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OFFICE OF THE GOVERNOR 
TERRITORY OF GUAM 

We are pleased to accept the Guam Health Plan as this Administration's general 
health policy for our Island. This plan Is in conformity with our efforts to Improve the 
health of our population by the year 2001. 

It Is very evident that an enormous amount of time and effort were put Into the 
development of this document. The Lt. Governor and I also realize that there is stili 
an enormous amount of work that lies ahead as we all work together towards 
Implementation. 

The Lieutenant Governor and I wish to convey to the Guam Health 
Coordinating Council and the Guam Health Planning and Development Agency staff 
and managment our support for health planning so that we can Improve the health 
care delivery system by the year 2001. 

,,:U;~~J ,?p /lA 
ELEINEZ, RDALW 

Lieutenant ernor 
TIE1RREZ 

Governor of Guam 

Post Office Box 2950. Agana. Guam 96910 • 16711472-8931 • Fax: 16711477-GUAM 
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Guam Health Planning and 
Development Agency 
P.o. IIOz U50 
AAJ--, _ '6flO 
.,'-3920/3U2 
ru. '77-3956 

To ~e People of Gum: 

Guam Health Coordinating Council 

Bureau of Flnnning 

FOREWORD 

c/o P.o. Boz 2'50 
AAJ--, GUlla '''10 
4077-3920/3932 
PU. "'-3956 

'lbe Guam Health Cooniioatinl Council is very pleued to present the GUAM 
HEA£THPUN; 2001 qndBqondwbich wu developed with the technical ulmance 
of the stall' ad Dlan_lement of the Guam Health Planninl and Development Aleney 
and many tuk forces from the community. 'lbe plan provides directions for' 
improvement of our commuuity'. bealth status ad bealth care system. As it is an 
iuterim piau, it is Dot U eomplete u the final venioa will be. Up-to-date bealth statui 
data audlor iufonoatioa will be obtained for the (mal venio ... wbich will be presented 
by the ead of the calendar year 1996. 'lbe bealth pIaJi is a ucelleut source of 
informatioa ad a very asefaI pide ud tool for ayone concerued about the bealth 
status ad bealth system of oar islaad. 

Sincerely, 

bfl- f. ru~w 1"4.0 
GEORGE P. MACRIS, M.D. 
q.airperson, GBCC 

«?4£4h-, &'4 ?CUq 
ULLA K. CRAIG, DrPH / 
Vice Cbairpenon, GHCC 
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Guam Health Coordinating Council 

c/o p.o. Box 2950 
AVaaa, Guaa 96910 
677-3920/3932 
rAX. .77-395' 

MpiSAGE FROM MANAGEMENT 

The Third Edition of the Guam Healtil Plan - 2001 and Beyond, is provided for 
yow IIH throagla the uteDsive and dDipDt eft'ons of tile Guam Health Planning and 
DeveIopmeat Agmcy (GBPDA), tile Guam Health Coordinatinl Coruacil (GHCC), the 
Governor'l Tak Forces relatinl to beaItb and the bealtll care Infrutractare, and th~ 
VisIon 2001 Talk Fon:e on Health Care. Additionally, tile usertlonl and luaestionl 
made by memben of the Tak Forces and the individuals in tile pnbUc and private 
seeton give credence In tile content, vaUdlty, priority, and needs established in the 
Plan. It would DOt have been poaible for GBPDA to develop a plan withont the belp 
of tile aforementioned pollp. AItIIonp developed by GBPDA and adopted by the 
GHCC, it would be iDaccnnte to state tIIat tile Gnam Health Plan - 2001 and Beyond 
Is In its final form. 

The dynamics of health and health-related laues due to environmental. social, 
and technological changes requires continuous monitoring. evaluating, and 
coordinating. Data OD 1II0rtatity. a well a data 011 the Incidence and prevalence of 
dileues on ow island, are DOt boaaded ad may require cIoHr SCi utin,. Implementing 
this PIau must be consistent, dlle to austere financialmlaWleI, with curreot buman 
and ... teriaI resources. The shortage In manpower, fiulds, and Infnstructare must not 
hinder the bealth community's path of providing for the needs of the people. Without 
sacrificing individual safetY and well-beiag, initiative, motivation, and Innovation 
meunres Ihould be soapt and DIed to lielp our people receive the best quaUty care. 

Therefore, the health status priorities In the Plan may be modified, through 
!tntegic intervention. to meet the resources of health entities In meeting the 10'" and 
objectives in the Plan. Additionally. the Guam Health Planning and Development 
Alency whenever necessary wID be providinl addendum to the Plan. 

_ The GUam Health Plannln. and"Devetopment Ageacy. tile Guam Heath 
Coordinating Council, and the Goveraor's Tak Forces oa Health and Health Care 
encounge the use of this Plan. We also encourqe farther comments and 
recommeudatious henef"icIaI to our people's health and the quality of. are elven and 

........ by-....... Jt • ..,...,.of_"";;:t;t::; ... ~ 
. ~ ''=~ 

. BEI-EN B. RIPPLE -'71 
Director 
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Guam Health Plall 

1. introduction 

A. The Need For Healtb PllUlDing 

Guam's health care system has developed rapidly over the past decades Crom the initial U.s. Navy· 
administered hospital and puhlic health programs to a sophisticated network oC government and private 
providers delivering health care to the island residents. The growth oC the health care delivery system has 
had beneficial influenees on the health status oC the island population. It has also altered disease patterns. 
moving away Crom the diseases caused by environmental conditions to those associated with more stressCuI 
living, Caulty diets, excessive smoking and drinking, and lack oC exercise. 

The change in health status demands an evaluation and change in the availability oC health resources 
and health services, as well as the use and the acceptance oC the services by the island population. 
However, any proposed change must proceed in an efficient and effective manner through comprehensive 
health planning which provides policies, guidelines, goa1s, objectives. and setting priorities Cor improving 
the health status oC the Territory. All these can be made poasible in a plan document. 

The Guam Health PIan, prepared by the Guam Health Planning and Development Agency (GHPDA) 
in association with the Guam Health Coordinating Council (GHCC) and the Governor's Task Forces on 
Health, provides the statement and framework for improving the health of Guamanians through a 
healthful environment and accessible quality health care at reasonable costs. The fundamental purpose 
of Guam's health system should be to provide a system that iw worthy of respect and support of the 
community it serves. 

B. PIBnnlngUnder U.s. Public Law 93-641, Local Public Law 14-150, Public Law UI-120, and 
Public Law 20-200 

Guam, like moat states of the United States, bas also undergone a tremendous change in health 
planning. The National Health Planning and Resources Development Act of 1974 (U.S. Public Law 93-641) 
was signed into law in January 1975. The Act provided federal guidelines and funding for the development 
and implementation of state level health planning entities to ensure that equal access to quality and 
affordable health care would be made available to the people. Furthermore, the Act funded the State 
Health Planning and Development Programs throughout the U.S. and the territories for 10 years. Section 
1536 of the federal law prescribed the functions of the Agency as a State Health Planning and 
Development Agency. Each state and territory was mandated to produce a 5-year health plan and to 
update such plan in its third year. 

Locally, Public Law 14-150 established the first Guam Health Planning and Development Agency in 
1978 as an instrumentallity under the Executive Branch. The local law mirrored the national law, 
accepting all its guidelines. 

However, in the latter part of 1986, the United States Congress ceased funding for the state agencies 
and repealed the former provisions of the original act. The Guam Health Planning and Development 
Agency was disestablished on September 30, 1987 with moat of the functions of the Agency transferred 
arlminis+;ratively to the Bureau ofP1anning. The only function not tranaferred was the Certificate-of-Need 
Program. The Certificate-of-Need Program could not be delegated to another entity due to the specilic 
wording in the statute and would require an amendment to the statute. 

1 



2 Guam Health Piau 

In August 1990, the Agency was reestablished with the passage of Section 3, Guam Public Law 20-
200. It became a "functional" office in August 1991 when the total work force authorized for the Agency 
was in place and the executive order was promulgated. The Governor appointed a a-member Health 
Coordinating Council who were sworn into office October 1991. The Council was 11 members short as 
required by P. L. 14-150 and was static in their role and the planning process. It was not until Governor 
Guiterrez's administration that a 16-member Council was selected and appointed assuming it's role in the 
developing the Guam Health Plan. Additionally, under Executive Order 95-09, the Agency was given the 
responsibility to render all technical assistance and coordination of the Governor's Council on Physical 
Fitness and Sports' activities and responsibilities. 

The Governor saw the importance of our citizens physical fitness and despite an abundance of 
physical fitness opportunities and activities on Guam, a significant percentage of Guam's population is not 
physically fit. Furthermore, there is a need for centralized planning and coordination of physical fitness 
opportunities and activities which will stimulate and encourage physical fitness in Guam's population. With 
tremendous responsibilities, the roles and functions of the Agency, the Guam Health Coordinating Council, 
and the Governor's Council on Physical Fitness and Sports must be delineated and integrated through the 
health planning and development processes. 

1_ Roles and Functions 

The roles, functions, and responsibilities of the Agency as outlined in P. L_ 14-150 and 16-120 
along with the Governor's VISion 2001 Health Care were to: 

a. Guam Health Planning and Development Agency: 

(1) Assume the lead role in monitoring the progress and achievement of the Governor's 2001 
Health Goa1s as mandated by the Governor. 

(2) Coordinate, monitor, and evaluate plans and programs on health and health related issues 
and provide recommendations on health care policy issues and the health care delivery 
systems. 

(3) Primary functions include: 

(a) Data management - The Agency's data management activities focus on the collection, 
compilation, and anaJysis of data pertaining to the population's health status, the health 
care delivery system, the utilization of the health care services, and the extent to which 
the availability and use of these services influence the health of the island population; 

(b) Plan development and implementation - the primary objective of the plan 
development and implementation section is to promote the development of health services, 
manpower and facilities which will meet the identified needs of the island's population; 

(c) Public involvement and community education - u directed by the Governor or the 
Council, the Agency will participate in a variety of health and civic organizations,legislative 
sessions, and will serve on several Government committees that address Guam's health 
status and health care system; 
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(d) Support to the Guam Health Coordinating Council· the Agency will provide the 
necessary staff support to the Guam Health Coordinating Council. 

