r&lie'o" the basic c-~aracteristics of t..~e u!S SystEm and ~C''''' these 

charact-~"'istics are LTlt...."""related. ~ . ..,it...." ot~er cCIrifCr.e.'1.ts of the health 

syste.'!l. This ~rill provice a cormon basis for a rrore specific dis-

cussion of t.'1e tec.'1..'1ic=.l ap::>roach uti, ized b t.'1e C-uan ~,lS plarl.. '!h~e 

are a variety of rr.e1:.'1cCs available for co-"ce?t'.1alizi"!g t.'1e systen. Cr.e 

rr.et.'1cd is to view t..~e systsn as a pyramid. EX.~it _ '_' page_'_ '_' depic"'....s 

t.'1is conceptualization. '!he left side of 1:.'1e pyranid repres2."l.ts the i:'M:l 

levels of care (Advanced Life Support - llLS and Basic Life Support - BLS) 

defined in the federal ENS Guidelines. 6 The right side of the pyramid re­

presents the fifteen cC!!p:)nents defined in the Er-lS Guidelines as well as b.u 

additional =-;:onents (Legislation and Er-lS Systans Management) which affect 

both levels of care. For p1Jl:FOS2S of this plan, the seventeo-IJ. canponents 

will provide a rreans by whlch t.'1eir i!lIpact upon services can be described. 

The Chapter is divided into three sections. The first section consists 

of a reviE'N of t.'1e organization of flrerSe."l.C'1 l-!edical Services.. The third 

section deals \.;ith t.'1e orsanization of the E'lS Plan. 
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Utlizing EXhibit -:z. 1 as the refere.'1Ce, t.'1e organization of Err."'rge:cy 

t1eclical Services can I:e descril:ed as h ,o levels of care: Mvanced r.Fe 

Support and Basic I,; -fe SUH=Ort. These levels of care are defined in the 

federal ENS Guidelines. Eac:.'1 level of care represents a differe.'1t range 

and CCII;llexi ty of ser<lices. Furt..'1er, the ter-..hnical support ~ required to 

deliver Erre.."gency ~!edical Services differs for each level. To clari..'=y 

the point, Basic r,Fe Sl.'H=Ort will I:e defined as: 

The entrance point into t.'1e ~1S systen. It is that care given 

at the patient's first contact with rr.edical intervention. Et:er­

gency medical services given at the prirrary level represe.'1ts 

preventive services such as awareness of =mcnly oc=ing medical 

energencies, recognition of the need for emergency care; providing 

initial care until nore highly trained personnel arrive, initiating 

EMS system response and administering basic life support ar.d 

cardiopulIronary resuscitation. The basic life support level 

enccn;asses first aidd procedures that consist of the recognition 

of airway obstruction, respiratory and cardiac arrest, and, for 

those trained, the proper application of cardiopulnonary resus-

citation (CPR). 

For the purpose of this plan Basic Lfie Supp::>rt will consist of: 

EMI'-A 

Mvanced First .iUd/CPR 

First l>.id 

Advanced Life Supp::>rt is defined as: 

F.ealth Care \,hlch represents a ccnti.'1= 0= preventive, diagr.otic, 
.' 
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treai:!re.'1t ar.d rehabilitative serlices for the acutely ill 
~ .; 

( .. -: ,.-

patient as '.'lell as S!=ecialized s2...rvices for, wit.~ ccrrplicated 
I -

ar.d catostrophic injuries. A.L.S. iI:cludes highly sophisticatse 

diagnostic and therapeutic prccedures such as severe !:urn treat-

!rent, and !T'ajor J-.ospital traurra srr.erge..'!cy cepartrr.e.'1t serlices. 

A.L.S. care facilities consist of university b.ospitals,co\.mty 

hospitals and large rr.edical ce..'1ters. This 1:'n;e of facility is 

capable of rr.eeting special requirsrr.e.'!ts to support training arod 

to attract professional IranFCWer is also available. 

Patients are usually referred for highly specialized services 

either l:ecause the mjury is difficult to diagnose or treat, 

or the rranp::;wer and technical resources available to treat the 

mjury are relatively scarce and or e..~ive. 

Advanced Life Support includes: 

Burn care 

Ne;., Bom Intensive care 

Major Psycho/Social care 

Poison Centrol 

Blood Bank 

Constant care Unit 

Traurra Ce..'1ter 

l<bbile Inte..'1Sive care Unit (NICU) Paramedic 

o 

o 

'!he 1:'.,U level of care appear to have discrete aI'.d separate medical 

purposes; l'.C\-.e',er, serre of tl:e features of each are closely related to t.':e 



Page 62 
DlS Plan 

ot~er 

, 
, ! 

erA CarDresea - . full set of se..'Vices r.ecessazy- for t'1e delivery of 

Ccrrprehe.'lSive Care_ 

The fi£tee.'l COl'pOne.'lts stat=d in the EMSS Guidelines and the h.;o 

addi tiona! COl'pOne.'lts also identified as ilrf:actil'!g up::ln E!l'.erge.'lCY medical 

services are defined l:elClQ. The sevente<>..n carq;:cnents affect tl1e delive....~ . 
..,. 

quantiy ar.d accessibility of err.e..""gency rr.edical services. Frcrn a planning ., 
perspective these c~nents are I:eing defined as such to assist in the 

analysis of the DlS system. 

For our purp::lses this factor means !t1al1J?CA'"er utilized in the E-I.5 

SYSTEM. This ~d include energency physicians, specielity 

=ses, arergenciy and critical care nurses, EMS ambulance 

personnel and EMl' p3r2Il!aii.cs, central dispatchers, telephonic 

screeners, first aid respirators and EMS system =rdinators. In 

this cat!fOnent the plan will explore the type, location, and 

utilization of manpcMer associated with each of the services • 

• TRAINING 

This factor relates to training and continuing education pl.ogLaIilS 

including all personnel within the El-lS system. Programs will 

be idenillied as to Ivnether they are continuing education, 

residency education training for critical care nurses, training 

for first resp::lnders or other associated personnel. Aspects to 

be considered are necessary resources, adequacy of evaluation 

and the reasseS5rr.ent precess, cost and i£ 'p::lssible, frequency and 

location of courses offered. 
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• ca.~!L1'iIc.'".TrCNS 

The =nication sfstem includes access, dispatch, m:dical 

consultation, liI>_~ses !:ebR:en ambulances, er.e-se.'1C'{ rr.edical 

techniciaI'.5, bospitals ar:d other public safety perSOIlI'.el. The 

carmunication system must l:e able to support the rr.edical re-

quirene.!"lts of the DlS system as Iv-ell as link the appropriate 
:.: ,-:...~ -:-: -;.- : :.-... .. 

services for a disaster situation. The e.'1Sineo..!."i.::g""aspect of 
-'-'s -;.-' ;; ,;:, . .; , ...... :=.,J,. -- ---______ ______ "_~ 

tlus factor ,.;hich is considered. The I1'.anpo;v<:r required to 

rr.eet the service needs of the system will also l:e considered. 

• TRANSFORTATION o 
This factor consists of the eli fferent types of <;round; air and 

water transportation available for primary and secondary resp.:lnse 

problens. Further, the various categories of emergency vehicles 

are to be OXlrdinated within the total system. other aspects 

to be considered are centralized a:::mnand control, services to 

recreational and inaccessible areas and the replacem:nt of 

vehicles. 

Four our purposes this factor consists of an identification of 

health facilities in the area. This will incluce r.ospitals, 

clinics and !rental health centers. A description of each faci-

lity including their services, patient volurr.e, nurrJ::er of er.er-

o 

gency cases and the staffing patterns of the err.ergenc'l c.epartr.e.'1t. 

This factor consists of an identification of the kinds, lccation. 
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nUll'.bers and se.."Vice categories of t.1-:!e critical care units in 

t.1-:!e region. The critical care units to te considered \vi.ll 

include t..""aUll'a, burns, plastic surge..ry 2!'.d bleed. Although 

not all critical care facilities are available in the E-!S 
"-

planning area, t.':!is el:irre.'1t dces reviE'.v those for >,tllch se.."Vices 

are bein7 provided • 

• PUBLIC Sl-..FEl'Y JI..GENCIES 

Public Safety agencies are involved at t.'1e Easic Life Support 

level in the E:.!S system. They are concerned 'Nit.fJ cc::mnunicaticn 

and transportation capbility which affect the ere..rgent patient. 

A description of how interfacing occurs with these agencies is 

provided • 

• cnlruIER PARl'ICIPATION 

For our purposes this factor consists of describing those in-

dividuals who use = may have need of the ENS system. This 

section will describe how provision for oonsumer participation 

in deteDnining system policy has been utilized in plan develop­

ment and oontinued operation of the ENS system • 

• ACCESSIBILITY TO c.~ w"ITHCUT ABILITY TO PAY 

nus factor means does the system provide f= emergent patient 

who is Ul".able to pay. A reviE'.v of how the C-<JVernnent of Guam 

assures coverage of its citizens is provided . 

• ProvISION FOR TR;o.NSFER OF P_~TID;"'I'S OR CONTTh1JUM OF CA.~ 

This factor means the flow or referral of the patient through 

the various phases of the treatment p=ess. 'Ihis will include 
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transp:>rtation ar.d facilities. The locaticn, cafacity, ty!;es 

of patie.T'lts, accessibility ar.d criteria of care are eler.e.T'lts of 

t.1U.s factor. 

This factor means the SFeCific info=tion required ar.d collected 

on ere..>-genC'J patie.T'lts. lfuat infor:t1ation is needed, S\.!ch as, the 

time the energe.T'lC'J medical syst:m I,as accessed, medical care 

dispatched ar.d the treatme.'1t provided are e.'<2.!rples of the in-

fo~on medical records can provide. p..side fran the IrDnitori::g 

of the records ar.d assurir.g t.'leir accuracy, t.l'le plar.ner must 0 
maintain the confidentiality of the patient's medical info=tion • 

• CONSU'lER lNFOFl'lATION AND EtUCATION 

This factor includes infODTBtion on how consumers can access the 

the e:nergency medical system. It is anticipated that further 

infolJ!lation will be provided on the availability of emergency 

services; their location and how to determine ""nat to Co for 

specific injuries or me:1ical emergencies. 'lbe planner will be 

concerned with the content, relevancy and ccordination of the o 
information/educational programs provided • 

• INDEPENDEt·lT EW\LUATION 

By this factor we mean to determine ,,mether the SI;eCific gcals \<;ere 

acheived. This will ir.clude an assessr.ent of t.":e manageme.T'lt of 

the implementation of t.'le DlS plan. The evaluation will measure 

process as ',;ell as impact of the p3.tient care system utilized. 

Baselir.e data (or data elements) will l:e determined for each of 

the measurement criteria ,,'hich I,ill assess cb..ar:ge. Data collection 
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instrurr.e..'lts 'Nill l:e Cevelopsd Cased on ~~e ffie.asurane...Tlt criteria. 

Analysis of the data \dll J:e J:ased on t.'1e measurer.e!'lt criteria 

and the purposa to \vtu.ch the infoz:ration is to J:e used. CUr 

evaluation \dll J:e desigr.ed to assass t.'1e system I s im;:act UJ:Xln 

the delivery of er.a.>-gency medical se..rvices. 

This factor addresses the err.erge."lCY rre"...ical se.."Vices availaJ:le 

during a disaster. This aspect of the plan must consider a 

syste!latic rr.ethod to deliver er.erger.cy medical services durir.g a 

disaster as \,-ell as the !l..ccessary rred; T'ications of t.'1e a-lS syster. I 5 

routine procedures during a disaster. To be fully effective t.Ills 

means adequate non-telephonic a:mnunications are available, disaster 

infoz:mation is available and accessible, and that necessary char.ges 

can be effected fumediately. Finally, the disaster plan must be 

tested once each planning year • 

• MLm.IAL AID ~7I'S 

This factor means that this plan has been agreed UJ:X'n; that 

capability, availability and lccation of the ENS resources have 

been deteIrn:ined; and that cooperative agreement h:!s been esta­

blished betl.-een military and off-island resources which assure 

jurisdiction and adequate financir.g. 

This c:onp::lnent was ide."ltified at our discretion and relates to 

the =dir.ation, irnpler.entation ar.d operation of this Er·lS plan. 

It will identify Ivno r..as managEment responsibility of the DlS 

syster. a.~ its =o:one.!'lts. 
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. L?:GISL:,TICN 

This factor has cee.1"l included at our discretion l:::ecause of t::e 

increased involv-er.e..1"lt of the federal state and local gove.....-ro'.e..1"lts 

in legislaUr.g progr2Il'.5, guic.elines, star.dards and prccedures 

whic.1-J. directly affect i:.'1.e design, :implenentation and or:eration 

of this plan. L,cluded are a nl.lll'J::er of lccal laws \v'hich irr,-

pacte upon the plan I s goals and e.'<P€Ctations. 

2. ORGA..''lIZl>.TICN OF THE DlEFGEKC'l ~!EDIC.~ SERVICES PD.lJ 

The next 0,0 ci'.apters consist of a description of EIr.ergency ~!edical 

Services ar.d an assessment of tr.ose services based on t.1;.e seve.1"ltee.1"l =n-

ponents. o 
Chapter 'i has be=>-n structure;; to follcw a unifoD11 f=at to describe - --

each serviet:;3. The services are arranged according to their level of care. 

The description of each service follows this fOI:rnat: 

Definition 

Current capacity 

Trends 

criteria 

SI.ln1T'aIY 
o 

'!hus, Chapter ~ begins with: 

1. 1>.dvanced Life Support - This is a level of care. 

L BlJRL'l C.~ - '!his is a service . 

. DEFINlTICN - '!his is one of the descriptive sections for this 

service. 