(e) Support to the Governor's Council on Physical Fitness and Sporta • provide the 
necessary staff support to the Governor's Council on Physical Fitness and Sports. 

b. Guam Health Coordinating Council: 

(1) Review and approve the plans and programs of the Agency and for that purpose shall have 
the following duties: 

(a) Advise the Governor on the appointment of the Director and the Deputy Director and 
their performance; 

(b) Review the Agency's budget; and 

(e) Review the Agency's annual work. 

c. Governor's Council on Physical Fitness and Sporta. 

Executive Order 95-09 • Relative to estafJliahing the Governor's Council on Physical Fitness and 
Sports • places the Governor's Council on Physical Fitness and Sports under the authority of 
the Agency and will render all technical aasistance and coordination of the council's activities 
and responsibilities. It also outlines the composition of the council, term of appointment and 
meeting criteria and the major goals of the council. The lllllior goals outlined in the Executive 
Order presented in Chapter N of this Plan and in the Guam Physical Fitness and Wellness 
Plan. 

C. Planning PIG C eaa 

Health planning is a process to describe "what is" (the status of the community's health and its health 
care resources) rather than "what ought to be," and to specify how to attain "what is desired." Thia activity 
is a process where the element of cbsnge is very important. The planning process is intended to propose 
positive cbsnge which is directed in the most effective and efficient manner. 

An analytical approach is stressed at all stages of this plan's development. Additionally, the premise 
is followed that in the development ofgoals, the process begins with consideration of the needs of Guam's 
present and projected population, rather than the needs of the existing facilities and resources. based on 
current uti1ization patterns.' Therefore, realistic projections offuture demands for a variety of health care 
resources can only be developed by planning which is based on the needs of the population. Appropriate 
alternatives for improving the health status of the population can be determined by defming the health 
care needs of the population in relationship to the health care system's needs. 

Health planning, as with any other planning process, is based upon information. The type of 
information in this process includes data on the health of the population that is being 'planned for,' and 
data on the health care services which are provided to that population. 
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1. Guam Health Plan· Planning Process. 

a. Data Collection: 

In the planning proc:e!lll W!I!d for the development of this plan, the data used includes 
information on: 

(1) the geographica1, historical, and cultural considerations of the island; 

(2) information on the characteristics of the population, including the number of people, their 
ages, sex, ethnicity, education, income, etc.; 

(3) information on the health status of the people, e.g., morbidity, mortality, etc.; and 

(4) information which describes the delivery of health care services to the people of Guam, 
e.g., facilities and their locations, public health services and programs and their locations, 
and population groups served. 

b. Data Validity and Prioritization: 

Once the information base is established, it is then analyZed for determination and prioritization 
of health problems or health concerns for the population and the health care delivery system. 
The characteristics W!I!d to identify health problems and health concerns are: 

(1) availability of the services to the population, or the capacity of the services to provide care 
to the population; 

(2) accessibility of the services for the population's use; 

(3) the cost of the services or the economic value of resources expended to provide the 
services; 

(4) the quality of the services or the maintenance of acceptable standards in health care 
delivery; 

(5) acceptability of services to the population; and 

(6) the continuity of the services or how well the services meet the needs of the population 
OYer time, including how well a service is coordinated with other related services. 

c. Additional Factors for Ana1yai8: 

In further analysia of data on the population and its health care delivery systems, other factors 
are also taken into consideration. These other factors include: 

(1) Executive and LegWative priorities for health planning as required by P. L. 14-150, 16-120 
and P.L. 20-200; 
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(2) island-wide health problems and health concerns as prioritized by the Governor and the 
Guam Health Coordinating Council; 

(3) GHPDA's purpose, policies, and principles relating to health plan development; and 

(4) program planning or evaluation by other health and health-related entities on island. 

2. Health Goals 

a. Govemor's Task Forces on Health and Health Care. 

In 1987 and 1990, two Governor's Conference on Health were conducted by health professionals 
on Guam to estsb1ish health goa1s and objectives lesding into the 21st Century. The First 
Governor's Conference on Health in 1987 resulted in the identif1C8tion of 151 Health Qbjectives 
for 1990 and Beyond. The Second Governor's Conference reviewed the 151 health objectives 
and developed focused health goa1s and objectives for the Yesr 2000. Thus. 13 focus areas were 
developed which became the 13 Territorial eel· for the Year 2OQO. 

The goal development process focused on 3 health categories-prevention, promotion, and 
protection. The conclusion was presented in a format comprised of the focus area, proposed 
goal statement, original goal statement, individual category frequency, and average frequency. 
The strategic planning included the estaillishment of the Governor's 13 Task Forces on Health 
for each of the 13 areas, the purpose of the Health Task Force, lead agencies for each Task 
Force, overall lead agency to monitor progress, and submission of annual reports to the 
Governor. The work of the 13 Task Forces on Health progressed until 1994 with the change 
of Administration. 

In 1995. the new administration, under Governor Carl Guiterrez, placed priorities on health and 
health related issues via the appointment and activation of two Task Forces on Health, the 
Governor's Health Care 2000 Task Force and the Governor's VISion 2001 Task Force on Health 
Care. The former was convened in February 1995 with the task of looking at ways and means 
to help the Guam Memorial Hospital obtain accreditation. The latter. appointed in July 1995, 
was tasked to focused efforts in the areas of availability, accessibility, manpower, and prevention 
of diseases. 

The Governor's Health Care 2000 Task Force looked at contributing factors to the l;lealth care 
delivery system and health care policy issues. These factors were availability, aceessibility, 
quality, acceptability, health care coat, and continuity. In the course of several months of 
meetings, aeveraI areas in our island '8 health care delivery systems were identified, observed, 
and evaluated especially on the contributing factors to the problems on the health care delivery 
system. The findings, conclusions, and recommendations by the Governor's Health Care 2000 
Tuk Force were submitted in October 1995 to the Governor and have been incorporated into 
Chapter V of this Pian. Prior to the conclusion of the Governor's Health Care 2000 Task Force, 
the VISion 2001 Task Force on Health Care was assembled. The Governor gave his direction 
to the Task Force July 1995 with the commencement of strategic planning sessions in 
September 1995. As a result of the sessions, Governor's VISion 2001 Health Care goa1s and 
long term objectives were estail1ished and made public in November 1995. Strategic plans to 
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meet the Vision 2001 Health Care long term objectives are incorporated in Chapter ill of this 
Plan. 

b. Guam Health Plan and the Governor's VISion 2001 Health Care GoaJs and 
Objectives. 

The priorities stated by the Governor and developed by the VISion 2001 Health Care Task 
Force along with the work of other health professionals in previous Task Forces on Health were 
used in the development of the Guam Health Plan. 

3. Guam Health Plan-Review 

Copies of the Guam Health Plan will be transmitted to the participants in the health planning 
efforts-including health providers, agencies delivering health care or health-related services. 
consumer groups, government agencies, and interested consumers from the community. These 
people, individually and collectively, will elDllDine the Plan and will be ecouraged to make 
comments and recommendations. Addenduma, when necessary and approved by the GHCC. 
will be used in updating the Plan. 

D. Purpose, Use, and Limitations. 

The Guam Health Plan serves as a statement of the Government of Guam's policie!! and plans for 
improving the health status of the community. This document _ellsell the popuJation'shealth statUI! 
baaed on available data or information. identifie!! the dEed health status of the island population, 
and prioritized the consumers' and providers' health concenJIJ. Thus, it outline!! the necessary actions to 
reduce the gap between the current and the desired level of health. 

The Plan also assesses the current health system which includes programs and the health care care 
provided and provides guidance for the development of the island's health system. As such, the Plan 
identifies the desired changes to the health system required for the delivery of an effective and efficient 
array of health services that are responsive to the community's needs. Consumers, private as well as 
public health care providers, and public officials are encouraged to use this document as a reference when 
determining how best to allocate the community's health resource!!. 

The assessment of the population's health status is dependent upon data or information published 
or written by other departments, agencies, and organizations in the Government of Guam and the private 
sector. Thus, the assumption is made that information from official documents, records, reports, and 
publications are concise and precise. 

E. Plan Summary 

This document. which is the third edition of the previous Guam Health Plan (1982 and 1985 Edition) 
prepared for the island, reflects an effort to consolidate and expand the health information base for policy­
making and program planning on the island. It contains a wide range of information relevant to health 
care planning through the years to come. However, the Plan cannot address each individual component 
of the health care system. But, it doea provide guidelines and a comprehensive framework for addressing 
those problem areas and priority issue!! that are currently addressed in the Plan, as well as for future 

'lbird Editioa 

r 
[ 

[ 

[ 

[ 

[ 

[ 

[ 

[ 

[ 

[ 

l 
[ 

l 
[ 

[ 

[ 



7 

consideration of additional health services components. 

The Plan is organized into seven sections. The fll'St three sections - Introduction. Island Profile. and 
Health Status - present the primary information base from which all remaining sections are expanded. 
These preliminary sections describe the Territory's approach to health planning, the nature of the 
Territory's population, and the health status of its residents. 

Section IV of the Plan, VISion 2001 Health Care expands on the 4 focus areas deemed important by 
health professionals. Furthermore, this section provides information about the health care issues deemed 
to be of utmost concern to the public (consumers and providers). Goals and objectives to meet these 
concerns are listed. 

The remaining sections of the Plan, Health Care Delivery System, Health Care Poliey Issues, and 
Planning for the Future, present information on the current availability of facilities and services within the 
health care system; identify issues and trends relevant to these areas and their impact on the health status 
of Guam residents; and present goaIs and objectives for future change in the system. In total, this Plan 
serves as a comprehensive planning reference for the health care system of the island of Guam. 

Third Editioa 
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U. IBlaDd Profile 

A. Geo8l'llphy and Climate 

Guam, situated in the Western Pacific, is the United States' western·most territory. Guam is the 
largest and southernmost of the Mariana Islands and lines up along the 145th meridian, east of Greenwich 
at 13 degrees north latitude. The island was formed by volcanic action, coral growth and uplift of 
submarine mountain ranges. It is 32 miles long, 4 to 12 miles wide, and encompasaes 212 square miles. 
The island lies 5,800 miles (12 hours flight time) from the U.S. neighbor, Hawaii. Guam, while being 
remote from the United States, is much closer to the Asian rimlands. Tokyo, Taipei, ManiJa. and Hong 
Kong are all within 2-3 hours flight time. 

The northern third of Guam is a broad limestone plateau with steep coastal cliffs and no surface 
rivers. Most of this area is occupied by military installations. The central part of the island lies northeast 
of a fault line that crosses the middle of the island from the villages of Agana to Yona. Central Guam 
consista of coastal low Janda and high limestone terraces and it is the most urbanized and heavily 
populated, especially in the Agana and Tamuning areas. The southern area of Guam is distinguished by 
a line of volcanic peaks. A mixed terrain slopes eastward from the peaks, with severs! rivers flowing 
through eroded valleys to the coast. The villages of Umatac, Merizo, Ta\afofo and Inarsjan, dot the 
southern coast line, and repreaent the most rural part of Guam's population. 

The climate is tropical, with high humidity and an average annual temperature of 82 degrees 
Fahrenheit (daily range, 74-96 degrees). The early montha of the year, the 'dry' season, are marked by 
cool prevai1ing tradewinds from the east and northeast. The later montha are dominated by monsoon 
winds from the south and southwest, bringing the humid and wetter "rainy' season. Guam receives 90 
inches of rainfall annually, 75 percent of which occurs in the wet season. Typhoons are a recurrent feature 
each year. The super-typhoons, Karen in 1962, Pamela in 1976, Ruas in 1990, Yuri in 1991, and Omar in 
1992 destroyed millions of dollars worth of property. Early warning systems of both the military and local 
government have prevented 1088 of lives or serious personal injuries. The major earthquake in August 
1993, which registered 8.2 on the Ritcher scale caused severe damage to some large building!! such as 
hotels but also did not result in 1088 of lives or serious personal iqjuries. 

B. Historical Background of the Territory 

The first settlers in the Marianas were the Chamorros, related by linguistic and archaeological 
evidence to people in the Philippines, Malaysia, and Indonesia. Their arrival has been tentatively dated 
at 1500 to 2000 B.C. It was achieved in outrigger sailing canoes and marked by the importation of a 
neolithic technology and food plants such as taro, coconut, yam and breadfruit. When first seen by the sea­
faring Europeans, the Chamorros were living in villages along the coast, dependent upon fl8bing and 
farming. 

With the landing of MageUan in 1521 in the southern village of Umatac, the Spanish period began. 
However, it was not until 1565 that Guam was declared offically declared as a Spanish possession and 
serious attempts at colonization were made in 1668 which led to open warfare between the native 
Chamorros and the Spaniards. Guam had become a supply station of water and fresh foods for Spanish 
galleons sailing each year from Mellico to the Philippines. By the end of the 17th Century, the Chamorro 
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population had been reduced by war, disease and famine to some 3,000 survivors, one-tenth their number 
before European contact. Over the next two centuries there was a progressive assimilation of the 
Chamorro race and culture, as Spanish, Mexican, and Filipino forces acted on the Chamorros' native 
habitat. 

After the Spanish-American War in 1898, the U.S. occupied Gwun and retained it when the Spanish 
sued for peace, thus initiating the American pre-war period. The U.S. Navy was given responsibility for 
maintaining Guam as a nava1 station, a fueling stop for warships traveling between Hawaii and the 
Philippines. During the American pre-war period (1898-1941) nearly 10,000 Chamorroa lived on Guam; 
about half residing in Agana with the rest in 14 villages throughout the island. 

On December 8, 1941, Japanese aircraft bombed and strafed Guam as a prelude to the Japanese 
Occupation (1941-1944) . The Chamorro way of life was severely curtailed and many Chamorros were killed 
during these years of hardship under Japanese rule. 

On July 1944, U.S. Forces reoccupied the is1and in a battle that ended with the additional loss of 
Guamanian lives. A Naval Government was reestablished in 1946 and functioned much as it had before 
the war. The island was rebuilt, and the economy expanded with high demand for goods and services by 
both civi1ian and military population. 

On August 1960, the U.S. Congress passed the Organic Ad of Guam which established Guam as an 
unincorporated Territory and changed the status of Guamanians from nationals to citizens of the U.S. 
Responsibility for the is1and's administration was shifted from the U.S. Navy to the Department of the 
Interior. Congress authorized GuamaniaN to elect their own Govemor in 1970 and a non-voting delegate 
to Congress in 1972. Negotiations for a new political status with the U.S. are underway to replace the 
Organic Ad and to put Guam on a new footing. The chosen politic:s1 status of Commonwealth is expected 
to be more satisfactory than the present territoria1 status Guamanians now hold. 

c. Unique Characteristics of Guam 

The planning for, and provision of, health care services on Guam is affected by several factors not 
commonly found in commWlities of comparable size in the U.S. mainland. Some of these factors are Wlique 
characteristics of the territory and are presented to provide a better understanding of the is1and's health 
care delivery system. 

1_ Isolation 

While Gwun has established frequent and reliable commWlication and transportation links, the 
island is relatively isolated from the United States because of the high cost involved in 
overcoming distance. Isolation from its main source of supplies poses numerous procurement 
problems for medic:s1 supplies and equipment (e.g. shipping delays, high transportation costs, 
1arge fluctuations in inventory levels, etc.). Isolation causes problems for the medic:s1 profession 
by limiting the availability of on-is1and continuing education programs necessary to keep them 
abreast of the latest developments in medicine and medic:s1 technology. Given the is1and's small 
population base and its financisl inability to support high1y specislized health care services, 
isolation also limits the population's aa:e!I8 to these services which are available in distant major 
population centers. Figures I, 2, and 3 shows a Map of Guam in the Western Pacific, a Map 
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of Guam in the Mariana Island, and a Map of the Island of Guam. 

2. Political Status 

The island's status as an UDiucorporated territory of the United States can be described as 
politically ambiguous at. best. Although vested with U.S. citizenship, the island residents do not 
el\ioy all the rights of citizenship granted to citizens in the fifty (50) states. However, this does 
not preclude the island from participating in the material benefits made possible through the 
federal government. 

In the health field, Guam has been the recipient of various federal grants, i.e., health facility, 
sewer construction grants, nutrition, communicable disease control, maternal and child health, 
and other service delivery grants, as well as the Medicare/Medicaid programs. 

However, Guam's political status does prevent the island from participating fully in some 
federally funded health'related programs. Two examples of restrictions are the unwillingness 
of the U.s. Congresa to extend the Supplemental Security Income (SSn program to Guam's 
citizens and the unique fixed cei1ing on the federal share of Medicaid. Medicaid and SSI are 
the principal sources of financing long·term institutional care for the aged and group homes for 
the mentally retarded. In the absence of such funds, our people with such disabilities are placed 
inappropriately and at risk in the community. 

The fixed ceiling on the federal share of the Medicaid program forces the Government of. Guam 
to provide more than fifty percent (50%) or the program's funding needs. This differs from the 
practice in the mainland where Medicaid funding is provided on no less than a 50:50 matching 
ratio by the state and federal governments. Additiona11y and more importantly, the limit on 
federal funding curtai1s the medical services provided to Guam's Medicaid clients. 

3. Health Care Delivery System 

Organized health services used to be provided free.of-chsrge to the people of Guam by the U.S. 
Navy, who built and staffed the first hospital in Agana as well as dispensaries in various villages. 
Diverae public health services and programs were introduced to the island and pbysicians opted 
to independently practice medicine on Guam. At present, a sophisticated network of private 
and governmental providers delivers health care to the island residents in a variety of ways. 
Licensed private physicians have increased from 22 in 1971 to 90 in 1985 to 153 in 1994. The 
government salaried physicians have increased from 16 in 1981 to 32 in 1994. However, plans 
are currently underway by the Guam Memorial Hospital to contract physicians from the private 
sector. Currently, 83 percent of Guam's health care is provided by private providers. This is 
largely due to the establishment of such third·party payment mechanisms as Medicaid, 
Medicare, and the various health insurance plans which encourage and enable individuals to 
seek treatment from private health care providers. 

The government still dominates the island's health system through its control of Guam's only 
civi1ian hospital; its operation of district public health centers; its participation in the federal 
Medicaid and Medicare programs; and its status as the island's largest employer providing 
health benefits to over ten thousand employees, retirees and survivors. 
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Guam RMlth Plan 

Figure 2 Map Guam in the Mariana Islands 
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Guam Health Plan 

Figure 3 Map The Island of Guam 

., 

( 'i 
r .... ' '\ , ... 

• I • 
, 3 , , , , 

[ 

[ 

[ 

[ 

[ 

[ 

[ 

[ 

- [ 

SCALE 

• I-
I 

I 3 • 1-

[ 

[ 

[ 

[ 



GUIIIII Be.lth PIaD 15 

4. Changing Disease Patterns 

Negative behavioral factors (i.e., smoking, el<Ct!Sllive alcohol consumption, poor dietary habits, 
and the lack of physical activity) increase a person's chances for incurring hypertension, heart 
diaeaae, stroke, eancer, and a host of other chronic diseases for which medical science has no 
ready cure. Better health is often equated with advanced medical treatment. This thinking 
may have stemmed from earlier days when communicable diseases (over which the individual 
had little or no control) were the leading causes of morbidity and mortality on Guam. However, 
preventive medicine is the most logic:al, cost effective approach. Health planning must now 
emphasize prevention and quaHty lifestyle education programs for a healthier ia1and population. 