'!he follo\>Ii.ng is a brief discussion of each of the descriptive sections 

utilized in the fomat • 

. DEFINITION 
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'!his contains a for:tal dei=inition of eac..~ se.rvice. The ce-Finiticns 

were develot=ed fron federal regulations, state laws ar.d generally 

accet=ted professional concepts or ~ descriptive of the ser-

vice . 

• CU"RRENT CAPACITY 

This section 'Nill proviee an inve.'1tory of se..""Vices, ar>.d/or othe-

significant info=.ation. uTi' ization lE!'Jels are provided and v;here 

applicable these are related to t.1;e population of Gua!!!. A des-

cription of the scope ar.d 1:l1=e of service is also provided . 

• TRENDS 

The trends section descril:es the direction of future developr.ents 

and fur.ctions that could affect the direction of services. This 

section will deal with national, state and local trends • 

• CRITERIA 

This elenent will generally be based upon state or federal re-
;.~5 

quirements. Further, this elenent will estabJ j sh parameties within 

which planning in the re;ion should take place. It is anticipated 

that this elanent will change frequently as better criteria are 

dE!'Jeloped • 

• S!JM.1ARY 

This elarent will be a revie'N of the main itens considered aI::ove. 

The discussion in t11e surtIl'ary will be based on the analysis of 

C'..=ent capacity, trends and guidelines. 
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'lhis chapter will descriJ:e each of t.l-}e se....rvice ele:ne.,1ts of t.l-}e 

emergency medical syste:n. The service ele:r.ents are divided into tI,'O 

broad categories. They are il.dvanced Life Supp:>rt (P.LS) ;,tuch consists 

of: 

1<!AJ"OR PS'ICEO/SOCIAL U!EF!:Ei:-:CY 

FOISON CQ1TROL 

CONSTAi)j"T CARE UNIT 

MICU PAIWIEDIC 

p, 
and Bsic Life SUppJrt (BIS) which consists of: 

" 
EMT-A 

o 

~ FIRST AIDJt/CPR () 
FIRST AID 

The service elements are arranged to reflect level of sophistication 

and the tatient's p:>int of entry. As indicated in c.'1apter IY' . it is 

relieved that the IlI3jority of tatients will enter trhough the basic life 
~ 

SUpp:lrt services or the hospital e:r.ergency rccrn. Thus, services are arrayed 

accordin:l' to frequency of utilization and level of sophistication in equip-

ment and manp:l\,er. Level of sophistication is the prin>.ary factor seI;CU"ati::g 

advanced frcm basic life st:I=];:Ort; r.o.,ever ent..ry into the system ar.d utili-
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zation are key factors in distributing t.'1e se..TVice ccrr;:one..TJts. 

'!he services described in this ct>..aptsr are for t.'1e design of an 

El:lIergency Medical Services discussed are to satisfy the DlS plan develop-

ment needs. '!he descriptions ,vhlch follow will provide the reader wi. th 

infonnation concerning trea"tment ani care of cr.e er.erge..TJt patients. 'TI".e 

DlS plan is not intended to descril:e l'.or to assess the other 2.S'fect5 of 

w.ese medical se..rvices ,vt-J.ch deal with the l'.on-er.ege..TJt patie..TJt. 

A. ~.DVAN:::ED LIFE SUPPORl' 

Advanced Life SuppJrt consists of a full range of energency medical 

services which require highly trained technical manJ:XlWer ar.d sophisticated 

rredical equipne.TJt typically found in a hospital or medical center. '!he 

canponents of the Advanced Life SUpport services are reviewed below. 

1. RmN CARE 

DEFINITION - Burn care is the treatment of severe burn 

patients typically in a specific area or =(s) 

of a hospital. Burn care can be classified as 

follows: 

EURN PRCGRI\.'1 - At this level, the hospital has no speciali-

zed facilities or areas for burn care. HoI .. -

ever, a consistent plan for nanager.ent of 

burn patients is implenented by an interested 

and expe.rie..TJced physiciar~ (or jointly by 

several J;:hysicians). It is assurrei that at 

least 25 burns per year are treated. F2'v'& 

t."..an 25 burns Fer year I-,'Ould not Fezmi t t.":e 
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-

staff to c.evelcp and Il'.aintai:l suf::icient 

e."q:er'"...ise L"! burn care. 

-, de') ..... - I:: . • . BORl.'l {JNIT - uW.S votes a"" .... " prcgram elr.g cor.c:ucted l.."'1 

a specialized facilit<! used only for burn care 

that has at least four I::ecls ar.d tP..at treats 

at least 35 burn p3.tieI'lts Fer year. A limited 

arrcunt of research ar.d b''''chi.ng Il'.ay l::e prese."!t 

on an interrni tte."!t l::asis . 
• 1 

BURN CENTER - This devotes a larger burn unit, '.vit.'1 SFecial 

ernphasis on rese"''''c.'1 ar.d teaching as ' . .;ell asO 

p3.tient care. The facility provides very 

intensive burn p3.tient care 'Nhich requires the 

support of the research ar.d teaching staffs. 

It is assumed that the facility has at least 

50 p3.tients with burns are treated there per 

year. Generally, burn care facilities deve-

lop as a progression st:artin;J with a burn 

program. o 

Burn cases are generally treat-cd in t.'1e eneIgency rcan of 

Guam 1".emorial P.ospital. Currently, there are no burn l:e:is at 

GlH. If the burns are dianosed as serious and require hos-

pitalization, the p3.tient is aCmitted accordir.g to age and/ or 

services i.e., Fediatric or surgery. C-e."!erally, the burn 
,t' 

p3.tient is isolated is· the sr:ecific service area. . 

Since t.l1ere is only one plastic surc;eon on Guam, the Navy 
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and Air Force, when necessary, transfer their bum patients 

to G1H for trea:tl!1ent and care • 

• 'lmNDS 

The national trend is toward more definitive analysis of burn 

cases so that categorization of facilities and services can 

allow for proper flow of burn patients to appropriate treat­

ment. 'lbrough in-house ~ at G1H and NIM: burn patient 

treatIrent and triage is being review-ed with the staff. As 

this continues, it is felt that !::urn victims can be treated 

more effectively. Further as more effective procedures for 

the treatIrent of bum victims are acquired by public safety 

ambulance attendants, victims can be treated more effectively 

at the scene of the accident • 

• CR1'lERIA 

The develq:ment of bum care services should be considered 

and evaluated in light of the provider's re5J.=OIlSiveness to 

the follcwing: 

- Patients should be able to obtain the necessary care 

they need. 

- Physicians should be able to obtain consultative ser-

vices whenever necessary. 

- A burn center should have established camrunication 

patterns for consulatation. referral and transport of 

patients. 

- Routine burn care should be available at the local 

level in anergency roans and by ambulance attendants. 

- Services should be ccordinated between the hospital 
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physicians, oonsultants and emergency roans. 

- There should be an established procedure for con-

sultation, referral and transfer of patients. 

- Ability to pay should not deteDnine one's eligiblity 

for service. 

2. NEWOORN INl'ENSlVE CARE 

DEFlNITION - An intensive care newtorn nursery service means provision 

of canprehensive and intensive care for all oon~encies 

of the newtorn infant. A canbination of specialized 

equipnent and trained personnel provides maximun 5UpJ;X:lr{ ; 

of the newtorn infant with major illness. Infant trans­

port services are anindispensable part of a intensive 

care newborn nursery service. 

0JRRENr CAPACITY - Guam Memorial Hospital opened a nee-natal intensive 

care unit in ; Q n ~ . Current staffin;r to 5UpJ;X:lrt 

this service are: em BE DE.VELOPEDl 

The NR1C has two (2) isolation units. There are 

__ pediatricians in the unit. The nursin;r 0 
staff have canbined responsibilities for DB ward 

and the nursery. NFMC has pediatric IClJ transport 

capacity. This unit is shared with the civilian 

FOPulation. 

TRENDS - 'ro BE DE.VELOPID 

CRITERIA - The developnent of further newtorn intensive care services 

should be oonsidered in light of the provider's responsive-

ness to the followin:}. 

- There should be a =munication pattern for oonsultation 
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referral and transp:>rt of patients. 

Mothers and infants identified to be at risk should have 

the services of a regional perinatal center either 

through consultation, transfer or direct services. 

Mothers and infants identified to be at risk and needing 

hospitalization should have this available to then with 

adequate arranganents for transp:>rtation. 

The services should meet established criteria of pro-

fessional accreditation. 

All levels of care should take into consideration the 

Psycho/Social needs of the patient/family as well as 

their physical needs. 

There should be an established procedure for consulta-

tion, referral and transfer of patients. 

The written procedures should be further supple:nented 

by regular I dry runs I to keep personnel ab!:east of 

what to do. 

A standard classification of perinatal high risk should 

be established for Guam. 

&»!ARY - 'lb be develope:1 

3. MlIJOR PHYSCID/SCCIIU. Er-!EEGENCY 

• DEFINITICN - Major psycho-social energency is a situation which in-

volves an BlDtiOnally ill and/or mentally disturbed 

child, adult or family. This will include FOtential 

suicides and emergencies resulting fran drug abuse and 

alcohol misuse. 

CURRENT CAPACITY - Psycho/social services are available through the 
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Emergency 'department' of GMH. Emergency treatment, 

hcJI.ieITer, is provided by the COmrunity Mental Health 

Center, which is located near GMH. In addition, the 

Guam Mental Health am SUbst<m::e Abuse Agency has 

the responsibility to assure that a coo:rdinated 

systen of Mental Health and SUbstance Abuse services 

are availabe on Guam. The following is a list of 

services am programs available to those diagnosed as 

havirY;J psycho/sccial eneJ:gency condition: 

- Consultation am training for Qm, OUtpatient 

Department am E.R. staff. 

- Me~ne naintenance program. 

SupfXlL L and referral for Al~lics Anonyrcous. 
" 

o 

- IDng-range plans include developin] and naintainin] 

on goirY;J. Ccmm.mity education prcgLdlllS; in con-

junction with the GMHSAA. 

- . Broadening the scope of substance abuse pLeventi~") 

to include prescription dru;s, especially in a:m­

bination with alcohol. 

• CRITERIA - The developnent of future psycho/sccial energency services shou 

be considered am evaluated in light of the provider's responsi 

ness to the following: 

-

- Patients should be able to obtain the caLe they need. 

- A mental helath center should have established camrunication 

patterns for consultation, referral and transport of patient 

- Pyscho/social energency services should meet the established 

criterial for pLofessional accrediation. 
" 
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- Services should be available 24 hours a day and =dinated 

between the hospital, physicians, consultants and aneIgeIlCy 

roans. 

- 'nIere should be an established procedure for consultation, 

referral. and transfer of patients. 

- Ability to pay soul.d not deteJ:mi.ne one's eligibility for 

services. 

• stMo!ARY - Pycho/social arergencies are diagnosed and treated by the 

4. POISCN CCNl'ROL 

Ccmmmity Mental Health Center after a physician has given 

ITEdia1 clearance. 'Ibis process is also followed in the case 

of residential treatment. '!he psyclx:>-social situations are so 

varied the a variety of special skills are rB:lUired and a broad 

ran;e of professional services should be developed at the 

Ccmnmity Mental Health Center. 
d 

'!he trent1 toward establishing llC['e preventi.ve.A services in 

close association with arergencies allows for continuity as 

well as access to mental health services. 

DEFINITICN - Poison Control typically refers to a center that inclmes 

~ledes those facilities which provide for the 

medical profession, on a twenty-four (241 hour basis, 

infonnation concernin;J the treat!nent and prevention of 

accidents involving ingestion of poisons and potentially 

poisonous sustances. 'Ihere are 1:\>.1:) types of centers: 

Poison Infonnation Centers (PIC) which provide in­

fonnation on the ingredients and reccmnended treatment. 

- Poison control Center (FCC) which provide infonnation 
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as well as the facilities to treat p:>ison victims. 

• ClJBRENr CAPACITY - A pJison control center does exist at G1H. Effectively 

the pJison center provides infoDtation and referral 

service for treatment. In difficult cases consultation 

with the Honolulu Poison Control Center is the 

typical process used to avoid delays in treatment. 

'!he nunber of patients seen in Q1H' S E.R. for pJi-

soning were: 'ro BE DEVErDPED 

- 1976 

- 1977 

- 1978 

- 1979 

- 1980 

o 

TRENDS - 'ro BE DE.'IIEU:lPED 

CRITERIA - Poison Control Services sOOuld include the foll~: 

- ray people and professionals srould be able to get in-

fonnation on p:>ison care inmediately when the need arise~) 
. ~ 

- Hospitals E.R. 's and physician should be aware of the p:>iso: 

control infOJ:Illation service on Guam and Hawaii to be able 

to provide the proper care. 

- Poison infoJ:Illation srould be cu=ent. 

- InfoJ:Illation and education programs slx>uld be readily avail­

able to lay and professional groups. 

- l'a1en l.an:}uage is a problan facilities should have multi­

lingual services available. 

SlM4ARY - 'ro BE DEVELOPED 

5. BICaJ Bl\NK 
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• DEFINITIOO - '!he blood bank is a sp:cific facility or location which 
.• ,'~ L,.. 

draws, saI!q?les, prcc:esses and storesWhole blood~ blood 
. / 1 

derivatives for use in surgery, erergencies or other 

life-threatening si"bJations. 

CURRENT CAPACITY - Whole blood has an expiration time of 21 days. 

'!he average nunber of pints of whole blood 
/j 

available at G1H'S blood bank each IlIOIlth is: 

0+ = 18 pints 

A+ = 18 pints 

B+ .. 6 pints 

AB+ .. 2 or 3 pints 

'!he supply of blood is dependent upon donations 

only. If the bank's supply is cc:mpletely 

consumed, the patient's family is asked to 

secure a donor or donors. '!he Kiwanis Club 
d"IJ.)·~ !> 

of Guam, also, will prOlTide during time of 
1\ 

erergency or a special need. 