5. Vulnerability to Communicable Dlsea ...... 

Guam has become a center for commerce, education and tourism in the Pacific. A substantial 
number of tourists, visitors, ' alien 1aborers, and temporary residents arrive dsily on Guam from 
the neighboring Pacific Islands, Japan, the Philippines, the Federated States of Micronesia, and 
other Asian countries. All of these persons are possible users of the health care system; 
therefore, the system must be 1arge enough to accommodate not only the island residents but 
also the visitors (potential patients). Of greater importance, however, is the fact that this 1arge 
influx of transitory people makes our ia1and vulnerable to imported communicable diseases, such 
as tuben:ulosia, aexualI,y transmitted diseases, including HIV and AIDS, cholera, leprosy, 
measles, etc., which puts an additional strain on Guam's Communicable Disease Control and 
health service resources. 

D. Demographic Information 

Sound health system planning must be based not only on a careful analysis of local health status, 
services, and resources, but also on a thorough understanding of the population. In fact, meaningful health 
planning is population based, integrating the demographic chsracteriatics of a community into the planning 
process. 

Demography is the study of human population, the factors which affect change, and the results of 
these changes. It focuses primarily on three variables -fertility, mortality, and migration. The additional 
characteristics of residency status, age and sex, marita1 status, ethnicity, and soci~nomic status derme 
the population more accurately. Fertility and mortality rates, along with overall migration rates, serve as 
predictors of future population growth. Characteristics such as age and sex are indicators of the specific 
health needs of the community. The latest available statistics for these variables and characteristics are 
used in the Health Plan. 

When discussing Guam's residents, a distinction between total and civilian populations must be made. 
The total population includes a contingent of approximately 20,000 military personnel (active Navy, Air 
Force and Marine servicemen, dependents, and support personnel). This military population fluctuates 
with the homeporting and deployment of 1arge Navy carriers, and specific military activities. Loca1 
residents, stateside-hired persons, habitual residents, and temporary aliens comprise the civilian population. 
Guam's health planning efforts are primarily concentrated on the civilian population. 
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1. Total Population of Guam 

Over the last 90 years, Guam's population has experienced rapid growth and a considerable 
shift in ethic composition. The greatest changes occurred right after World War n, when the 
population more than doubled with a large influx of Caucasian military persolUlel and Filipino 
contract workers. 

a. Ethnic Distribution 

At the tum of the century, Guam's indigenous population, the Chamorros, was estimated to be 
approximately 10,000. In 1920, 12,216 Chamorros represented 92 percent of the total 
population, the remaining 8 percent were Filipinos, Caucasians, Asians, and others. When the 
1980 census was taken, Chamorros numbered 48,675 which represented 45.9% of the total 
population. During the same time, Chamorros shared their island with 22,447 (21.2%) Filipinos, 
19,751 (18.6%) Caucasians, and 15,106 (14.3%) persons of various other races, mostly of Asian 
and of Pacific 1s1and ethnicity. 

The 1990 census showed a remarkable population increase from 105,979 in 1980 to 133,152 in 
1990. It depicted the Chamorros at 57,648 (43.3%), Filipinos 30,043 (22.6%), Caucasians 19,160 
(14.4%), and others 26,301 (19.8%). See Tables 1 and 2, and Figure 4. 

b. Population Distribution 

Besides the shift in ethnic composition, Guam has also experienced a major change in population 
distribution. The choice of residency of the origiMl inhabitants of Guam was dictated by the 
topography of the island. Since they subsisted on farming and fIShing, they had to reside close 
to the arable land and the fresh water sources in the central and southern regions as well as 
in the coastal lowlands and accessible shoreline areas. After the war and due to the expansion 
of Guam's commercial economy, people tended to gravitste towards the north and central areas 
of the island to be close to the places of employment and the amenities of urbanization. This 
trend has continued. In 1990, 77.8 percent of the tots! population (103,579 people) resided in 
the central and northern regions of the island. 

Tables 3 and 4 show in greater detail the changes in population distribution by village and 
region from 1960 through 1990. To arrive at the estimated Year 2000 population, the growth 
rates between the 1980 and 1990 censuses were used. 

c. Guam's Transient Population 

The nature of Guam's population composition makes it necessary to consider the transient 
population, since a growing tourism industry, a fluctuating temporary alien work force, and a 
1arge military presence impact to various degrees on the local health care system. 

The number of visitors to Guam has increased rapidly due to the efforts to make the island a 
major tourist destination, particularly for the people from Japan, the Asian rim-countries, the 
United States mainland, and Australia. Visitors have increased 187 percent from 378,146 in 
1985 to 1,086,720 in 1994 with 72 percent (773,349) coming from Japan. The average daily 
visitor census was approximately 2,977 in 1994, and visitors genera1ly stayed 4 days. Health 
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4. Changing Dilease Patterns 

Negative behavioral faclara (Le., smoking, excessive a1c:ohol consumption, poor dietary habits, 
and the lack of pbyllicalllCtivity) increue a person's chances for incurring hypertension, heart 
diIIelllle, stroke, t:IIDCeI', and a host of other chronic di __ for which medical scienee has no 
ready cure. Better hesJth is often equated with advanced medical treatment. This thinking 
may have stemmed from earlier days when commuDicable diseases (over which the individual 
had little or no control) were the leadinc causes of morbidity and mortality on Guam. However, 
preventive medicine is the moat logical, coat effective approach. HesJth planning must now 
emphasize prevention and quality lifestyle education pI'OInUII8 for a healthier island population. 

5. Vulnerability to Co_UDicable DIs pee 

Guam has bemme a c:enter for commace, education and tourism in the Pacific. A subetantial 
number of touriata, viaiton, alien Jaborers, and temporary residents arrive daily on Guam from 
the neighboring Pacific Islands, Japan, the Philippines, the Federated States ofMic:ronesia, and 
other Asian countries. All of these per!IOIlII are pouibIe \I8eI'II of the health care system; 
therefore, the system must be Iarge enough to accommodate not only the iaIand residents but 
aIao the visitors (potential patients). Of (lrellter importa:nee, however, is the fact that this Iarge 
infIm: oftnmaitory people makes OlD' island vulnerable to imported communicable diaeues, such 
as tuben:uloeia, IIIIlnIIIiJ;y transmitted diaeaaes, including mv and AIDS, cholera, leprosy, 
meulea, etc., which puts an additional strain on Guam's Communicable Disease Control and 
heaIth eerW:e I'II801IrceL 

D. Demographic lnformatioD 

Sound hesJth system plannin, must be baaed not only on a careful anaiyBia of local health status, 
services, and resourcea, but aIao on a thorough understanding of the population. In fact, meaningful health 
planning is population baed, integrating the demographic characteristics of a community into the planning 
process. 

Demograp~ is the study of human population, the factors which alTect change, and the results of 
these changes. It focuaea primarily on three variables -ferti1ity, mortality, and migration. The additional 
characteristics of residency status, age and aez, marital status, ethnicity, and aocio-economic status derme 
the population more aa:urateJ,y. Fertility and mortality rates, along with overall migration rates, serve as 
predictorll of future population growth. Characteristics such as age and IIIIX are indicators of the specific 
health needs of the community. The latest available statiatial for these variables and characteristics are 
used in the Health Plan. 

When disc:uasing Guam's residents, a distinction between total and civilian populationa must he made. 
The total population includes a contingent of approximately 20,000 military personnel (active Navy, Air 
Force and Marine aervieemen, dependents, and support personnel). This military population fluctuates 
with the homeporting and deployment of Iarge Navy carriers, and specific military activities. Loca1 
residents, stateside-hired penona, habitual residents, and temporary a1iena comprise the civilian population. 
Guam's health plannin, efforts are primarily concentrated on the civilian population. 
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1. Total Population of Guam 

Over the last 90 years, Guam's population has experienced rapid growth and a eonsiderable 
shift in ethic composition. The greatest cheogea occurred right after World War n. when the 
population more than doubled with a 1arge inDuz of Caucasjan military personnel and Filipino 
eontnlct workers. 

a. Ethnic DistrIbution 

At the turn of the eentmy, Guam's indigenous population, the Chamorros, WII8 estimated to be 
approllimately 10,000. In 1920, 12,216 Chamorros represented 92 percent of the total 
population, the remaining 8 percent were Filipinos, Caucasians, Asians, and others. When the 
1980 ceDBIIS was taken, Chamorroa numbered 48,675 which represented 45.9% of the total 
population. During the same time, Chsmorrosehared theiria1and with 22,447 (21.2%) Filipinos, 
19,751 (18.6%) Caucasians, and 15,106 (lU',{,) persons of various other races, mostly of Asian 
and of Pacific Ia1and ethnicity. . 

The 1990 ceDBIIS showed a remarkable population increase from 105,979 in 1980 to 133,152 in 
1990. It depicted the Chamorros at 57,648 (48.8%), Filipinos 80,048 (22.6',{,), Caucasians 19,160 
(14.4',{,). and others 26,801 (19.8%). See Tables 1 and 2, and Figure 4. 

b. Population Distribution 

Besides the shift in ethnic composition, Guam has IIiBo experienced a me,jor change in population 
distribution. The choice of residency of the original inhabitants of Guam WIllI dictated by the 
topography of the island Since they subsisted on farming and fishing, they had to reside close 
to the arable land and the &esh _ter lIIIUI"CeII in the central and southern regions as weD as 
in the coastal lowlands and accesaible shoreline areas. After the war and due to the expansion 
of Guam's eommercial eeonomy. people tended to gravitate towards the north and central areas 
of the is1and to be c:Iose to the places of employment and the amenities of urbenization. This 
trend has eontinued In 1990. 77.8 percent of the total popu1ation (108.579 people) resided in 
the central and northern regions of the island 

Tables 8 and " show in greater detail the changes in population distribution by village and 
region from 1960 through 1990. To arrive at the estimated Year 2000 population, the growth 
rates between the 1980 and 1990 censuses were used 

c. Guam'.Translent Population 

The nature of Guam's population composition makes it necessary to eonsider the transient 
population, since a growing tourism industry. a fluctuating temporary alien work force. and a 
large military presence impact to various degrees on the locsl health care system. 

The number of visitors to Guam has inereased rapidly due to the efforts to mske the Island a 
me,jor touriIIt destination, particularly for the people from Japsn, the Asian rim-countries, the 
United States mainianoi, and Australia. VIIIitors have increlllled 187 percent from 878,146 in 
1981i to 1.086,720 in 1994 with 72 percent (778.349) eoming from JIIpIUL The average dai1y 
visitor census WII8 approximately 2,977 in 1994. and visitors generally stsyed "days. Health 



Year 

1920 
1930 
1940 
1950 
1980 
19702 
1980 
1990 
SOurce: 
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TIIbIe 1 
EtImIc Composition or Total pnpolation, Guam: 1It10 to 1990 

Total 
Population Cbamorro1 .. Filipino .. Caucasian .. Otber .. 
13,275 12,218 92.0 398 3.0 280 2.1 383 2.9 
18,509 18,402 88.8 386 2.0 1,206 8.6 637 2.9 
22,290 20,177 90.5 589 2.8 785 3.5 759 3.4 
59,498 27,124 46.8 7,268 12.2 22,920 38.6 2,198 3.7 
87,044 34,782 61.8 8,680 12.8 20,724 30.9 2,979 4.4 
84,998 47,472 65.9 10,172 12.0 23,934 28.2 3,418 4.0 
106,979 47,845 45.1 22,447 21.2 19,7151 18.8 15,938 15.0 
133,152 57,848 43.3 30,043 22.8 19,180 14.4 28,301 19.8 
u.s. Bureau of CeD8U8 1M, IDteragency CoDilDlttee on populatlon,lu88; TUng, Guam health plan 1988 .. 1990 (IU85); GHPuA. 

TIIbIe :I Annual Growth Bate of Total population, Guam: 1It10 to 1Il10 
Total 

Period Population Cbamorro FlUploo Caucasian Otber .. .. .. .. .. 
1921)..1930 3.3 2.9 -0.8 14.8 3.4 
1931)..1940 1.9 2.1 4.4 -4.3 3.5 
1940-1950 9.8 3.0 25.5 33.7 10.8 
1950-1980 1.2 2.5 1_7 -1.0 3.0 
1980-1970 2.4 3.1 1.7 1.4 1.4 
1971)..1980 2.2 0.1 7.9 -1.9 15.4 
1981)..1990 2.3 1.9 2.9 -0.3 5.0 

Source: U.s. Bureau of Census, 1990; Interagency Committee on Population, 1988; Tung, 1981 In Guam Health Plan 1985-
1990 (1885); Guam Health Planning and Development Agency. 
1 Includes part Cbamorro, 1980 and 1990. 
2 Ethnlclty based on country of origin. 
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Figure 4: PopulatIon Growth b;r E&lmldty, Guam: 1810 to 1890 
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Table 3 
Growth Rate by VIllage and To&aI PopaIatioa, Guam: 1180 to lIOOO 

Total 
Estimated Growth Average 
Year 2000 1980-2000 Annual Growth 

Village 11160 1970 1980 1990 Population % % 

Agana 1,842 2,119 896 1,139 1,008 -39 -1.2 
Agana Heights 3,210 3,168 3,284 3,848 3,804 19 0_4 
Apt 3,107 4,308 3,999 4,1160 5,797 87 1.8 
Asan 3,053 2,829 2,034 2,070 1,819 -40 -1.3 
Barripda 5,430 8,358 7,758 8,848 10,409 92 1.8 
Chalan Pago/Ordot 1,8311 2,931 3,120 4,451 5,980 228 3.0 
Dededo 11,128 10,780 23,844 31,728 58,255 1,038 8.1 
InaraJan 1,730 1,897 2,059 2,489 2,780 81 1.2 
Mangtlao 1,965 3,228 8,840 10,483 18,317 832 5.8 
Memo 1,398 1,1129 1,863 1,742 1,8711 34 0.7 
Mongmong-Toto 3,0111 8,057 5,2411 5,8411 7,288 142 2.2 

Malte 
Pltl 1,487 1,284 2,888 1,827 1,986 34 0.7 
SantaRJta 12,128 8,109 9,183 11,857 11,789 -3 -0.1 
Slnajana 3,882 3,1106 2,485 2,858 2,347 -39 -1.2 
Talafofo 1,352 1,935 2,008 2,310 2,782 104 1.8 
Tamunlng 5,944 10,218 13,580 18,873 23,1114 296 3.4 
Umatac 744 813 732 897 9l1li 28 0.8 
Ylgo 7,882 11,1142 10,359 14,213 17,448 127 2.1 
Yona 2,358 2,1199 4,228 5,338 7,011 198 2.7 

Total 87,044 84,996 105,979 133,152 182,889 143% 2.2% 

Sourcee: U.S. Bureau of the Census, 1990; Interagency Committee on Population, 1988; GHP&DA. 
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Table .-
Total PopaIatkm by Region 

G_ 1980 to 1990 

Region 1980 '1D 1970 '1D 1980 '1D 1990 '1D 

North 18,752 28.0 32,540 38.3 47,583 44.9 62.614 47.0 
Central 25,479 38.0 31,266 36.8 34.526 32.6 40.965 30.8 
South 22,813 34.0 21,190 24.9 23,870 22.5 29.573 22.2 

TOTAL 67,044 100.0 84,996 100.0 105,979 100.0 133,152 100.0 

Regional Definitions (By VIllage): 
North: Dededo, Tamuning, Yigo 
Central: Agana, Agana Heights, Asan, Barrigada, Chalan 

Pago/Ordot,Mangilao, Mongmong-Toto-Maite, Piti, Sinajana 
South: Agat, Inarajan, MerIzo, Santa Rita, Talafofo, Umatac, Yona 

Source: U.S Bureau of Census, 1990; Interagency Committee on Population, 1988; 
Guam Health Plan 1985-1990. 

hazards, such as coral punctures, abrasions and fractures due to accidents, sunburn, sunstroke, 
and occasional drowning are associated with tropical island tourism and expected to occur with 
regular frequency. 

Guam has a fluctuating number of temporary alien workers depending on the island's 
construction activities. In December 1991 there were 10,316 foreign laborers on Guam under 
the H-2 special work program. Health concerns of the particular population include the 
importation of undiagnosed communicable diseases and work injuries. 

The military population ranged from 20,266 in 1980 to 7,884 in 1994 a decrease of 38.9 percent 
below 1980. The health implications of the military contingent, 5.4 percent of the total 
population, are increased by the fact that the military down-sizing may include the once 
developed health care system that provides most of the necessary medical services to all active 
and retired military personnel and their dependents. Additionally, as the military population 
interacts with the civilian population, there exists a continuing risk of spreading communicable 
disease in the community. 

d. Vital Events 

Vital events provide a fairly accurate means for estab1ishing and estimating future population 
changes. To calculate such change. we look at the population at the end of a period, at the 
beginning of a period, at the births and deaths recorded during the period, and at in-migration 
and out-migration to arrive at a true figure for that period. 
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A review of Guam's vital events from 1982 to 1992 (Table 5), indicates a slight fluctuation in 
birth and death rates. However, overall population growth is expected to continue unless out· 
migration higb1y exceeds in·migration. 

Tllble5 
VHalIndk .. b_ and Rates 

Guam: 1882 - 19911 

Crude Crude 
Total Live Birth Total Death 

Year Popalation Births Rate· Deaths Rate· 

1982 110,929 2,992 27.0 443 4.0 
1983 113,490 3,184 28.1 462 4.1 
1984 116,110 3,067 26.4 450 3.9 
1986 118,791 3,197 26.9 441 3.7 
1986 121,634 3,309 27.2 461 3.7 
1987 124,340 3,356 27.0 486 3.9 
1988 127,210 3,548 27.9 492 3.9 
1989 130,147 3,666 27.4 644 4.2 
1990 133,162 3,860 28.9 667 4.2 
1991 136,226 3,921 28.8 607 4.6 
1992 139,371 4,214 30.1 686 4.2 

·Per 1,000 total popalation. 

Source: DPH&:SS, Guam; GHP&DA. 

e. Projection oC Population: 1990-2000 

In the mid • 1980's various planners and demographers had originally foreseen a continuous 
acceleration of population growth for the rest of the decade to 1990. After the final 1990 census 
figures were established, earlier predictions of growth were significantly within the actual 
annual growth rate of 2.3 percent (total population from 105,979 in 1980 to 133,152 in 1990). 
The average annual growth rate of the civilian population for the same period of time was 2.2 
percent. 

Table 6 shows the actual total, civilian, and military populations for 19BO and 1990. The 
projection for the civilian population for the year 2000 is based on the 2.2 percent growth. 
However, the total military population is based on military growth between 1990 through 1993 
due the downsizing of military personnel on the island. It is difficult to project the military 
population due to the current controversy of the Base Re.Ugnment and Closure Committee's 
recommendation to close the Naval Air Station and to relocate the Ship Repair Facility to ports 
in the m"inland 
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Table 8 
Projection for Total Civilian _d Mili&ar7 PopaJatiODB 

G_ 19110 - 2000 

Civili_ Military 
Total Population Population 

Year Population # % # 

1980 105,979 87,421 82.5 18,558 
1990 133,152 109,051 81.9 24,101 
2000 1112,889 142,889 87.7 20,000 

'"Year 2000 total, civilian, and military population estimated. 

Source: U.S. Bureau of the Census 1990; GHP&DA. 

2. Guam's Civilian Population 

% 

17.5 
18.1 
12.3 

When looking at the island's health care needs and required services, the civilian population is 
the determining factor for planning. The following is a discussion of the population 
characteristics essential to the planning process. 

a. Civilian Population Growth 

Between the years 1980·1990, Gusm's civilian population increased from 87,421 to 109,051 at 
an annual rate of 2.21 percent. This significant growth is attributed to natural increase and in· 
migration. Net natural increase refers to the number of people added to the population given 
the number of births less the number of deaths in any particular time interval Net in· 
migration is the number of people coming to the island in excess of the number of people 
leaving the island. 