A verllal agreement beb.'ee the knerican Red Cross 

and G-!H exists to secrue additional blood fran 

the Hawaii Red Cross Blood Bank. is cases of mass 

need. 

The blood bank is manned twenty four hours a clay. 

Personnel ~ shift are: 

7 :00 a.m. - 3:00 a .m. 4 Medical Iab. Technologist 

4 Ma:lical Iab. Technicians 

1 Iab. Aide 
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3 p.m. - 11 p.m. 

11 p.m. - 7 p.m. 

7 Medical lab Technicians 

2 Medical lab Technicians 

TRENDS - 'IO BE DEVELOPED 

CRITERIA - Fu'bJre blood bank service should include and be evaluated 

in light of the provider's responsiveness to the foll~: 

- Blood supplies should be kept at the ~ hospital>on the 

island. 

- An on--<:Join:] donor program should be conducted. 

- 'llie services should meet the professional standards of 

DHHS, Food and Drug l\dministration and the 1\merican C 
Association of Blood Banks. 

- Fu'bJre criteria should relate to total medical care ra-

ther than segmented care. 

- Blood banks should maintain a continuous supply of blood 

and its canponents for use in all phases of medical care. 

- Providers should dem::lnstrate their mangerial and finan-

cial capacities by a canplete and proper audit on a re­

gular basis of all service programs. FOlJI1a1. reports of 

the audit results should be made to their rnanagE!lleIlt, 

entitled third parties, sponsoring goverrment groups, 

governing I:odies and the public. 

- Services should not be based on one's ability to pay. 

Blood replacement is stron;ly encouraged. 

- 'lbe systen should deronstrate shoc:1d-dEm::msP:rate ~ 

£~~-1l.~~e!~ acceptable methods of 

collection, distribution and use. 

c 

- '!he Blood Bank should demonstrate proficiency in hepatitis 

testing. 
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Sl1!>MARY - The availability and utilization of the existin:T blood 

bank's stock is difficult to deteImi.ne without data on 

the amount of total volume used. InfOIlllation =cerning 

future trends will have to be deteImi.ned. l·tlre f=nal 

agreements should be established to assure the process and 

methods by which additional blood supplies are available 

massive needs • 

• DEFlNITION - A constant care unit is typically located in an acute care 

facility and provides intensive as well as cardiac services. 

The boA::l CXIlifXlllents of the constant care unit are: 

- Intensive Care - provides treab'rent of acutely ill 

patients who have a disease process 

f= which intensive, highly skilled 

medical and nursing services are known 

to decrease norbidity and IIOrtality. 

- c.azdiac Care provides advanced definitive care for the 

I1Dst critically ill cardiac patients. 

CURRENT C1U'~ITY - Guan Merorial lbspital has an __ bed constant 

care unit. 

'10 BE DE.VELOPED. 

TRENDS - '10 BE DE.VELOPEIl. 

CRITERIl\ - 'lbe developnent of future constant care services should be 

considered and evaluated in light of the provider's respon-

siveness to the following: 

Patients should be able to obtain medical services when-

ever necessary. 

Patients identified as requiring service should have 
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ade;juate transportation to the hospital. 

To assure adequate treabnent, a:mnunication am trans-

portation, as system should be established which 

accounts for these activities. 

!. The services should meet established criteria of pr0-

fessional a=editation. 

'l11ere should be an established procedure for consultation 

refecral and transfer of patients. 

Providers should derostrate their managerial and finan-

cial capabilities by a CO!1¥llete and proper audit of all o 
services. 

services should be reviewed by internal utilization am 

quality ca~~ fly a ea1ip:t~ care assurance groups. 

External review should be acccmplished by a professional 

standards review organization. 

SlMo!ARY - 'lO BE DE.'VEIDPED. 

7. TRAl..1MA CENrER 
. ( ) 

DEFINITION - A trauna center is a physically distinct part of a generall~ 

acute care hospital, equipped and staffed at all t:irnes to 

provide Prcll1?t, CCIlplete and advanced medical care both 

:inmediate and continuing services, to patients of all 

of all ages, includ.in;r newborns, suffering fran severe, 

life threatening or pennanently disabling physical trauma. 

It is usually located within a hospital which has a cc:m-

prehensive erergency ~cal services. 

It receives patients by referral froon the hospital's 

emergency service or transport service, or by transfer 
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agreement, fran other hospitals within the region. 

As a highly specialized critical care service, it 

recieves !lOst of its patients by referral, and should 

have the capacity to ac=rcdate the patients referred 

fran the entire region. The yearly case volume should 

be ada:Iuate to peDllit maintenance of the skills of the 

specially trained professional personnel and to make 

efficient use of that staff. 

ClJRRENr CAPACITY - At the present til!Ie neither Q1H or NRM: have a 

24 hour trauma center. '!be current utilization 

levels of both hospitals does not meet the mini­

IIU!\ requiranents to maintain a full t:ilTIe staff. 

• TRENDS - The trend is toward Ol:ganization of trauna treatment within 

a re;rionalized ne~ based on the degree of severity. 

Futher, this trend :includes axtDula.nce services for the rapid 

transp::>rt of critically injured patients to nore definitive 

treatment centers. This type of transp::>rt, in Guam's case 

\\OUl.d be via air to Hawaii or the mainland. Energency to 

manpower must be capable of stabilizin;r the victim prior to 

tran..-port, thus there is a need for !lOre extensive training 

and experience for those involved in this expanded =le. 

This regionalized netl>ork will require plannin;r for the 

specific location of each type of trauma facility and the 

extent of services required. 

CRITERIA -

Staffin;r - A full t:ilTIe physician, fully qualified and expe­

rienced th=ugh residency training in the diagnosis 
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-:: 
and treatnlent of the severely traumalized 

patient should direct the center. 'l11e Center 

should be staffed on a 24 hour basis with phy-

sicians, registered nurses, nurse practitioners 

and other persormel fully trained in trauma care 

incltld.i.m emergency life savin:] procedures. 'l11e 

center should have on call at all times the full 

range of intensive and critical care specialists 

who staff those units within the hospital. Staff 

should be in sufficient number to provide adequate 0 
patient care within the unit and consultation to 

other health care facilities within the region. 

A full t:ime registered nurse trained and experienced 
-<:: 

in the care of the severly traumalizaed patient 

and in em:rgency life saving procedures should 

direct the nursing care of the center, with trained 

nursing staff, registered nurses am other nursin:] 
( ) 

personnel. A registered nurse with special training 

shall be present and in charge of the unit at all 

tirces. 

In addition to its own staff, physicians, registered 

nurses and other allied health persormel shall be 

proupUy available at all tines to respond to the 

trauma center. 

Fully qualified specialists in all speciality ca-

tegories should be on call for consultation, and 
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b ... physically available to the trauma center within 

a short time. 

EX:UIPMENT - 'nle traurna center should have the sane service capacity. 

the sane equipnent. and shall meet the same standards for 

physical plant as a CCIlIprehensive ertergency medical services 

'nle sane support services of the sane quality should be 

fu1nediately availabe to it on a twenty-four hour basis. 

For refenal the sane range of intensive and critical cas\ 

units should be available to it as to the ccnprehensive 

emergency medical service. 'TIle traurna center should be 

tied into the hospital's cc:rtII1LlIlication equipnent for 

coordination of emergency medical services for that locate 

and desginated area. 

StMI!\RY - Trauma centers provide advanced medical services. 'nle man­

power and equipnent required I!USt be sustained by a volure 

of patients which may not be ecorx::mically feasible for GMH. 

E\Jrther study and IIDre specific infOIllBtion on potential 

uti lj zation is necessary before any further activity is 

taken. 'nle study should take into accounts transportation. 

transfer of patients to off island centers. available man­

power, visitation of Paranedic training and the cc:rtII1LlIlication 

system. 

8. HOSPITAL EMEFGENCY RXM 

• DEFINITICN - Emergency Medical care is provided in a physically dis­

tinct part of a general acute care hospital. '!he emerg-

ency roan is staffed and equipped to provide pranpt 
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definitive medical care to all patients with urgent con­

ditions. 

A true energency is any condition clinically deteDnined 

to require :imnediate m:dical care. __ SUch conditions rar.ge 

fl:om those requiring extensive .imnediate care and admission 

to the hospital to those that are diagrostic problens and 

may or may not require admission after w:Jrk-up and obser-

vation. 

CURRENT CAPACITY . - '!he 0!H enploys one full tUne internist as Chief of the 

D.ltpatient Department and the Brergency Roan. Physici() 

service is available on the premises 24 hours a day. 

Specialists are on call. GMH has one energency roan; 

E. R. VISITS 

EMERGENCIES 

it is also used as an OPO. '!here is a traU!IB. roan, cost 

roan, minor surgery and examination roans. 
~ I '~~L... 

Utilization of ER services by" year are as follows: 
''11) 
~ 1976 1977 1978 1979 1980 

• '~-:::"I' , 
-::" J ::" 

EMERGENCIES AS % OF VISITS - - , • 
; I o 

'!he Q-lH Emergency Rt:xm is responsible for the treatment 

of all urgent medical conditions brought to the hospital. 

Specialty care and long teJ:rn treatment are referred to 

specific tmits within the hospital or as in the case of 

psycho/social energencies) to other service agencies. 

Ambulance service is provided by the Department of Public 

Safety and on some occasions by the military. 29 Public 

Safety Fire Bureau personnel have received training as 

EM'l'-A I S (EMERGENCY MEDICAL TrolNICIANS-~l. At 
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this time the training ronsists of an 8l-hour Depart-

rnent of Transportation approved course. 'l11ere are 

plans to expan:i the rourse to at least 120 hours, 

initiate a refresher rourse that ~uld also include 

a oar awroved I. V. application m:xlule. '!he new 

cxmmmication systan will peDllit direct ambulance to 

hospital radio camrunication. 

TRENDS - The trend is toward categorization of services based on the 

ClUTERIA 

deqree of severity of the injury ani the staff's capability 

to diagnose ani treat the patient. Further, the population based 

has been made a major deteJ:m.inant in the location and extent 

of services provided for the treatnent of emergency victims. 

~CN - The Emergency Department shall be un1er the medical direc­

tion of a full time energency physician who should be the 

chairperson or lIlE!llber of the hospital energency care can­

mittee. The department/service should have o:rganizational 

status equivalent to that of other clinical departments 

in the hospital. 

STAFFING - The anergency departJnent should be staffed at all times by 

a full time physician, experienced in anergency medicine ani 

who has cx:mpleted on appropriate residency. 

Physician staffing should include licensed physicians assigned 

to ani located in the energency departJrent twenty-four hours 

a day. Such physicians should be experienced in atergency 

medical care. 
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In addition to an anestesiologist, specialis~ physicians .. 

me:J.icine and surgery should be available on call twenty-

four OOurs a day. 

Board certified or Eoard eligible physicians in all recongized 

specialties, who are members of the active medical staff should 

be pranptly available to the energency departIrent twenty four 

hours a day. 

NURSIN> S'mFF - Registered nurses identified as energency nursing 

specialists should be regularly assigned to the energency 

depart:m:nt 24 hours a day and in sufficient numbers to 

screen, evaluate, and administer energency care and 0 
procedures to support the caseload and to supervise 

other allied health personnel. Emergency nurses should 

have available standardized energency procedures appro­

ved by an appropriate cxmnittee of the medical staff. 

~ch should have training and experience in energency 

life saving and life support procedures. 

EJ;lUIPMENT - '!he equipnent should include but need not be limited to 

airway. c~tr'h and ventilation equipnent, suction devices 0 
~:rdiac I!OI'li.tor, defibrillators, pacenaker capability, 

A R~-r:JS 
appGlOaties to establish central venous IlOnitoring and 

administrative devices. 

Bl£XlD BANK - '!he hospital should have a licensed blood bank as defined 

by the American Hospital Association. '-Containing conven-

tional types of blood and have ready access to a supple­

mental supply. In addition, blood storage facilities 

should be in or adjacent to the energency departm:nt. 

IAOORA'IDRY SER\llCES - '!he clinical 1.aJ:oratory should be capable of 
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perfomdng rapid analyses of blood gases, PH, 

serum electrolytes and other procedures aPfll=" 

priate for anergency llIedical care including an­

alysis of I:ody fluids for drugs and alcohol. 

This service shoold be staffed at all hours by 

qualified FErsonnel and be pranptly available •. 

RA[)IQI!X;ICl\L SERVICES - Radiological service should be in or ad-
. 

jacent to the errergency department and 

should be capable of providing routine 

studies with fixed or nobile equipnent as 

needed. This service should be staffed 

at all hours by. experienced physicians 

and qualified teclinicians within the 

hospital. Contrast studies inc1udi:nsr 

angiography shoold be available on short 

notice. 

• OPERATJN; BCCM - Opera~ roans should be ready· and pranj?tly 

available to patients fran the E.R. at all 

hours for anergency medical procedures, and 

staffed by in hour O.R. FErsonnel. For all 

surgical cases, a Board eligible or Board 

Certified physician should be in attendance •. 

POSIOPERATIVE RECOIIERY UNITS - A p:>stoperative recovery unit 

should be in or adjacent to the 

O.R. snite and staffed by trained 

FErsonnel. All essential FErson-

nel should be in house and pranptl Y 
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available at all hours for post­

operative erergency patients. 