As shown in Table 7, there was a decline in the civilian annual growth rate for the years 1980· 
1990, down .80 percentage points from the 3.01 percent annual rate of increase between 1970 
and 1980. An annual growth rate of 2.21 percent is projected for the years 1990·2000. 

b. Age Distribution 

Figure 5 shows that Gusm has a very young population; the median age calculated from the 
1990 census for the total population was 25.0 years. In 1990, 53,077 or, 48.7 percent of the 
civilian population, were under the age of 25 and 33,122 or 30.4 percent were children below 
15. Birth rates have only s1ightly increased over the last decade (from 28.3111,000 in 1980 to 
28.9111,000 in 1990) and the proportion of the population aged 20 and below is not likely to 
increase much of it all in the future. However, over the next decades there will be a 1arge 
demand for medical services as well as prevention and protection programs pertaining to 
maternal and child health. 
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Table 7 
CivHiIm PapaJatioD Growth. G_ IIno - 2000 

Year 

1970 
1980 
1990 
2000 (Projected) 

Civilian 
Population 

84,880 
87,421 

109,061 
138,033 

Overall Percent Change: 1970-1980: 36.18 
1980-1990: 24.74 
1990-2000: 24.74 
1970-1980: 3.01 
1980-1990: 2.21 
1990-2000: 2.21 

Annual Growth (percent): 

Source: Office of Vital Statistics, DPH&SS; GHP&:DA. 
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FIgure 6 
CiviIiIm PopalIdioD by Age 

G_ 1880 

Annual Growth 
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Source: U.S. Bureau of the CellBUlJ, 1990; Guam Health Planning &: Development Agency. 
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The demand for senior care services is likely to increase in the near future. Whereas 2,938 or 
3.4 percent of Gusm's civilian population was age 65 or older in 1980, the proportion of the 
elderly has increased to 4.7 percent (or 5,162) in 1990. These figures are expected to rise 
further to 9,070 or 6.7 percent of the civilian population in 2000. The sharp increase in the 
senior population makes it necessary to investigate the available health and support services for 
seniors, since an older population consists of heavy users of the health system. Besides the 
physical and mental infirmities expected with old age, Gusm's inhabitants have a high incidence 
and prevalence of diabetes, hypertension, and neurological diseases with all the attending 
complications of these diseases. There is an urgent need for the planning of community and 
institutionsllong-term care services. 

c_ Dependency Ratio 

In a population with an unusually \arge number of children or elderly, calculating a dependency 
ratio becomes important. The dependency ratio is defmed as the ratio of children aged 0-14 and 
persons 65 years or older to the persons between the ages of 15 and 64. The Gusm dependency 
ratio in 1980 was 65.7, for the civilian population and dropped to 54.1 in 1990 which compares 
well with the U.S. The composition of these dependents is expected to change by 2000. Data 
shows that there will be a reduction in the 0-14 age groups and an increase in those over 65. 

The implications of a dependency ratio are primarily economic, since the proportion of the 
population unable to provide for their need must be sustained by the members of the 
community's formal work force. 

d_ Sex Distribution 

Table 8 and Figure 6 detsi\s the sex distribution of the Gusm civilian population. The use of 
a sex ratio is a meaningful interpretation of this distribution. The overall sex ratio, defined as 
the proportion of males to females in a population, was 1.07 in Gusm. This ratio, however, is 
not consistent through all ages groups, as can be seen in the following page. 

Age Group 

0-19 

20-34 

35-64 

65+ 

22.241 males 
21,437 females 

14.174 males 
13,233 females 

17.517 males 
15,287 females 

2.514 males 
2,648 females 

Sex Ratio 

- 1.04 

- 1.07 

= 1.15 

- 0.95 

Gusm's consistently male-dominated sex ratio is unwrua1 when compared to the U.S. mainland 
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where, after the age of 45, females usually outnumber males by a large margin (Table 8 and 
FIgUre 6 on the fonowing page). 

Table 8 
CtvilWl PapaIatioD b.r Age IIIld s-. Guam 1890 

Males Females 
Age II % II % 

6-4 6,041 5.54 5,828 5.34 
5-9 5,498 5.04 5,324 4.88 
16-14 5,348 4.90 5,085 4.68 
15-19 5,358 4.91 5,200 4.77 
26-24 4,814 4.41 4,585 4.20 
25-29 4,848 4.44 4,485 4.11 
30-34 4.514 4.14 4.183 3.82 
35-44 8,158 7.48 7,205 6.61 
45-54 5,354 4.91 4,594 4.21 
55-59 2,092 1.92 1,905 1.75 
&0-84 1,913' 1.75 1,583 1.45 
85+ 2,514 2.31 2,648 2.43 

Total 66,448 42.4% 52,805 39.5% 

Source: GBP&DA. 

e. Etlmic Composition of the Civilian Population 

Guam is a truly muJti-culturai island with the lllII,jor ethnic groups of Chamorros (indigenous 
inhabitants), Filipinos, and Caucasians sharing the island with people from the various Asian 
countries, and elsewhere (Figure 7). According to the official cellSWl figures of 1990, those 
persons reporting themselves to be of Chamorro or part-Chamorro heritage comprised 51 
percent (55,629) of the civiJian population. Filipinos made up 25 percent of the population 
(27,368). The next largest ethnic group was Asians with 8 percent of the civiJian population 
(8704). Whites were 8,687 in number (6%). Etbnicities originating from islands within the 
Freely Associated States (FAS)-the Federated States of Micronesians (FSM) and the Republic 
of the MarBhaIl Iaiands (RMI) accounted for S percent of the civiJian population (2,989). All 
'others' (pacific Islanders, Blacks, etc.) constituted 7 percent of all civilians (7,674). 

Whereas all of Guam's civiJian population has experienced a steady growth over the decades, 
the Filipino population has grown the moat of any identified ethnic group. After World War n. 
with the easing of immigration laws and regulations in the 1960's and again during the years 
1970 to 1980 when Guam experienced a heavy economic and construction boom. 

The Compact of Free Association Act of 1985 between the Federated States of Micronesia 
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Figure 6: Civilian Population by Age and Sex, Guam 1990 
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Source: U.S. Bureau of the Census, 1990; GHP&DA. 
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Figure 7: Ethnic Composition for the Civilian Population, Guam 1990 
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Source: U.S. Bureau of the Census, Department of Commerce, Detailed Social Economic Characteristics, Guam, 1990. 
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(FSMl, the Republic of the Marshall Islands (RMl), and the United States greatly increased 
the number of Micronesian immigrants into Guam. High growth rates of these immigrants from 
the Freely Associated States (F AS) are expected to continue well into the next decades. 

r. Marital Status 

In 1990, 57.7 percent (53,811) of the population 15 years and older (98,200) were married, and 
9.8 percent (8,630) were either separated, divorced or widowed. The remaining 33.0 percent 
(30,759) have reported themselves as being single. Vital Statistics registered 1,433 marriages 
in 1990. The crude marriage rate was 11 per 1,000 popuIation, and the general marriage rate 
per unmarried persons aged 15 and 

Crude Marriage Rate -

General Marriage Rate = 

..M.. ~ 
P - 133,152-

M 
P15+ -

·1.433 
30,759 -

10.8 Marriages per 1,000 
total population 

46.6 Marriages per 1,000 
population age 15 and 
over 

above was 47 per 1,000 population. The figure for the crude marriage rate is obtained by 
dividing the total marriages (1,433) in 1990 by the total population (183,152) times 1000. The 
general marriage rate is obtained by dividing the totaI marriages (1,433) in 1990 by the total 
unmarried population 15 years and older (80,759) times 1000. 

Table 9, on the following page, shows the percentage distribution of marital status for the 
island's total population across the years, from 1920 to 1990. The proportion of married people 
has shown a slow upward trend in an irregular pattern. Prior to 1940, the proportion of 
married males to married females was fairly even; however, since 1950 the Office of Vital 
Statistics has recorded more married females than males. This may be due to the influx of alien 
laborers and military personnel who are predominantly single males. 

Divorce has increased among both males and females, but is still below numbers experienced 
on the mainland. Widowhood has decreased from both males and females but females lose their 
husbands at almost three times the rate at which males lose their wives. It appears that people 
marry at a later age. This current trend, particu1arly for women, may result in lower fertility 
rates since women tend to have more children in their marriage rather than their single years. 

g. Socia-Economic Status 

Due to political-historical influences and changing socia-economic conditions, Guam has shifted 
from a rural, subsistence farming and fishing economy to an urbanized,services-oriented, 
commercial economy. This development can be ascribed to the following factors: Guam's 
potential as a finance center as well as a transshipment and communications link between the 
U.S. and Asia; the military presence in the Western Pacific, with a particularly Iarge contingent 
stationed on Guam; the sizeable tourist industry; and the Government of Guam's 1arge 
bureaucracy. 
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Table .. Marital Status 01 the Populatloa, Guam: 19118 to IBt10 

Mllrital Status 1920 1930 1940 1950 1980 1970 1980 1990 

M .. es 

Never Married 41.7 48.9 42.4 65.1 34.4 34.1 33.3 38.3 

Now Married, Except IU.8 47.8 61.8 39.7 81.9 81.7 82.2 67.4 
Sepaarated 

Sepaarated u u u u 0.8 0.8 0.9 0.9 

Widowed 8.1 4.8 5.8 u 1.4 1.3 1.4 1.3 

Divorced 0.3 0.4 0.4 u 1.6 2.2 2.3 4.1 

Fem"es 

Never Married 39.7 35.7 39.0 31.6 23.1 29.8 28.2 29.1 

Now MarrIed, Except 48.9 63.0 50.3 69.0 87.7 83.4 83.4 68.1 
Separated 

Seplll'tlted u u u u 1.1 0.9 1.3 1.1 

Widowed 13.0 10.8 10.3 u 8.8 4.9 5.6 5.9 

Divorced 0.4 0.4 0.3 u 1.1 1.1 3.6 6.8 

-Population 14 years and older. All otber figures pert.Jn to tbe population 16 years and older. 
--Note: 'Seplll'tlted' Is Included with 'Now Married' (or 1930-1960. 'WIdowed' and 'divorced' were combined l1li one category In 

1950. u = Information (or these years Is unav"lable. 