INTENSIVE CARE UNITS - Intensive care 1JI1its and cardiac care units 

with pralTisions for routine 'monitoring of 

the electzcx:ardiagnosis and other physiol""" 

gical parameters is essential. The unit should 

De staffed at all hours by. specially trabled 

personnel experienced in respiratory crisis! 
• 0, , . 

multiple injuries, renal failures! extensive 

body burns, other medical and surgical emer-

gendes', and tile lUanagement of critical care 

cardiac patients., Patients admitted to these 

units sliould Be s~en b~ an appropriate Board 

eligible or Board certified specialist; usu-

ally within six hours of admis-sion, 

CCM>IUNICATIONS ~ Communications equipment should lie required fo-r in,.. 

hospital coordination and for direct two-way commu,.. 

o 

nications between the emergency department and ambu~ 
, l) 

lances, dispatchers, law enforcement personnel, and 

other hospitals., 

HELICOPTER ~~DING FACILITIES. Helicopter landing facilities are 

desirable and should lie within close 

proxil!letr of the entrance to the E. R " 

PUBLIC INFORMATION SERVICE 

a. The hospital should post a sign clearly visible from public through~ 

fares to clearly indicate the availaliility of emergency- services. 

b. The hospital should provide an information sheet and/or post signs 

--' 
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for the public which. clearly explainsl 

The triage process~~tlie provision of prompt, firiefuedical evan 

luation of all incoming patients to det~ the natiye of the 'me~ 

dical problem, the urgency of the condition, and tlie tind of ser-..:' 

vices needed. 

The concept of cliaorges fl!lr emergencyuedical ca'l'e, including ll!.~ 

borat6ry, x~ray, pliysicians fees and IWspital clia.rges' .. 

c. It is recOlDlllended tliat the aoeye illfO'rlllation also lie provide 

in· the: language of any significant non~englis~speaKing PQ~ft 

lation that may reside in the DmIIediate area served oy tlie 

hospital. 

SUMMARY ~ Tlie ~ emergency 'Poem is tlie focal point CI~ tlie EMS ~ 

tem on Guam.. The fact tliat it is pliysiciallr a part of 

the outpatient department sIiould tie studied to deterJII:lne 

the ilIIpact this Ii.as liad on patient care and tlie utilization 

of professialal. 1!Ial1pClfrler • With. tile t:rerxi toward cate.­

gorization of services Cased upon tIle cJeqree of severity'l . 
r 

tile ER could be' lie a tJ:al;Je cun' treat:llent center, 'l1le nar 
1\ 

EMS radio systan which provides tx> way OOlllumJ.i:cation witll. 

ambll ances and the hospital as well as telanetJ:y shculd 

allow for ncre efficient cun definitive patient care .. 

9. KlBIL :J:NTENSlVE CARE UNIT (MICCl 

DEFmrrICN - 'nIe MICU Pcu:anp'lic fcnctions as tile patient ~~ first link. 

with the acote care, systan .in an elPrgerx::y sitcation. 

Therefore, MIC!1 Paramedics are exp:t...""te3. to De proficient 

in a specific ~e of anergerx::y procedures. Tfl:is -means 

krlc:Mledge of rescue techniques includin;J extrication cun 
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movement of the criticall ill; first aid and re-

suscitation, including; Control of bleeding, air-

way maintenance, splinting and care of soft tissue 
~o~ 

injuries. Cardiopul.ary resuscitation in accordance 
A 

with American Heart Association or American Red 
C 
,ross standards, use of the esophageal airway (EOA) 

obtaining blood for laboratory analysis for medical 

purposes, application of rotating techniquets, com­

plications and contraindications of specific drugs, 

administration of specific drugs, childburn and c:) 
newborn care. 

CURRENT CAPACITY - There are no MICU Paramedics currently functioning 

on the island. 

TRENDS - Until a basic life support system is functioning effeJciently 

and effectively, an MICU Paramedic service is not practical. 

Because of Guam ' s geographic location and distribution of 

primarily .care physicians, the utilization of Paramedics 

would at first glance, appear attractive. More data needs () 

to be gathered on the number of emergent situations needing 

a mobile response that would require the skills of a Para-

medic. 

CRITERIA - The development of fupture MICU Paramedic service should 

be considered and evaluated in light of the provider's 

responsiveness to the following: 

- MICU Paramedics should have a response time of less 

than 10 minutes. 

- Population or incidence based standards must be deter-
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emergency medical care according to his level of 

training and experience. The EMT may peform from the 

basic care level and incrementally through the advance 

level. 

CURRENT CAPACITY - Since 1979, the Guam Community College, through the 

Police Academy has becom~fo,cal point for EMT-A 

training. Supported entirely through grant funds 

from the Office of Highway Safety (Department of 

Public Works), the GCC ha~ offered at least one DOT 

approved EMT-A courSe~~ginning in January of 1981 

two 20-hour DOT approved refresher training courses 

will be offered along with a 20-hour rntravenous 

fluid application module. First preference is given 

to DPS Fire Operations Bureau personnel assigned or 

volunteering for Ambulance Service. DPS Police and 

other fire personnel have the next preference. Class 

size is normally no larger than twenty students. 

The EMT's are responsible for emergency medical care 

from the time they arrive at the scene through deli­

very to the care of ER staff. They must operate the 

emergency vehicle safely and efficiently; ideally 

they are to maintain communication between the scene 

of the emergency and emergency rooms; render necessary 

care en route; and transmit records and reportsto 

medical and other authorities . 

. TRENDS - Once EMT-A's have been trained and certified, refresher training 

recertification for CPR and continuing education courses are 
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mined. 

- MICU Paramedics facilities and equipment should be 

clearly identified by signs and markers. 

- Notification, communication and service system should 

expeditures and of hi gh quality to ensure access to the 

EMS system. 

- Services should be available 24 hours a day, seven days 

a week. 

- Medical and traning standards should meet the profession~ 

quality expected for the specific services rendered. 

SUMMARY - Although some thought has been given to the establishment 

of an MICU Paramedic program, it is not practical to con­

sider such a move until: a training program can be esta­

blished, continuing education assured, and it is determined 

that the skill levels of the Paramedic can be maintained 

by sufficient numbers of emergent cases requiring the 

special knowledged and capabilities that the Paramedic 

would have. 
C) 

B. BASIC LIFE SUPPORT (B.L.S.) 

Basic Life Support consists of a limited range of emergency medical services 

which require a minimal level of technical knowledge. Generally, manpower re­

quired for this skill render care at the scene of an accident. 

(1) EMERGENCY MEDICAL TECHNICIAN - AMBULANCE (EMT-A) 

DEFINITION - EMT-A's are persons trained in emergency medical care 

in accordance with standards prescribed oy the Depart­

ment of Transportation (DOT), or an equivalent training 

program . This allied health professional provides 
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required to assure EMT proficiency. The Office of Highway 

Safety has earmarked funds for EMS system support through 

FY 1985. The GCC as the training center for EMT's is 

developing refresher training courses. An expanded EMT-A 

course is also being planned to assure that students have the 

necessary grasp of medica1/anatonuca1 terminology. 

CRITERIA - The development of future EMT-A services should be considered 

and evaluated in light of the following: 

- At a minimum the training of EMT-A's must meet the De-
• 

partment of Transportation and DHHS standards. 

- The ambulance attendant and driver must be EMT-A Cer-

tified. 

- EMT-A's must have an understanding of the basic health 

sciences and EMT-A training courses should be expanded 

to provtde for this. 

- EMT-A's should have a response time of less than 30 

mtnutes. 

- EMT-A services must be available 24 hours ' a day, seven 

days a week. 

• SUMMARY - The EMT-A training program will have to be expanded to 

allow for upgrading the oasic health science knowledge of 

the fire department's ambulance attendants. Once EMT-A's 

are recognized as more than firemen, a continuing education 

program should begin in accordance with the regulatory re­

quirements of the Office of Emergency Medical Services. 

The content courses, and scheduling should be done in 

cooperation with GMH and NRMC staff, GCe, UOG and health 

programs on the island. 
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2. ADVANCED FIRST AID/CPR 

DEFINITION - Advanced first aid is the process that consists of re­

cognizing respiratory, cardiac, trauma and other life 

threatening situations which require intervention and 

transportation to more sophisticated medical care. 

CURRENT CAPACITY - Specific information concerning the number of private 

citizens, public safety and military personnel who have 

received training and/or certification in advanced first 

aid/CPR is limited. The Guam COTIIl11lnity College conducted 

four DOT approved First Responder Courses during 1980. 7 

This 40~hour course was offered to all interested c=> 
citizens on the island. There appears to be no plan; 

to offer these courses to the community in the near 

future. 

• TRENDS - OEMS regulations now requtre all EMT-A's to maintain certifica­

tion in CPR. All training cycles at the Police Academy (Police 

and Fire) will contain the 40-hour First Responder module. OEMS 

will encourage further OAS funding for First Responder training 

for the community at large. OEMS will work with the Guam ChapterC=> 

of the American Red Cross and Heart Association to maintain a 

register of CPR Certified residents. 

CRITERIA 

- CPR courses must meet the requirements of ARC or the Guam Heart Asso-

ciation. 

- Advanced First Aiders and CPR certified personnel should be available 

in every gover-ment facility. 

- All DPS personnel should have successfully completed the DOT approved 

First Responder Course as: 
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1. A basis for completion of POLICE/FIRE Academy Training Cycles; 

2. Continued employment as DPS Personnel. 

SUMMARY - Advanced First Aid/CPR is a basic requirement for DPS person­

nel. In addition, these courses should be readily available to 

the community at large. Successful completion of these courses 

should be pa{t of the requirement" for selected Government of 

Guam personnel (School Health Counselors, Physical Education 

Instructors, Atheletic Trainers, etc.). 

3. FIRST AID 

• DEFINITION - First Aid is the general knowledge needed to provide initial 

procedures in recognizing warning signs of closed or obstruc­

ted airways, heart attack, bleeding, etc. The first aider 

must have the fundamental skills necessary to attempt sta­

bilization and prevent complications. 

• CURRENT CAPACITY - There is limited information available on the number of 

private citizens who have completed a first aid course. 

TRENDS - Nationally, much effort has 90~ into providing first aid and CPR 

to members of communities. The availability of a large pool of 

w+t people with life saving skills embrances the probability of 

an emergent patient receiving timely care. 

CRITERIA - The development of future first aid services should be considered 

and evaluated in light of the following: 

- Certification records (a registry) should be maintained and 

reviewed annually to identify: the number of first aiders: 

the number requiring refresher courses; the location (if 

possible) of these first aiders. 

- Training must meet minimum American Red Cross standards. 

- The Community should be made aware of, and have access to 

training courses. 
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- Refresher courses should be a standard component of an 

annual training program. 

- First Aid training should be planned on an annual basis, 

with pa'l"tic;-pation in scheduling training dates and sites a 

cOlllllunity w.ide activity. 

- Attendance at first aid courses should be a requirement for 

all Jun;-or and Senior High School students. 

SUMMARY' - The need for the gene-ral pUDlic to have basis first aid 'training 

has Deen endorsed by the American Red Cross, the American Heart 

Association, DOT and OHHS. 

The total number of individuals on Guam who are certified first 

aiders ;-s not availaBle. A school health cllrri'culum providing 

first aid, advanced first aid/CPR is seen as desirable and fea­

Sible. 

c 

c 
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J2jL ANALYSIS AND RECOMMENDATIONS 

This Chapter' is a presentation of our analysis of the Emergency Medical 

Services System components and the recommendations based upon that analysis. 

To assist the reader, this Chapter has been structured to review the advanced 

life support and basis life support services from the perspective of each of 

the seventeen components of the EMS system as defined in ChaPter~EXhibit~'~ 
page~~A shows a matrix describing the seventeen components in place and the 

Emergency Medical Services described. Thus manpower, for example, includes a 

description of the hospital emergency room and has a check in the square a~ 

cross from manpower and down from hospital emergency room. 

The intent is to graphically display what services are considered in the 

analysis of the seventeen- components of Guam's EMS system, Each section of 

this Chapter has been designed to identify and analyze services as well as to 

define the component and review its current capacity. When a recommendation is 

made to either develop or establish a specific service or program, a final has 

been included which revi'ews implementation considerations. 

A. MANPOWER 

(1) DEFINITION 

Emergency medical manpower includes: physicians, emergency and 

critical care nurses, ambulance attendants, mobile intensive care 

paramedics, central dispatchers and telephone screeners, first aid 
k 

( 

( 

responders, public safety and military personnel. These jey individuals 

provide services which directly aff~ the patient's health status in an 

emergency situation. 

(2) CURRENT CAPACITY 

Specialized medical personnel are available at both the Guam Memo­

rial Hospital and the Naval Regional Medical Center. Nursing service 
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as well are also available at both facilities. A study will be con­

ducted subsequent to the publishing of this plan to determine whether 

staffing levels are adequate across the existing spectrum of EMS 

manpower. The study wi'll identify gaps in personnel needs and re­

commend actions to fill those gaps. 

(3) ANALYSIS AND CONCLUSIONS 

The manpower needs at the Advanced Life Support (ALS) level 'must be 

determined. It is difficult te! - at this time to assess need for 

or utilization levels of existing manpower ' at- ALS levels because a uni­

fom system of data' collection does not exist to trace trends. While 

a study will be conducted to determine ALS needs, the focus of this 

plan revision will be on upgrading Basic Life Support services and 

personnel. At the BLS level, an ongoing program' of inital EMT-A 

traini'ng, refresher and' continuing education must be in place. Before 

attempting to expand pre-hospital care into the AlS level, a sound 

BLS system must be in place. OEMS regulations require CPR recertifi­

cation and continuing education for all EMT-A's, but until ongoing 

training programs are available the regulations are effectively useless. 

Changes in policy and classification of Public Safety EMT-A's are also 

necessary if a BLS system is to be effective. The following observation 

should be noted: 

Some Fire Bureau personnel sent for initial EMT-A training lack 

adequate preparation in the basic sciences. 

The Fire Fighter who successfully completes the DOT approved 

EMT-A course returns to the Fire Bureau as a Firefighter. There 

is no incentive to remain active or interested in Emergency care 
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since promotions and · career objectives can only be achieved 

as a firefighter. There is no EMT-A classification, no 

additional pay and no futture in considering a career as an 

EMT-A or Paramedic. 