Source: U.S. Bureau o( the Census, 1990; Interagency Committee on Population, 1988; GHP&DA. 
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The statistics gathered by the Guam Department of Commerce show that in March 1994, 46,970 
people comprised the civilian labor force, out of which 43,800 were employed and 3,170 people 
were unemployed. The unemployment rate (percent of labor force) was 6.7 during the same 
period. Compared to March 1984, the civilian labor force increased 40.3 percent (from 33,490 
to 46,970) with an increase in persons employed by 42.8 percent (30,670 to 43,800). 
Additionally, the unemployment rate comparing the same time periods declined from 8.4 to 6.7. 

Per capita taxable income was $9,300. The average hourly earning rate in the private sector 
was $9.25 in June 1994. The Consumer Price Index (CPD during that time rose to 454.4 (1978 
Base Year), and the purchasing power of the consumer dollar continued its decrease to $0.20 
based on 1978 prices. 

The Department of Public Health and Social Services continues to provide assistance to a 1arge 
segment of the population in need of public assistance. Table 10 on the following page 1ists the 
number of people who received assistance from particular programs in June, 1994, many of 
them from several programs, since assistance benefits are not mutually exclusive. The Table, 
alao, provides June 1994 expenditures, and accumulated expenditures for the first six montha 
ofCY1994. 

Table 10 
Pea ... Beceiwiug PabHc Aadstance 

Guam: Jane 111M 

January-June 
Number of June, 1994 1994 

Public Assistance Programs Recipients Expenditures Expenditures 

Foodstamps 15,862 • 1,881,960 • 10,892,363 

AFDC • Aid to Families 7,124 1,060,597 6,007,440 
With Dependent Children 

APTD • Aid to the Permanently 104 20,716 121,820 
and Totally Disabled 

OM • Old Age Assistance 915 197,150 1,155,363 

GA • General Assistance 1,292 225,011 1,245,103 

AB • Aid to the Blind 1 186 1,602 

Total 25,298 $ 3,385,620 • 19,423,691 

Source: Department of Public Health and Social Services, Government of Guam. 
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The same were eligible for Medicaid, and 6,642 medically indigent and other persons were 
eligible for locaJ. public 1ISIIi.stance. Besides having a 1arge number of people dependent on public 
assistance, Guam is faced witb another problem: 30 percent, or approximately 28,000 persons, 
were not covered under any healthy insurance plan, and not qualify for Medicare or Medicaid. 
This has far-reaching implications when planning for tbe health care delivery system, and will 
be diseussed in detail in Chapter VI-Healtb Care Policy Issues. 

E. Summary 

The iI1and of Guam is faced witb tbe cllaIlenge of developing and maintaining a healtb care system 
which will adequately meet tbe needs of a predominantly young and growing population, and which will 
aIao address tbe problema of the rapidly increasing number of elderly. Several factors will have to be 
integrated into tbe planning PI aces&: 

1. Guam's civilian population is expected to grow at a rate of approximately 2.21 percent per year. 
At. this rate, tbe iI1and will have added about 28,947 persons to its population by 2000. 
Attention must IItiII be fOCUBed on obstetric and pediatric serviees. 

2. Guam's senior population will increase from 4.7 percent in 1990 to 7.9 percent in 2000. There 
must be an increase in tbe existing health and senior support services, as well as planning for 
more community and institutional long-term care services. 

3. The trend will continue towards residing in Guam's nortb-central and northern areas. 

4. Limited health resources and an insufficient population base will inhibit tbe planning and 
implementation ofhigb1y specialized healtb services, facilities, and equipment in the near future, 
but such specialized services must be considered as a long-range goal. 

5. Off-is1and referrala are expected to continue for specialized diagnosis and treatment for tbe next 
several years. 

6. Prepaid HMO services provided to approximately 50 percent of tbe population will continue to 
significantly impact on the delivery and utilization of health care on tbe island. 

7. The trend to 'westernize' locaJ. lifestyles will continue as will tbe health care system that is 
patterned after the U.s. mode1a. 

8. Regardless, if the political statUI! of Guam eventually changes to that ofa U.S. Commonwealth, 
federal participation and assistance in tbe development of facilities and services will still be 
required in view of tbe is1and's limited financial resources. 

Taking into account tbe above factors, tbe planning process is designed to develop and maintain a 
system which will provide adequate healtb care services in an equitable manner to aU of Guam's 
inhabitants. The outcome will be dependent not only on tbe visions of health planners, but on the 
dedication and cooperation of tbe healtb services deliverers, and tbe political and governmental systems 
in carrying out these visions. 
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m. Health Status 

A. Definition of Health Status 

Health is a value rather than an instrument. Health is a condition of being sound in mind, body, 
and spirit. It is not only the absence of disease or illness. Health is influenced by biological, physical, 
genetic, and environmental factors which are the basis for individUtll lifestyle choices-a quality of life 
process. Quality of life means one's perception of having human needs met and having open 
opportunities to achieve happiness and fulfillment. Aasessment of "quality of life", though difficult, can be 
done through objective means (e.g., mortality rates, morbidity rates) or subjectively by using information 
provided by the community members and measured against proportionate adjustment between life's 
stressful events and personal or social resources. 

Health planning is a process of defining health needs, establishing health priorities, identifYing the 
causes of the problema, lIS8essing resources and barriers, and finally, allocating resources to achieve the 
inferred objective and/or goal. Health maintenance is interdependent on society. Therefore, it is important 
to realize that there is a reciprocal relationship between health and social problems. FIgUre 8 below shows 
this relationship. 

The arrows show that social stability and quality of life influence the health of an individual or the 
people in a community at the same time that qualitj of life and social problems affect health. The cause­
effect relationships, however, can be mediated by social policy, social services interventions, health policy, 
and health programs. 

Quality 
of Life 

Figure 8 
Health and Social Policy Cycle 

Social policy 
Social services interventions ~ 

Health and 
Social conditions 

HaUh_ / 
Health services intervent.ions . 

Source: Green and Kreuter, Health Promotion Planning 

B. Health Status Indicators 

While the status of a person's complete physical, mentsl, and social well·being is hard to measure, 
health officials and statisticians have developed certain methods for assessing health status. This section, 
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therefore, examines the health of the Guam population in terms of the traditional measures of mortality 
(death rate and morbidity (disease rate). Mortality indicators are static and thus believed to give a broad 
picture of ongoing health in a commWlity. Morbidity measures, on the other hand, are dynamic indicators 
and as such provide a much better basis for facility planning than do mortality measures. 

Mortality and morbidity data are used by health statisticians as health indicators and as a tool to 
1ISIJes8 public health problems amid it's limitations. The lack of a cent.rs1ized health information system 
in Guam further impedes the accuracy of the data. Morbidity data is often lacking due to inadequate 
reporting, especially for chronic disease. However, in the absence of any other acceptable evaluation tool, 
mortality, accident, and morbidity information for the island population is being used to establish Guam's 
health status. The data are helpful in determining increasing incidence of certain fatal or debilitating 
conditions and in developing strategies for overcoming them. 

Mortality indices include infant and general mortality rates, life expectancy data, and information 
about the leading causes of death. Since accidents (motor vehicle and others) are contributors to both 
mortality and morbidity indices, they are included in this section. Morbidity indices are presented using 
data for commWlicable and infectious diseases, maternal and child health, acute and chronic conditions, as 
well as disabilities. 

c. Mortality indices 

1. Infant Mortality 

The infant mortality rate is widely used as an indicator of a commWlity's health status. Rates 
are customarily reported for the neonatal period (birth to 27 days) and the post-neonatal period 
(28 days to 1 year). The infant mortality rate is calculated by relating the number of infants 
who die during their fu"St year of life to the number of live births that occur during a given 
period. Infant mortality rates are affected by environmental and soci~omic conditions such 
as poverty, malnutrition, poor housing, and the quality of medical care in the pre- and post natal 
periods. 

Table 11 shows Guam's fluctuating infant mortality rates between 1983 to 1992. Figure 9 
depicts this fluctuation and the unsteady pattern more visibly. The average infant mortality 
rate was 9.211,000 with the lowest mortality rate at 7.211,000 occurring in 1987 and a peaked 
mortality rate at 12.3/1,000 in 1989. The rate dropped in 1990 to 8.6/1,000 but an upward 
trend seems most likely to occur as can be observed during the latter part of the period. 

The figures show that Guam's infant mortality rate is erratic when compared with that of the 
U.S. mainland. While the tendency for the U.S. rate is declining, Guam's rate is on an incline. 
For instance, the U.S. rate for 1992 was 8.5/1,000 compared to Guam's rate or9.7/1,OOO for the 
aame year. The rate of infant deaths among certain ethnic groups on Guam, however, is not 
as favorable. 

The Chamorro and Micronesian infant mortality rates were higher in the aame 10-year period 
when compared to other infant mortality rates for all ethnicities. The Filipino infant death rate 
decreased in 1984 and has been consistently fa11ing below or at the average rate for all 
ethnicities. Caucasians exhibited the most distinguishable improvement in infant mortality rates 
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since 1985. while other ethnicities continue to fluctuate. Figure 10, in the following pages, 
depicts the infant mortality rate by etlmicity. 

Neonatal deaths accounted for the majority of infant deaths during this 10 year period. The 
average neonatal death rate was 6.0/1,000 and the post-neonatal rate was 3.211,000. The 

TUlell 
lDf_t Marality Rates Per 1,000 Live Births 

Gaam IIIId U.s.: 1883 - IBn 
(s.-t _ :0.. .... at IDflmta 80m _ Gaam) 

Neonatal Post-Neonatal Infant 
Year Mortality Rate Mortality Rate Mortality Rates 

Guam U.S. Guam U.S. Guam U.S. 

1983 8.8 7.3 3.5 3.9 9.1 11.2 
1984 6.5 7.0 4.2 3.8 9.8 10.8 
1986 8.4 7.0 2.2 3.7 10.8 10.8 
1988 8.8 8.7 1.8 3.8 8.5 IG.4 
1987 4.6 8.5 2.7 3.8 7.2 10.1 
1988 3.9 8.3 3.9 3.8 7.9 10.0 
1989 8.7 8.2 3.8 3.8 12.3 9.8 
1990 8.0 6.8 2.8 3.4 8.8 9.2 
1991 6.9 5.8 2.3 3.4 8.2 8.9 
1992 4.0 5.4 6.7 3.1 9.7 8.5 

Sources: omce oeVital Statistics, DPHA:SS, Guam; Health United States 1993, U.S. 
Department of Health and Human Services. 