While most DPS personnel have had first aid courses, few have 

attended DOT approved First Responder Courses. While all fu­

ture Police and Fire Academy training cycles will contain a 

First Responder module, this will affect new recruits only. 

A review of DPS personnel policies concerning, first aid, 

CPR, First Responder and Ambulance Attendants is necessary. 

(4) RECOMMENDED GOALS AND OBJECTIVES 

B. TRAINING 

GOAL - to improve the availability of manpower at the EMT-A, 

First Responder, CPR and Advanced First Aide within the 

Department of Public Safety. 

OBJECTIVE - To develop a module within the EMT-A course which will 

concentrate on the basic sciences. Preparation of 

this module is the responsibility of the Guam Community 

College and the Office of Emergency Medical Services. 

OBJECTIVE - To develop job specification and classification schemes 

for ambulance attendancts. This is the responsibility 

of DPS/Fire Bureau and OEMS. 

(1) DEFINITION 

This factor relates to training and continuing education programs in­

cluding all personnel within the EMS system. Programs will be identified 

as to whether they are continuing education, residency education, training 

for critical care nurses training for all levels of 00'5, training for 
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First Responders and other associated personnel. Aspects to be considered 

are necessary resources, adequacy of evaluation and the reassessment pro­

cess, cost and, if possible, frequency and location of courses offered. 

(2) CURRENT CAPACITY 

Training programsvary on Guam from in-service training for nurses 

assigned to the constant care unit, classroom courses for EMT-A's, First 

Responder Courses, CPR Courses, to ARC first aid. 

Staff at the Guam Community College (GCC) under grants from the Office 

of Highway Safety conduct EMT-A, Refresher Training, Modules 1, 2 and 3 of 

EMT-P, and First Responder courses. All courses are offered to the Commu- <=) 
nity at large wi'th preference given to DPS personnel. However, since funding 

for these courses is dependent upon OHS assistance, there are no guarantees 

that this training will be available on a continuing basis. A plan must be 

developed to ensure that BLS training is available at GCC on a permanent 

basis. 

The Red Cross, Guam Heart Association, and other' organizations also 

provide training sessions in first aid, advance first aid, CPR and refresher 

/recertification courses upon request. .~ 
I''l" 

At present, there ~ no ongoing training programs for physicians, nurses, 
/!: r"I-I- A '~ I N 

and alHetllallc".i05 currently acceptable medical techniques for emergency medi-

cal care. Critical care nurses are required to have continuing education. 

Continuing emergency medical care instruction is sp~radic at the BLS 

level and practically non exisbfnt at the ALS level. 

(3) ANALYSIS AND CONCLUSIONS 

There is no structured training program at GMH for either ER staff or 

ambulance attendants. The refresher course and modules 1,2.3 of the EMT-P. 

Course will serve some of the continuing education needs for the EMT_A. B 
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Training is needed to maintain and upgrade the knowledge and skills of ER 

staff. Continuing education courses can be conducted at GMH, GCC and the 

fire stations. 
~ 

An in-wervice trianing program that meets the needs of the EMT's and the 

hospital staff requires a qualified training director . A feasible arrange­

ment needs to be developed between GCC, GMH and OPS to identify a person or 

persons' who could direct the establishment of a permanent continuing educa­

tion program. 

OBJECTIVE - To establish a training and continuing education program for 

all Public Safety employees. At a minimum initial training 

should be the DOT approved First Responder course. 

- OBJECTIVE - To ensure that first aid, advanced first aid and CPR training 

is part of the school health curriculum to the Department 

of Education. 

C. COMMUNICATION 

(1) DEFINITION 

The Communications system includes access, dispatch, medical consultation 
~QiPIl· .... L " 

linkages between ambulances, EMT's, has piLals and other DPS personnel. The 

communications system must be able to support the medical requirements of the 

EMS system as well as link the appropriate services for a disaster situation. 

The engineering of the total communication system, and the manpower required 

to meet the services needs of the system will also be considered. 

(2) CURRENT CAPACITY 
15 

A call for ambulance assistance normally ie received from the following 

sources: 

(a) A direct telephone call to the DPS Central Communication Center. 

The communication center staff then relay the information to the Central 
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Fire Station in Tamuning, which then dispatches the appropriate MEDIC 

(Ambulance), 

(b) A call is received by Central Tamuning Fire Station and MEDIC is 

dispatched accordingly, 

ec) Individual fire stations receive calls and if there is ~ MEDIC 

assigned to that station, it responds . If not, Tamuning Central is 

notified and a MEDIC is dispatched by Tamuning . 

Prior to 1980, the Ambulance Service's radio communication were 

linked to the Department of Public Safety's radio system. Channel 2 was 

generally reserved for fire and ambulance operations, but depending upon ( 

the needs of the Police Division, that channel could be switched for police 

activities. Channel 2 did not have island wide coverage and MEDICS would 

not be able to transmit or receive in certain areas of the island, mainly 

in the Southern area and the Tuman area, There was no direct radio link 

with GMH Emergency Room, 

In October of 1979, OEMS, with funds from a grant from the Office of 

Highway Safety contracted with Aircall Guam Inc. to install a 3-Channel 

UHF EMS system. This system provides 1 channel for MEDIC dispatch and two ( 

channels for voice/telemetry. One telemetry station is located at GMH 

ER. Plans are to locate the other telemetry station of the NRMC ER 

pending Navy approval. All DPS medics will be equipped with portable bio­

phones which will enable the EMT's to maintain direct voice contact with 

the GMH ER. As soon as necessary training is available, EMT's will be 

transmitting EKG's via the telemetry feature. 
-+oW~1I. 

The EMS transmitter and twoer is located at Mount Barrigada, island 

coverage is made available through a repeater at Mount Lebugon. 
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(B) ANALYSIS AND CONCLUSIONS 

Guam's EMS system currently does not include a 911 access. Moreover. 

the system does not have a central dispatch organization or a network for 

Communication between GMH and the military ambulances or between NRMC and 

the DPS MEDICS. With the two telemetry/voice consoles placed at the 

hospitals. DPS MEDICS will have direct voice/telemetry linkage with GMH 

and NMRC physicians. 

Estimated communications reliability with' the new system is' between 

95 - 9B%. Technical adjustments. 'fine tuning' should result in 100% 

reliability and coverage for the island. 

A universal EMS access telephone number' is not yet available. but 

capability fo~ such a system should be available once the Guam Telephone 

Authority completes its reconstruction and upgrading project which was 

capitalized through an REA loan. System design and financing for a universal 

access have yet to be determined, A reliable telephone system is a prere­

quisite to any planning' for an EMS telephone access system. 

(4) RECOMMENDED GOALS AND OBJECTIVES 

GOAL - To improve the existing communication system by assuring inter­

face with hospital E,R,'s and to simplify dispatch and access. 



-OBJECTIVE - To identify onE central dispatch for all Public Safety 
activities II 

-OBJECTIVE - To train DPS Communications Center personnel in EMS 
dispatch 

-OBJECTIVE - To install compatable two-way radioycommunication equipment 
in military and civilian emergency ltehicles with adequate 

1\ 
access to GMIl and NRMC E.R. Joint responsibility of Office 
of EMS, GMH, NRMC. 

-OBJECTIVE To establish one emergency telephone number for the island 
by 1982. This is the joint responsibility of GMH, GTA 
Public Safety and the military. 

D. TRANSPORTArION 

(1) DEFINITION 

Transportation consists of the different type of ground, air 
and water transportation available for primary and secondary response 
situations. Further. the various categories of emergency vehicles 
are to be coordiuated within the total system. Other aspects to 
be considered are centralized command controlJservice to recreational 
and inaccessible areae and the replacement of ~ehicle8. 

(2) CUltlWlT CAPACITY 

/I 
There are fi'ge stations operated by the Department of - " Public Safety of these stations maintain an ambulance and 

attendants~ All ambulances meet Federal specifications for body 
type and minimal equipment. Ambulance service is provided to anyone 
in medical need. The utilization falls into two broad categories: 
emgergent and non-emergent. The great percentage of non-emergent 

o 

runs which require no first aid are typically for tranaport services [ 
to routine medical appointments. The Dededo, T\Dllon, Tamuning area 
show the highest percentage per population utilization of non-
emergent transport. 

The coverage response time (receipt of call to arrival at 
scene) in a.(uI!Q'- community should be from 15 to 25 minutes. 
Transport to an E.R. facility should not exceed 30 minutes. It is esti­

"mated, given good conditions, weather andtraffic load, the populations 
of Inarajan, Merizo, Umatac and their environscan be as much aa 60 
minutes from the GMIl ER. 

Military ambulances provide service to military personnel and 
their dependents. In an emergency a military ambulance will provide 
transport to civilians. There are military ambulances on Guam. 
Because of their geographic location the response time of their 
vehicles is better than the Department of Public Safety, Medical 
equipment on the Government ambulances suffers from lack of adequate 
maintenance. Lack of medical supplies is a chronic problem. 



I v.1.# 

(3) ANALYSIS AND CONCLUSIONS 

The system operated by both the civilian and military cODlDunities 
provides a total of ambulances for a combined estimated 1980 
population of 110,000 people. 

Some of the DPS ambulances need replacement and/or overhaul. 
Particularly chronic problems exist in the electrical systems. 
This is due in large part to the relatively short distance that 
the ambulances cover. This does not allow the ambulance batteries 
to be recharged. The estimated useful life of Type II ambulances 
is five years or 70,000 miles. Given Guam's climate and the 
apparent lock of a consistent maintenance program, its useful 
life of these ambulances is appreciably less. Lack of medical 
supplies also renders the ambulances at times practically useless. 

No formal agreements currently exist in teot'" S of who has 
responsibility at the scene when both military and civilian ambulances 
respond. Further, dispatching does not always ident;f.fy the proper 
respondi'! Thus equipment, dispatch and coordina~ of on-scene 
responslbility needs to be improved. 1\ 

(4.) RECCMMENDED GOALS AND OBJECTIVES . 
,.,J 

~ - oro improve the coordinat~ of air. land and sea transport 
services: between the military and c:f.vilian organizations 

-OBJECtIvE - oro estal:rl1sh a central dispatch and cOllllllUl1ication 
net" which will interface with the military system. 

-oBJEcr:tVE - oro improve· the medical equipment" and supplies on 
Public Safety ambulances to meet federal specifications and 

.., regula*to~ requirements of OEMS. 
1\ 

-oBJEcr:tVE - To identify a continuing source of f1ll1ding for 
ambulance maintenance .. repair and replacement. 

-oBJEcr:tVE - To establish a formal agreement between the DPS 
and local military C01lllll8I1de concerning the role and respon­
sibility df their ambulance in responding treating and 
transporting of patients. 

E. FACILITIES 

(1) DEFINITION 

Health facilities include, hospitals, clinics and mental health 
centers; A description of each facility including their services. 
patient volume, number of emergency cases and the staffing patterns 
of the facilities. 

( 2) CURRENT CAPACITY 

The only civilian hospital, Guam Memorial Hospital, operated by 
the Government of Guam is located in Tamuning which is within the 



major population center. GMH and NRMC are equipped to provide 
emergency care. Except for constant care units and neonatal' 
intensive care (at GMH), Guam does not have "specialized critical 
care units"* 

(3) ANALYSIS AND RECOMMENDATIONS 

It was difficult to obtain data relative to the volume and work­
load of staff in each of the hospitals. In cases where data were 
available and from the population statistics, it is clear that the 
number of patients is not adequate to either expand highly sophisticate' 
programs (e.g., burn care), or develop sophisticated care units (e.g., 
spiral cord injury. Patient volume is insufficient to justify ex­
penditures for services of this nature. 

Because of the limited types of medical services available in 
both hospitals, the service mix and access to care is critical. At 
this time 'there are no formal arrangements between GMH and NRMC. 
Duplicate services exist and are understandable given the differences 
in service populations. However~ gaps in either GMH or NRMC's medical 
services should be ,identified and where possible mutual aid agree- 0 
ments established with hospitals off island to meet the emergent 
patients needs. 

All medical clinics with the exception of FHP axe not designed 
to handle extensive emergency situations . 

(4) RECOMMENDED GOALS AND OBJECTIVES 

---

~ - To estahl1sh the necessary mechinisms. to assure efficient 
utilization of EB. facilities. 

-OBJECtIvE - To develop a categorization plan for services offered 
at GMH and to assess the feasibility of inclusi~ of services 
listed in federal EMSS program,: guidelines (spiZal cord, burn 
care~ posion. tramaa, behavioral emergencies.) Such a cats- ) 
gorization scheme will take into account services presently 
offered by GMH and NRMC. level of sophistication and capability 
for expansion. 

F. CRITICAL CARE UNITS 

(1) DEFINITION -

The critical care units to be considered will include trauma. 
burns constant care, neonatal intensive care and blood II""I<.IJc;. • 

(2) CURRENT CAPACITY 

There are five service areas described in this section. 

-
*Other critical care Units would include: 

TBAUMA, BURNS, SPINAL CORD INJURY, POISONING BEHAVIORAL EMERGENCIES 



BURN CARE - Generally treated in the emergency room of GMH. 
There are no burns beds at GMH. If the burns are diagnosed as 
serious and require hospitalization, the patient is admitted 
according to age and/or service. There is only one plastic 
surgeon on Guam. The Navy and Air Force, when necessary, transfer 
their burn patients to GMH for treatment and care. 

BLOOD BANK - GMH maintains a blood bank which has whole blood 
available for emergency use. The supply of blood is dependent upon 
durations only. If the bank's supply is completely consumed. the 
patient's family is asked to secure a donor or donors. Various 
Civic organizations on Guam will provide donors during times of 
emergency or a special need. The blood bank is staffed 24 hours 
a day. 

A verbal agreement between the American Red Cross and GMH exists 
to secure additional blood from the Hawaii Red Cross Blood Bank in 
cases of massive need. 

CONSTANT CARE UNIT - GMH h~ a (10) bed constant care unit. 
Based upon Il.r,pP0rts of the Medica3a Records section of GMH the monthly 
occupancy sete has averaged 41.23, 55.01, 62.30. 70.58, 50.99, 59.14 
per cent for the periods July 1 - June 30, 1975-1980. 

Tha NmfC has bed Intensive Care Unit of which. ___ _ 
beds are for Cardiac Care. 

.4~ 

PM,/S,(./A 
HOSP!'tAL EMERGENCY ROOM - There are - who are assigned 

to- the GMH 1m. Specialists are on cal.l.. The 1m and Outpatient 
Department are one unit. Utilization of the 1m is as follows: 

FISCAL YEABS 

1975 1976 1977 1978 1979 
. 

E.R. VISITS 4 652 3 951 4 892 7 456 6 644 
OPD VISITS 44 939 42 008 34 206 30 847 32 854 
E.R. VISITS 
AS A. % oi ·OPD 10.35 9.40 14.30 °24•17 20.22 

NEONATAL INTENSIVE CARE 

1980 

5 919 
33 344 

17.75 

GMH data shows that a Neonatal lCU began operation in Fiscal Year 
1978. At present there is no Neonatologist on Guam. When the unit 
was first opened, a staff physician of Family Health Program was 
trained in Neonatology and provided the supervision for the NICU. 
There are Nurses assigned to this unit. Utilization is as 
follows : 



NICU IT 1978 IT 1979 IT 1980 

iADMISSIONS 14 30 31 

~V LENGTH OF STAY 5 16 25 

~V OCCUPANCY 7.93 11.92 5.48 

(3) ANALYSIS AND RECOMMENDATIONS 

An incomplete data base precludes an analysis of the critical 
care IlIlits. Standards of care, staffing patterns and comparable 
data (utilization, incidence/population etc.) needs to be gathered 
before an assessment of present capabilities can be done. 

(4) RECOMMENDED GOALS AND OBJECTIVES 

GOAL. - To assure that critical care service in place is adequate 
and aVii'iTable to meet the emergent needs of patients requiring them. 

-OBJECTIVE - To evaluate present critical care services against 
profesaionaly accepted standards. A margin must be allowed for the 
UDique situation on Guam .(in terms of distance, manpower 'morbidity') 

-OBJEcrrv& - To establish formal mutual aid agreements between 
GMH? NRMC and Pac1.fic Bum Facilities to asaume critical patient 
care during disasters or to fill in identified gaps in. care where 
they cannot reaaonahly be provided on. island. 

G. PUBLIC SAFETY AGENCIES 

(1) DKFINITION 

Public Safety agencies are involved at the Basic Life Support 

o 

level of the EMS . system. ~ description. of how interfacing occurs 0 
nth .these. agendes is ' provid~d • . , 

(2) ctlRRENT CAPACITY 

,rPte Department of Public Safety's role in the no.s system lies 
in. t4e central disptach/communications center and its ambulance 
attendants (EMT's who are part of the Fire Bureau). Fllt~~ond this, 
Police Office~often find themselves in the role of ~ respondent 
and have frequent contact nth EMT's especially at vehicles accident 
sites. 

The Police and Fire Divisions are nthin the Department of 
Public Safety and Coordinate their efforts through the Department. 
However the ambulance service is often treated as a step-child that 

"" .. OIT '. no one seems to Wftitt. In the eyes of many DPS managers the ambulance 
service is nothing more than a transporation system. Furthermore, 
interface with the medical system is not well defined. The new radio 
communication system may go a long way towards achieVing the much 
needed ER - ambulance interface. 



No formal method exists for ambulance attendants and ER staff 
to meet and exchange information conceming their patient's treatment 
and outcome. No method exists whereby EXI's can be evaluated on a 
retrospective basis on their management of emergent patients. 

(3) ANALYSIS AND RECOMMENllAXIONS 

The interfacing of Public Safety and Medical Services must be 
improved. Areas where improvement is recolIIDended are: 

- -Hold formal meetint with ambulance attendants and hospital 
staff to secure a b/ltter understanding of their respective roles, 
duties and responsib:illt:1.es; and 

-A patient review committee should be established to review 
patient care ut:l.l:izing recent cases :in which EMT's were involved. 
Such an evaluation process will require the development of a 
reporqpatient care form which will record the pre-hospital 
care rendered by the Em: , s • 

<'4) RECCHmIDED GOALS AND OBJECTIVES 

• GOAL - '1:0 eatabliah a "more effective :interface between the 
Dapartii8iit of Public Safety and Guam Mamor:ial liospital. 

-OBJECTIVE - '1:0 establish a formal agreement between GMH and 
DPS (Fire Bureau) to meet regularly to coordinate medical transportation 
isSURB. Th:ia is the responsibility of GMH, DPS. and OEMS • 

.!ze:f' " 
-OBJECTIVE - '1:0 ~ a systll1ll for reviewing cara of patients trans-

ported by ambulance. Such" review should be conducted by a phydc::ian 
with impact from other !It staff. 'rhis ia the respons:l.b:illty of OEMS. 
GMH, and DPS (Fire Division) 

H. CONSmmll. PAlrrICIPAnON " 

(1) DEFINI'rION 

o 
This section will describe how privisions for consumer partic::i­

pat:1.on in determining system policy has been utilized :in plan develop­
ment and continued operation of the EMS system. 

(2) CUP.RENT CAPACITY 

To assist in the design and inplementation of this EMS plan the 
Commission will review and approve/disapprove this current revision. 
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The Commission membership is as follows: 

.Department of Public Safety (Police) 

. Department of Public Safety (Fire) 

.Guam Memorial Hospital 

.Department of Public Works (Highway safety) 

.Department of Education (School Health Counselor Coordinator) 

.Department of Public Health and Social Services 
• Civil Defense 
.Guam Telephone Authority 
.Physician Licensed to practice on Guam 
.Nurse, EM! or other allied Health Professional 
• Two members of the cOllllllUD.ity 
.One Representative each from Navy and Air Force. 

In addition, the plan was reviewed by the Guam Health Planning 
and Development Agency for consistency with the Guam Health Plan. 
Various government and civic groups were also given copies to 
review. Prior to the final draft a public hearing was held (see 
copy of proceedings in Appendix ). A list of the Government 
Agencies is available in Appendix C ) . 

(3) ANALYSIS AND RECOMMENDA'rIONS 

The EMS tCommission will playa major role in the development 
of Guam's EMS system. In additiinr to the review and approval of 
this plan the Commission reviews and approves the OEMS budget and 
alL grant applications prepared by OEMS. 

(4) REt:OMMENDED GOALS AND OBJECTIVES 

.GOAL - To assure consumer iIJput into the development of 
the EMS system. 

--OBJEctIvE. - To 'utilize the review proceedures of the Guam 
Health Planning and Development Agency for subsequent 
Revisions of this plan. 

--OBJECTIVE - To hold public hearings on any proposed use 
of federal or other grant funds for EMS development. 

I. ACCESSIBII.In TO CARE 

{l) DEFINITION - This means does the EMS system provide for the 
patient who is unable to pay? A review of how the Government 

_ Of Guam assures coverage of its citizens is provided. 

(2) CURRENT CAPACIn 

At the present time the Government of Guam underwrites the 
cost of health care for the indigent patient who,,·is unable to 
pay. This includes ambulance transport to the liospital. The 
cost is bo~~e through a greatly underfunded (in terms of Federal 
share) Medicaid program. Ambulance fees, while set at a minimal 



'$12 have not been bilJed for or collected in recent years. Guam 
Memorial barges for i"are in general are well below their actual 
costs. Other third party payment, prepa:!.d health care plans and 
out of pocket payments 'finance t the rema:1nder of care. It is 
estimated that as much as 75% of population has some type of 
health care payment coverage. 

(3) ANALYSIS AND RECOMMENDArIONS 

Ability to pay for emergency care is not a barrier to access. 
An unrel:iable telephone system, poorly maintained ambulances and 
equipment are more serious access problems. A person's ability 
to pay is not a consideration when emergency care is provided. 

(4) GOAI.S AND OBJECTIVES 

NONE 

J. TlWISFEB. OP PATIENTS 

(1) DEPINI.TION 

This 1118_ the flow or referral of the patient through the 
various phues of the treatment process. This nll include trans­
portation. and facilities. the location capacity. type of patients. 
accessibility and critaria of care are elements of this factor. 

t2) CIJltIWI'J: CAP ACrrY 

Becaua .. Guam hu only two hospitals nth similar emergent 
patient care capabilitiea, transfer between facilities usually is 
a rasult of jurisdictional rather than medical need cons:Lderation.s. 
GMR hu arrange.-nts w:Lth several off-island care facilities. 

(3) ANALYSIS AND RECOMMENDATIONS 

All aoted earl:Ler, it may be useful to assess crit:Lcal care 
capah:Ll:Lties of, the two island hoep:Ltala, using categorizat:Lon 
schemes developed by the appropr:Late specialty usociations 
(e.g., b= care, spinal cord, injury). Once this is done 
perhaps the two facil:Lt:Les could agree to concentrate on 
specific areas of critical care, rather than to dupl:Lcate those x-

services. In those critical care areas where it is impractical To p"'-"'o .. 
services locally, agreements must be made w:Lth off-island 
facilities to handle patients requiring care • 

• GOAL - To assure proper transfer of all patients through 
~reatment process. 
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-OBJECTIVE - To assess the critical care capabilities of 
each hospital using categorization criteria developed by 
appropriate specialty associations. 

-OBJECTIVE - To eliminate duplication of critical care 
services by determining which facility has the best 
capability relative to the services provided. 

-OBJECTIVE - To enter into transfer agreements with off­
island facilities where it is determined that local critical 
care capability is unava:!.l.able or impractical. 

K. STANDARD MEDICAL RECORD KEEPING 

(1) DKFINITION 

This Means the specific information required and collected 
on emergency patients. What information is needed, such as, 
the time the emergency medical system was accessed medical care 
dispatched and the treatment provided are examples of the Minimum 
information medical records can provide. Aside from the monitoring 
of the records. and assuring this accuracy, the plaDned must 
maintain the confidentiality of the patient's medical information. 

(2) CUl!1IENT CAPACITY 

The. Emergency- Room. at GMIl does maintain an emergency treatment 
report on each patient; SUllllllary data on each patient is tabulated 
and. identifies the patient's primary and secondary diagnosis as 
well as date of discharge. It is not known at this time whether 
medical care or "quality of care" audits on emergent patients are 
conducted regularly. There is no systematic analysis of emergency 
care doen by the hospital. Medical Records reports only aggregate 
information. This is shown as "EB. VISITS". 

The· Fire Bureau maintains logs on abmulance I'UIlS which provide 
sex, approximate age. time of dispatch and return and on occasion 
initial vital signs (Blood pressure, Pulse, Respiration) However, 
no information is provided consistently regarding patient status, 
treatment, or disposition. 

(3) ANALYSIS AND RECOMMENDATIONS 

The existing medical record system is less than adequate. 
A more detailed record of ambulance runs is necessary. A system 
whereby prehospital and Emergency Room Care can be assessed must 
be established. Any Emergent patient admitted to GMH via the 
Ambulance-ER should be identified and followed through his/her 
course of treatment so that the emergency care system may be 
assessed in terms of both process and outcome. 



-

Agreements will have to be reached regarding the specific 
information required on ambulance runs, patient volume, patient 
condition, care given, time of access, arrival on scene, arrival 
at the E.R. 

A method w:!.ll have to be designed to assure accuracy of the 
data collected. 

(4) RECOMMENDED GOALS AND OBJECTIVES 

.GOAL - To establiah on Emergency Cue information system 
tiiiit" meets minilllal. federal requiremeuts'J. and the needs 
of its users. 

-oBJECTIVE~ - '1'0 develop a tmiform ambulance report form 
containing the minimum data sets recommended by DBHS. 

-OBJECTIVE - '1'0 have the ambulance report form included 
in the tteatment records of the GMIl t.R. 

-OBJECTIVE - '1'0 evaluate and upgrade if necessary ER patient 
care aud1.ts 

L. CONStIMER INFOBHAnON AND EDUCATION 

(1) DE1!LNltION 

'l'2Us includes information on how C0118umers can access the 
aergllllCY medical system. It is anticipated that further information 
w:!.ll be provided on. ava:Uable emergency servicaa; their location 
and bow to determine what to do for specific injuries or _dicd 
I!D81'gencies . The planner w:!.ll be concerned w:!.th the content, 
relevancy and coordination of the information progrmu presented. 

(2) CDRl!.EN'l' CAPACITY 

Aside from radio and public service television spots daacribing 
heart Conditi011S and how to take action in cases of emergency, there 
is little else being provided concerning health information to 
consumers. 

The GIl81Il Community College co,vduts EHr-A Courses which are 
available to the public if there are vacancies. However, the scope 
of the EMT-A course is general.ly beyond the needs of the typical 
c011Sumer. The EHr-A course assumes students have access to 
equipment and supplies rarely found in anyone I s home. 

First responder, Advanced First Aid and CPR training would 
appear to have more benefit for c011Sumers. 



(3) ANALYSIS AND RECOMMENDATIONS 

Because of the limited amount of information being developed 
for the public concerning the EMS system, a major focus should 
be the establishment of information programs on what the EMS system 
is and how it can be accessed. In addition, self help programs such 
as those listed in L ( 2) above, should be established. 

(4) RECOMMENDED GOALS AND OBJECTIVES 

• GOAL - To establish a public information and education program 
for all the people of Guam so that they know about the EMS 
system and how to access it. 

-OBJECTIVE - To develop information for visitors and residents 
which describes the EMS system. This information should, at 
a minimum, list or describe access points, procedures for 
requesing assistance and selected signs and symptons which 
vould require EMS system response. 

M. EVALUATION 

(1) DEFINITION 

'Ibis- is t!o detendne whether the specific goals were achieved. 

o 

This will include an assessment of the maDagement of the implementation 
of the E!!S plan. The evaluation will measure process as well as. 
impact of the patient ca:t!e system. Baseline data (or data elements) 
will be determined for each measurement criteria which will be 
determined for each of the measurement criteria which will assess 
change improvement. 

(2) ClllU!ENT CAPACITY 

To be developed . 

(3) ANALYSIS AND RECOMMENDATIONS 

The existing data 'system' does not provide information which 
will measure the effectiveness of the EMSS. Further, mealrurement 
criteria and evaluation objectives have not been identified thus 
the first priority of the EMS COIlIIIIission should be to define 
the evaluation objectives. The areas which need immediate 
assesament are the transporation system and GHa's Emergency Room. 
Within transportation some of the elements that need to be defined 
as evaluation objectives include time factors, manpower utilized, 
patient condition, equipment used and procedures followed. Within 
the emergency room the issues are the treatment process, manpower 
utilized, patient volume, and transfer. 

o 



(4) RECOMMENDED GOALS AND OBJECTIVES 

.GOAL - To establish evaluation objectives which measure the 
effeCtiveness of the EMS system. 

-OBJECTIVE - To form an evaluation committee composed of consumers, 
providers and planners to design objectives and measurement 
criteria. 

-OBJECTIVE - To develop measurement instruments based upon the 
objective to assess the ambulance services, and the GMH E.R. 

N. DISASTER LINKAGE 

Th:i.s addresses the emergency medical services available during a 
disaster. Th:I.s aspect of the plan must consider a systematic method 
to deliver emergency medical services during a disaster as well 
as the necessary modifications of the EMS system's routine procedures 
during a disaster to be fully effective this means adequate DOW -

telephonic communicators are available and accessible, and that 
necessll%Y changes can be eff ected ilIImediately. Finally. the 
disaster plan must be tested once each plmning year. 

(2) CtlRRENT CAPACITY 

the Office of Civil Defenae has prepared a disutar plan for 
GWIIII. Incorporated into the disaster plan are the responsibilities 
aneL duties of the different gOverDlllmltal agencies are departments. 
The military is included in the plan for back-up servieas which 
the public agencies cannot provide although no formal. agree~ts 
enst detailing the procedures and methods by which this 
assistance will be provided • 

. (3) ANALYSIS AND RECOMMENDATIONS 

A major difficulty with the Disaster Plan is an adequate state­
ment of how medical services will be coordinated in time of a disaster. 
To a very large degree each disaster must be dealt with individually. 
Hcwever, basic criteria can be established which designates which 
agencies have responsibility and how they will carry out their 
tasks durini a disaster. The Office of Civil Defense is the 
lead agency during time of disaster. Direction for the development 
of a medical service plan should come from Civil Defense. Further 
system wide practice is critical and should include a proper 
assessment of the efforts and activities of the participants. 



(4) RECOMMENDED GOALS AND OBJECTIVES 

.GOAL - To establish an emergency medical service system wh:I.ch 
has-i linkage w:l.th other agencies :in case of disaster. 

-OBJECTIVE - To determ:i.ne roles and responsibilities for each 
medical service w:l.th linkage to the Office of Civ:l.l Def.r~~;;._ 
A medical care plan should be developed which details I!e age 
and care procedures, medical control. manpower required and 
military :involvement. 

O. MDTUAL AID AGUEMENTS 

(1) DEFmITION 

This means that the area w:l.de EMS plan has been agree upon; 
that the capability, availability, and location of the EMS resources 
have been determined; and that cooperative agreement has been 
established between the military and public jurisdictions to 

- assure adequate f:inandA/g. 

(2) CIJRRENT CAPACITY c 
Guam Memorial Hospital refers patients 

:in the United Statea. GlIH. however,. is not 
ita patients to other hospitals off-island. 
agreements for patient transfer. 

to mainly two hospitals 
restricted from referr:i.ng­
There are no written 

Thera is written agreement that the NRMC will prov:l.de medical 
aervices to the former Trust Territortes, whether emergency or non­
emergency, for services that otherw:l.se cannot be provided by the 
localities. 

Mauy of the former Trust Territories are at various levels of 
EMSS development. An assessment of their respective capabilities is 
not available. 

(3) ANALYSIS AND RECOMMENDATIONS 

The lack of formal agreements as well as a complete survey of 
resources :indicates that the need for initial identification and 
allocation is required Before mutual aid agreements are possible. 
Several areas have advanced to the po:int where mutual aid agree­
ments can be established. However, the vast majority of services 
and programs w:l.ll have to be surveyed and problema identified 
before mutual aid agreements can be established. 



(4) RECOMMENDED GOALS AND OBJECTIVES 

.GOALS - To establish mutual aid agreements where necessary for 
every medical. program which impacts upon the Emergency Medical 
Services System. 

-OBJECTIVE - To survey the ex:1.st:l.ng resources to determine 
progrlllll gaps which can be met by other agencies or programs. ,,. 
-OBJECTIVE - To assist GMH and other medical service providee to 
establish mutual aid agreements which meet the goals set forth 
in this EMS plan. This nIl be a continuous process. 

-OBJECTIVE - To develop a written mutual aid agreement between 
Guam, the former Trust Territories and NRMC for a coordinated 
emergency care delivery service dealing nth the exchange of 
services, cOllllllUIlication lihkages, licensure, certification 
train:lng, and reimbursement, where necessary. 

P. EMS SYSTEM MANAGEMENT 

(1) DEFINITION 

Tb:1& re.lates to the coordination. .. implementation and operation 
of the EMS plan.. It will. identif'y who hu lIIIIDagmuent responsibility 
of the EMS system and ita components. 

(2) CllRRENT CAPACITY 

Pusage of Puhlic: Law 14-11 established the Office of !mergeucy 
Medical Services nthiD the Department of Puhlic Health and Social. 
Services. The OEMS is responsible for coordinating of the EMS 
systllllt. So_ of the Ruponsibilities of OEMS AJ1E: • 

~DEVELOPMI!:NT for ,Regulations for the licensure of 
ambulances 

.Development of regulartions for certifivation of Dfr's 

.Regulations for the categorization of critical care facilities 

.Development of standards for EMSS C01IIIIIUDications 

OEMS, through the use of grants from the Office of Highway 
Safety, haa accomplished the following. 

1'1 
.Establishment of a utF EMS radio communication system • 
• Establishment of EMT-A, First responder and EM! Refresher 
training at the Guam COIIIIIIUIlity College 

.Funding for EMT Dispatcher and Dispatcher instruction Training 

.Organization and operation of the Guam Emergency Medical 
Services Commission. 



The O~fS is staffed by an Administrator and Administrative 
Secretary. Expansion of staff is Dot planned in the immediate 
future. 

(3) ANALYSIS AND RECOMMENDATIONS 

The OEMS should continue to play its role as facilitator 
and coordinator. Use of federal funds for EMS develop1llent, 
where practical, should continue. In addition a financial plan 
for ongoing EMSS support needs to be developed. Such financial 
plan should identify possible sources of local funds for operations, 
expansion and development of El.fSS components. 

(4) RECOMMENDED GOALS AND OBJECTIVES 

.GOAL - To assure that OEMS has necessary authority and funding 
to achieve optimum EMSS development . 

-OBJECTIVE - Upon recommendation of the EMS Commission apply 
for federal funding for EMSS development. 

-OBJECTIVE - To determine local sources of EMS funding. to 
assure that the Emergency Medical Service System will continue 
to attain optimum development and continued operation. 

Q. LEGISI.ArION 

(1) DEFINITION 

o 

This section has been included because of the increased involve­
ment by federal, state and local governments in legislating programs 
guidelines, standards and procedures which directly affect the 
design, implementation and operation of this plan. Included are 
a number of local laws which impact upon EHSS development. 

(2) CURRENT CAPACITY 

DECI·ARATION OF POLICY 

Declares that it is the 
Territory's plicy to promote 
safety for persons and 
properties with the use 
operation, and equipment of 
vessels. 

, 

TITLE IX Department of Public 
Safety 

o 

Chaper XVI, Te=itorial Boating 
Act 

Section 8995.1 



COLLISIONS, ACCIDENTS AND CASUALITIES 

R~quire the operator of a vessel 
involved in an accident, collision, 
or other casualty to assist those . 
inj ured in the accident, collision 
or other casualty, and to provide 
in writing to th person inj ured 
and to the owner of any property 
damaged his name, address and ident~_ 
fication of his vessel. 

COHPREHENSIVE SAFETY AND EDUCATIONAL 
PROGRAM 

Authorizes the Department of Public 
Safety to commence a comprehensive 
boating safety and educational 
program, to establish appropriate 
advisory groups, and to seek the 
cooperation of boat • the Federal 
government, etc. 

IN-SERVICE TRAINING FOR RESIDENT 
NURSES 

Provides- in-service tra:l.n:l.ng to 
Per!lllU1lll1t resident professional 
or practical nurses for two 
years to obtain a degree in 
nursing. 

Requires the operators of all 
vehicles to yield the right of way 
and to remain as close as possible 
to the right hand edge or curb of 
the highway upon approach of an 
authorized emergency vehicle 
sOUDding a siren or exhibiting 
a red or blue light. 

TITLE IX Department . 
of Public Safety, Chapter 
XVI Territorial Boating 
Act, Section 8995.10 

TITLE IX Department of 
Public Safety, Chapter 
XVI Territorial Boating 
Act, Section 8995.15 

TITLE XII Department of 
Education, Chapter XL-A. 
Nurse t:raining, Section 11889. 

TITLE XXIV, Vehicle. Code, 
Chapter II General Provisions 
Section 23128 



ACKNOWLEDGEMENT AND DECLARATION 
OF INTENT 

States that the Government of Guam 
ackncwledges that the provisions 
of the Williams -Steiger Occupa­
tional Safety Act of 1970 are 
applicable to the island and will 
comply with and observe such 
requirements. 

Agency responsible for occupational 
safety and health 

Designates the Department of Labor 
as the agency responsible for de­
veloping and administering a plan in 
accordance with the provisions of 
18 (C) of the Occupational Safety 
Act of 1970. 

Author:1.ty of Agency with respect 
to occupational safety and health 

Authorizes the- Department of Labor 
to make and publish occupat:1.onal 
and health standards for Guam- wb:1.ch 
meet the indices of equal effect:1.ve· 
ness as published by the federal 
Department of Labor. 

Div1s:1.on of Occupational Safety 
and Health 

Establishes within the Department 
of Labor a Division of Occupational 
Safety and Health responsible for 
investigating and inquiring into 
the causes of injuries or s:1.ckness 
arising out of and in the course 
of eimployment and to assist 
in the preparations of such occu­
pational safety and health as needed to 
aid in the prevention of such injuries 
or sickness. 

TITLE XLVI Department 
of Labor, Chapter II 
Occupational Safety and 
Health Act of Guam Section 
48201 

TITLE XLVI Department of 
Labor, Chapter II 
Occupational Safety and 
Health Act of Guam 
Section 48203 

Trru lLVI~ Department of 
LabOr'7 Chapter II 
Occupational Safety and 
Health Act of Guam, 
Section 48203 

o 

TITLE XLVI, Department OfO 
Labor. Chapter II 
Occupational Safety and Healt 
Act of Guam, Section 
48204 



Civil Defense, Purpose 

Provides for the creation of an 
office of Civil Defense for the 
Territory to assure !:hat the 
Territory will be adequately pre­
pared to deal with disasters or 
emergencies of unprecendentad 
size and destructiveness 
resulting from enemy attack 
sabotage, etc. as well as from 
the vicissitues of nature, to 
protect the peace, health and 
safety of !:he public and to pre­
serve !:heir lives and their 
property. 

Accidents 

Requires !:he operator of any vech:Ue 
in any accident causing injury or 
death to any person or causing 
dallag .. to any real or personal 
property to stop such vehicle 
1DDediately at !:he scene of such 
accident. 

cm!MISION ON LICENSUBE 

Provides for !:he creation of a 
"Comm1sion on Licensure to 
Practice !:he Healing Act in 
Guam" consisting of five l118111bers 
appointed by !:he Government of 
Guam. "'!.'he Comm1ssion shall 
appoint boards of eypm1 n en in 
baic service, in medicine and 
osteopa!:hy, in chiropractic, in 
dentutryinmmnzeryand 
such others... as are necessary." 

NURSE PRACTICE ACT 

Requires that any person practicing 
professional or practical nursing 
shall be licensed under the pro­
visions of this Act. 

TITLE IX Department of 
Public Safety, 
Chapter VI, Civil Defense 
Sections 8500, 8519 
Governor's Executive 

Order 78-10 

TITLE XXIV. Vehicle Code 
Chapter II, 
General Provisions, 
Section 23136 

TITLE XXVIII. Medical Practi'ces, 
Chapter II, 
Geueral Provisions, 
Section 27101 

TITLE XXVIII 
Chapter III 
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POLICY STATEMENT 

No person shall be denied complete 
medical care and services by reason 
of his availablity to pay the:J:efore. 
People shall be required to pay in 
accordance with their means. Abate­
ments and discounts will be allowed 
from the established schedule under 
rules and policies established by 
the GMH Administrator and approved 
by the Board of Trustees. 

CHIEF MEDICAL EXAMINER 

He shall examine circumstances 
of death resulting from criminal 
violence, casual.ty, suicide , 
suddenly when in apparent good 
health, in poison, or in any 
unusual. or suspicious manne:J:. He 
is authorized when considered 
necessary to exhume interred bodies 
and to perform autopsies. 

MENTALLY ILL 

Pnivides for hospitalization 
on medical cett:f.fication in an 
emergency situation and provides for 
hospitalization without endorsement 
on medical certification in on 
emergency situation. 

LIABILITY FOR RENDElWlG EMERGENCY 
CARE 

Au Act to amend Section 3284 of the 
Civil Code of Guam to provide that 
any person who renders emergency 
care shall only be liable for 
damages resulting from his gross 
negligence or wanton Act or wanton 
omissions 

TITLE XLVII 
Guam Memorial Hospital 
Chapter I, Section 49008 

TITLE XLVII 
Chapter II, 
Section 49102 

TITLE' XLVII 
Chap'ter III 
Section 49206 

Section 49207 

Guam P . L. 12-92 



EMERGENCY MEDICAL SERVICES COMMISION 

Establishes the Guam Emergency 
Medical Services Collllllission to provide 

technical and advisory support to 
the Admin1 srrator (OEMS) 

Established within the Department 
of Public Health and Social Services 
an AcIm1n1 strative Office for Emergency 
Medical Services. The Office has 
regulatory and certification respon­
sib111ty for EMSS devel.opment to include 
manpower facilities, communications 
and equipment. 

ACCESS TO CAllE/PROTECTION FROM 
LIABILI'r! 

No persons- shall be denied treatment 
at any desiguated emergency medical 

- services- fac111ty. " ••• .A hospital 
its employees or any physician or 
dentist ,providing emergency medical 
services shall not be held liable 1D any 
actioll ~. ~ of a refusal to render 
such treatmant if reascmab1e care is 
exevised in determ1ng the appropriateness 
the. fac111ties ••• availability of 
personnel to render sick care. 

CONSENT TO CAllE 

No providers of eme.rgency medical services 
••• shall be subject to civil liability, 
based solel.y upon failure to obtain 
consent in rendering ---services--- when 
the patient is unable to give his consent 
for any reason and there is no other person 
reasonably available ••• authorized to consent 
to the prorlding of such care. 

TITLE XLVII 
Chapter 6 
Section 
49253 - 49253.3 

TITLE XLVII 
Chapter 6 
Section 49252.0 
49252.2 

TITI.E XLVII 
Chapter 6 
Section 49255.0 

TITLE XLVII 
Chapter 6 
Section 49255.1 



(3) ANALYSIS AND RECOMMENDATIONS 

The passage of P.L. 14-11, the ' EMS Act of Guam focuses 
development of the EMS system within the Department of Public Health 
and Social Serv:l.ces. The effectiveness of the standards and regulations 
will be evaluated in light of voluntary rather than mandatory 
compliance, since effectively the major pants of the EMS system 
are the responsibility of Government of Guam Agencies. Since most 
EMS serv:i.ces are provided by single sources, voluntary compliance 
with standards and regulations is theonly feasible avenue to enforcement. 

J 
Still to be addressed in future leg~ation will be the roles and 

lim:I.ts of practice for EMr-P's (Paramedics), medical control (supervision) 
of EMr's in the field, authorization for administration of drugs and 
sophisticated equipment in the field, local sources of financial 
support for the system. 

(4) RECOMMENDED GOALS AND OBJECTIVES 

To be developed o 

o 



---oJ'l CAlU!: OF SPECIFIC' EMERGENCY PATIENTS 

Federal Guidelinea (DHHS) require that certain specific 
emergency care services be considered in EMS system developmant. 

Within the entire 'pool' of critical care patients, there 
are seven groups which can be clearly identified for systems development 
because they repsent real and significmt medical problems. They are 
sully identified and cm be utilized for planning, operations and 
evaluation. They have distinct and different medical needs. Being 
the most critically ill or injured, they will benefit from the systems 
approach. 

The critical clinical groups are: 

1. Trauma Victims 
2. Burn Victims 
3. Spinal Cord injury victims 
4. poisoning victims 
5. acute cardiac: victillls 
6. bigh risk infmt 
7. behavioral aergenc:ies (alcohol, drug, 

peyc:h:latric, related vict:1.m&) 

EMS systems dunNng the planning phase should; for each 
clinical GSa, develop a conceptl1a l1 zation and design for pre-hoapital. 
hoapital. and critical care were practical. Hoepital facilities should 
be categorized. vertically using national professional. orgau:izationa 
crtterlam sud there should be planning for the integration of the l5 
basic: syatem components (including. P and Q where applicable) to 
maet the needs of each of the patient groups. 

Durlng Basic Life Support. treatmant and triage protoc!ls for 
the prehospital and critical care phases should be developed utilizing 
technological advances and adoptations for emergency care. 

A. Trauma 

Trauma. is the most cOllllllOtl and complex emergent condition to 
~ch any EMS system will respond. Based upon an identification of 
patients by trauma diagnOSis, special needs and magnitude of injury 
or illness, each EMS region should conceptualize and design a system 
of emergent care for prehospital, hospital and interhospital and 
critical care phases. Facilities should be vertically designated 
according to the American College of Surgeons Criteria for initial 
and definitive care. 



The trauma center concept utilizes small community hospitals 
as well as large medical centers. At local trauma centers, basic 
resuscitation and life support procedures may be performed in local 
trauma center hospitals having competent medical and nursing staff 
on a 24 hour staffing basis. before the patient is transferred to 
a regional (off-island trauma center. 

B. !!!!y! 

Each EMS region should conceptualize and design a. system of 
emergent care for the prehospital. hospital, interhospital. and 
critical care phases for major burn. injury. Facilities should be 
designated for initial and definitive care based upon American 
Burn Association criteria. 

Treatment protoc6ls should be developed for the prehospital 

" and critical care phase. programs for burn paraprofessional and 
professionals should be completed. 

A regional (Pacific Basin) Critical burn care plan should 
include not only the designation. of specialized burn hospitals within 
the region or in an adjacent region, but should also take into account 
the. feasibility and/or need. for hospital emergency departmental care 
that is based upon special professional. services for initial burn 
carll. and trl.age through au establisbed referral system. 

C. SPINAL CORD INJURY 

c 

Although a relatively UIlCODDOn injury,. the perDlSIlent 1DOrbidity; 
long term hospitalization, emotional impact and extensive cost of care 
IDake this condition- one of the most important EMS target patient cate­
gories. Experience to date indicates that systems of care for the 
spinal cord injured has brought substantial improvement in the process 
of care, its outcome, and in reduced costs. Because of ease of 
diagnosis, spinal cord injury makes a satisfactory races population c: 
for purposes of eval.uation. 

Because of the relatively low incidence and the high care 
requirements, spinal cord injury regions, like burn and poinson are 
usually much larger than typical EIo'.5 regions. A patient initially 
triaged through a trauma center should be transferred to a higher 
level Spinal Cord Injury (SCI) Center for definitive and rehabilitative 
care. These patients can be transferred safely by air using state-of­
the-act stabilization equipment. Prehospital and interhospital 
treatment and triage protocols unique to the SCI patient are required. 
A brood spectrum of ovcillary services are necessary from early care 
through rehabilitation. 



D. POISONING 

Poisonings occur as a result of exposure to a very large 
number of toxic substances. The majority of toxic exposures can be 
handled over the phone by trained professionals within the regional 
Poison Information and Control Ceni:er, who give instructions to the 
public for patient lII811agement according to antidotol procedures. 
This consumer access system must include return telephone calls to 
insure effectiveness and patient safety as well as providing a 1.ihk 
to in~hospital providers. 

Hospital fadlities for the care of the emergency poison 
patient should be categorized according to the American Assodation 
of Poison Control Center criteria. Spedal poison treatment centers 
should have adult and pediatric ees' s with inhouse intervist and 
pediatridan, medical director - clinical toxicologist, and complete 
laboratory services. 

E. ACUTE CARDIAC CAllE 

Acute Cardiac emargency is one of the moat prevalent: conditions 
seen within· the EMS system. The EMS system provides early intervention 
and CPR at: the scene. Buie Life Support procedures should be initiated 
u quickly as possible in the prehospital pbase with further rapid 
integration to the _rg8l1CY ro01ll and Coronary Care Unit. Successful 
reauseitation of a=est victims requires rapid mauures Ameriean lIaart 
Association Criteria should be ut:l..li%ed we cardiac care designation 
of facilities and transportation units is done. 

Thera IllU8t be identi£ieation of patients by diagnosis, speeial 
needs and magnitude of illness and a conceptualization and design of 
an lIIIII!rgent: care system. Treatment and triage protocols with appro­
priaate training courses for field, emergency ro01ll and bospital 
personnel lIIUSt be comple.ted. Medical control is of the utmost 
importance and is provided by the designated resource hospital 
emergency paysieian. This pbysieian provides not only on-line medical 

_ direction to field paramedicts at all times, but also IIIOllitors the 
assoeiste hospitals within the areawide and/ore regional paramedic 
program. 

F. HIGH RISK INFANT 

The EMS system in improving the transportation and care of 
the high risk infant should be planned within the framework of an overall 
perinatal plan. The development of the plan should be the responsibility 
of the Department of Public Health and appropriate groups. The group 
would include all disdplines of perinatal health professional through­
out the area, professional societies and health planning agencies. 
The plan thUs developed should make provision for guidelines for 
planning activities. 



PAl"'''''' 'I 
Designation of facilities should provide for peison±ng care 

centers (Level. I, using the vertical. categorization scheme) that provide 
care for uncomplicated prenatal. patients. serving a small. birth popu­
lation with limited access to special.ty care. Intermediate care centers 
(Level. II) are for the care of the amjority of high risk pregnancies, 
the premature, conval.escing newborn. and moderately ill newborn, as 
well as the full term newborn. These intensive care center provide 
the full range of care from speciality treatment for the most complex 
high risk pregnancy and newborn intensive care through normal pregnancy 
and newborn care. The Level. III Centers are responsible for providing 
2~ hour telephone consultation and responding regionally with personnel 
and equipment to support acute care when needed. Level III certified 
staff will execute patient transfer in behicles well equipped for total. 
life support of the mothe-, fetus or infant. 

The system would include the COllDlltmity hospital and all out 
reach ambulatory care settings caring for the needs of up to 90% 
of a . population. 

G. BEHAVIORAL EMERGENCIES 

The EMS system must coordinate a comprehensive range of medical. 
and. social. services for those individuals experiencing psycho-social 
trauma. in cooperation ldth ex:l.sting institutions and agencies. 

The system should plan for care of alcoholism, d=g abuse, 
su:l.c:l.de. rope and other behavioral emergenc:l.es. The responsib:l.l:l.ty for 
devel.opment of the behavioral. care plan Tests with the EMS Office. 

o 

An advisory pl ann1ng group (such as a task force of the GHPDA) with 
membership from the ex:l.sting agencies and institutions involved with 
the various aspect of behaviroal medicine can be infal.uable assistance 
as the problem of categorization of treatment facilities and community 
mental. health centers is planned and implemented. As in the other 
c1in1cal care areas. spec:l.ality care services including the number 
of behavioral. critical care beds that should exist within the system 0 
should be considered Triage protocals should provide a pOisoning 
access point as well as referral. centers within the continuUIII of 
care so that coordination of the multiple resources is assured. 
TrainiDg programs for EMS personnel, taking. into account the safety 
of patient and personnel, should be implemented. 

(2) ctlRBENT CAPACITY 

As indicated in the previous chapters, elements 
of these critical clinical groups and available on Guam. 
of care, service capacity and patient volume still needs 

care for each 
The extend 

to be determined. 

Categoriztion of the existing services must be done prior to 
planning for future development. 
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(3) ANALYSIS AND RECOMMENDATIONS 

Each c:rl.tical care component available on Guam must be evaluated 
in light of standard categoruation criteria. In addition data systBIIIS 
must be developed that will make available information on patient 
origin, diagnosis, treatment, and outcome. 

(4) GOALS AND OBJECTIVES 

.GOAL - To provide service capability in the seven critical 
~al groups within the resources of the EMS system. 

-OBJECTIVE - To categorize the seven clinical groups in 
light of present capability 

-OBJECTIVE - To plan for the expansion, consolidation or 
upgrading of services capab:f.lities of the seven clinical 
groups-. Such planning must involve the cooperative efforts 
of GMB and NRMC. 
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1. GUAM IJEALTR PLAN 

2. TABLE IV. 5-

3. STATISTICAL REPORTS 1970-1977, OFFICE OF 
VI'tAL S'!AXISTICS, DEPARTMENT· OF PUBUC 
IJEALTR AND SOCIAL SERVICES 

4. 45% is for total runs through April 1979 only 

Page 93 

5. Daea in this section is from manpower inventories 
conducted by the Guam Health Planning and Development 
Agency. 

6. DREW (RSA) PUBUCATION No. 79-2002, Revised 
August 1979 

7. Final Report to ORS, August 1980 

8. OEMS regulations requira 48 hours of continuing 
education for recertification of EMr-A's every 
2 years. 
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LIST OF GOVERNMENT AND COMMUNITY AGENCIES RECEIVING 
DRAFt' OF EMS PLAN 

1. Bureau of Planning 
2. GHPDA 
3. GMR 
4. NBHC 
5. AIR FORCE 
6. Speaker ~ 16yh Guam Legislature 
7. Chairperson Committee on Health 

Welfare and Ecology 
8. Guam Air Port Authority 
9. Department of Public Works 

10. Office of Highway Safety 
11. Lt. Governor's Office (A-95 Agency) 
12. Nievea Flores Memorial Library 
13. Guam Medical Society 
14. Guam Community College 
15. University of Guam 
16. Department of Education 
17. Civil Defense 
18. Department of Public Safety 
19 . Guam Heart Association 
20. Guam Chapter American Red Cross 
21. Kiwanis 
22". V1l.lage Collllllisioners via Office of the Chief Collllllissio 
23. Guam Nurses Association 
24. Guam Mental Health and Substance Abuse Agency 

o 