FigureS 
IDflmt MortaUty Rates Per 1,000 Live BIrths 

Guam aad U. S.: 1883 to IBn 
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Figure 10 
Infant MortaJity Rates By Etlmicity 

GIIIIIII: 1883 to 1811Z 
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Infant Mortality Rates By Etludcity 
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FIgure 10 (CoatiDued) 
IDfmlt Mortality BII*- By EtJmieity 

Guam: 1883 to 1882 
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Figure 10 (Continued) 
IDfant MortaJity Rates By EtbDicity 

Guam: 1983 to 1892 
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averaile infant mortality rate for the same period was 9.2/1,000. The major causes of neonatal 
deaths were prematurity. congenital anom.alies, other conditions originating in the perinatal 
period, disorders relating to short gestation, birth trauma and asphyxia, respiratory distress, 
or ~uries at birth. Deaths in the post-neonatal period are usually associated with infectious 
diseases and nutritional problems. 

2. Mortality 

The crude mortality rate refers to the total number of deaths in the total population, and in 
Guam's case the crude mortality rate has remained relatively 'stable for the years 1983-1992. 
An average rate of 4.0/1,000 was calculated for this time period in which an average of 507 
people died annually. Table 12 provides a comparison of Guam's crude mortality rates to those 
of the United States. 

Guam's crude mortality rates appears much lower to the U.S. rates. While Guam's crude rates 
shows a steady figure, the U.S. figures indicates a gradual decline in its crude rate. 

3. Life Expectancy 

The number of years expected in a popuJation's lifetime often reflects the population's 
environment, and is frequently used with other indicators to measure the population's health 
status. Life expectancy figures calculated by Tung for the years 1969-71 and 1976-1978, Flores 
for 1980-1982, and for 1988-1992, are shown in Table 13. 
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Year 

1983 
1984 
1986 
1988 
1987 
1988 
1989 
1990 
1991 
1992 

Avg. 

Guam Health PIIm 

'I'IIble 13 
Crude Mon.Jity Baa. Per 1,000 PopulatiOll 

GuamllDd UB.: 1118&-19921 

#of Mortality Rates 
Deaths Guam UB. 

482 4.1 11.2 
4SO 3.9 10.8 
411 3.7 10.8 
451 3.7 10.4 
488 3.9 10.1 
492 3.9 10.0 
644 4.2 9.8 
&77 4.2 9.2 
807 4.5 8.9 
58& 4.2 9.1 

507 4.0 10.0 

Source: Office of Vital Statistics, DPH&SS, Guam 1988-1992; 
Health UDited States 1992 IIDd Healthy People 2000 _ 
Review, UB. Department of Health IIDd Human Services. 

Years 

1989-1971" 
1978-1978· 
1980-1992 
1988-1992 

'I'IIble 13 
Ymn alLife R'I_ '.hGY 
GuamllDd UB.: 11119-19921 

Guam 
Males Females 

85.5 
89.7 
89.8 
71.4 

75.9 
78.7 
74.5 
77.2 

• Excluding military population. 

u.s. 
Males Females 

87.0 
89.2 
70.4 
72.3 

74.8 
77.1 
77.9 
79.0 

39 

Source: Tung, S .. Economic Research Center, Department of Commerce, 
Guam; Flores J., Cenaua IIDd Population DIvision, Department of 
Commerce, Guam. 

The 1969-71 life ezpectancy at birth for females WB8 75.9 years and 65.6 years for males, as 
compared to the respective U.S. values of 74.6 and 67.0. The 1976-78 life table shows a 
significant increase of 2.8 years for females to 78.4 years, and of 3.8 years for males to 69.7 
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years, which compared favorably with the U.S. fJgUres. The 1980-82 life table is computed from 
total population data and shows a decrease in life expectancy, particularly for females where a 
drop of 4.2 years occurred. The 1988-1992 life table shows a slight increase for males to 71.4 
and females to 77.2. 

No analysis on longevity of the llU!ior ethnic groups has been performed to date, but the 
majority of older persons presently Iiving on Guam seem to be Chamorros. However, this is 
more a reflection of the immigration patterns after the war rather than an indication of any 
extended life expectancy for this particular ethnic group. 

In a given population, the number of years expected in a lifetime often reflects the environment 
and is frequently used with other indicators to measure the population's health status. 

4. Premature Mortality: Years of Potentiall.Jfe Lost 

The concept of "years of potential life lost (YPLL)' has been used by the Centers for Disease 
Control since 1982. In analyzing the causes of premature deaths, YPLL is found to be a more 
useful health planning tool over mortality statistics which are influenced by conditions associated 
with age. YPLL meesures premature or preventable mortality before the age of 65 years 
which is derived by subtracting the age at death from 65 years. Table 14 show the YPLL for 
Guam from 1983 to 1992. 

5. Guam'siD Leading Causes of Death 

Table 15 shows the leading causes of death in Guam at certain periods within the last 3 decades 
(1972, 1982, and 1992). The leading causes during this twenty-one year period in descending 
order are heart disease; llllllignant neoplasm (all sites); cerebrovascular disease; motor vehicle 
accidents; and other accidental causes. These are followed by certain diseases of early infancy 
and immaturity unqua1ified; pneumonia, all types including newborn; diabetes mellitus; other 
diseases of the central nervous system (ALB and Parkinson); diseases of the liver; suicide, and 
homicide. 

AU of the identified prominent causes of death on Guam, with the exception of malignancy, are 
preventable. This means that the people died prematurely. Public information and public 
education programs must continue to reach out to the public and must be made readily 
available. 

Table 16 summarizes the leading causes of death on Guam from 1983 to 1992. There has been 
a slight increase in the number of deaths caused by heart disease and malignant neop1asms, 
or cancer. Deaths from cerebro-vascular diseases show a fluctuation, but no major changes are 
seen over the years. Deaths from diseases of the central nervous system appear to have 
dropped over the last four years. Motor vehicle accidents have ranked consistently in the fIVe 
leading causes of death, as have accidents and other adverse effects. Not much change however 
has been observed in deaths from diseases of the liver or diabetes, and deaths from pneumonia 
have declined. 
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'I'IIbIe 14 
Yean of PotentJal Ufe Lo8t Before Age 86 

Guam: 11183 to 11191 

Cause 1983 1984 1985 1988 1987 1988 1989 1990 1991 1992 

DIIIe_ of the Heart 765 831 890 878 807 775 582 889 588 830 

NeoplB8ma 507 424 881 423 493 729 G58 498 632 829 

Cerebrovascular DIseaae 180 218 203 220 166 139 158 158 284 283 

Diabetes Mellitus 113 112 64 45 141 163 217 178 191 268 

Accldenta and Other Adverse 488 687 576 122 760 400 984 829 802 866 
Efl'eets 

Suicide 273 187 331 393 402 604 386 827 638 732 

Motor Vehicle Accldenta 1003 812 841 952 903 407 807 854 1026 881 

Certain Conditions Originating 704 617 281 788 321 318 378 1008 740 821 
In the Perinatal Period 

Pneumonia 48 9 213 210 160 267 244 168 161 168 

Homicide 667 488 277 382 361 482 362 482 364 293 

Source: OffIce of Vital Statistics, DPH&SS, Guam; GHP&DA. 

.. 
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Table 16 
I "ding Qn !B of Death 

Guam: urn, 1983, aacll89J 

Cause of Death Percent of Cause of Death Percent of Cause of Death Pacelltof 
1972 Deatba 1982 Deatba 1992 Deatba 

DIaeaae of the CIr- 17.3 Diaeaaea of the 28.2 Dlaeaaea of the 21.7 
cuiatory Syatem Heart Heart 

Malignant Neoplaama 9.8 MalIgnant Neoplaama 14.6 Malignant Neoplaama 15.9 

Motor Vehicle Accident. 8.8 Cerebravaacular DIaeaae 5.8 Cerebravaacular Dlaeaae 7.2 

All Other Accident. 8.9 Other Dlaeaaea of the 5.4 Dlabetea Mellitua 7.2 
Central Nervoua Syatem 

Cerialn Condltlona of 8.8 All Other Accident. 3.8 All Other Accident. 6.1 
Perinatal Period 

Cerebravaacular Dlaeaaea 8.1 DI.betea Mellltua 3.8 Suicide 4.8 

Pneumonia 5.4 Chronic Liver Dlaeaae 3.4 Motor Vehicle Accident. 4.4 

Dlabetea Mellltua 3.9 Motor Vehicle Accident. 2.5 Condltlona Originating In 2.9 
Perinatal Period 

ChThoaia of Liver 3.2 Pneumonia 2.3 Pneumonia 2.7 

-
Congenital Anomallea 2.7 Suicide 2.0 Homicide 2.4 

So\J1"Ce: otnce of Vital Statiatlca. DPH&8S. Guam. 
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Table 18 
'Ibe Ten I "ding Ca_ of Death 

by Peramt of Total Jleadw 
Guam: 1883 to 11193 

Causes 1983 1984 1986 1988 1987 1988 1999 1990 1991 1992 1993 

Diseases of tbe Heart 29.7 26.1 24.9 31.0 22.4 28.0 22.8 21.7 20.8 21.7 22.4 
Neoplasms 13.0 13.3 15.0 12.8 13.8 18.6 12.1 14.9 12.4 15.9 14.4 
CerebrovlIBCular Diseases 4.8 8.7 7.0 8.9 7.4 5.7 6.6 8.1 8.8 7.2 6.9 
Diseases of CNS ALSIPD 3.2 3.3 3.9 2.2 2.7 2.8 
Accidents and Adverse 3.6 6.1 4.8 6.8 3.6 8.8 11.6 6.4 6.0 4.3 

Effects 
D1abetea MelUtus 3.2 8.7 5.0 3.6 3.9 6.3 8.1 6.8 4.9 7.2 8.9 
Cbronlc Liver Disease 2.4 3.6 3.1i 3.1 2.8 2.3 
and Cirrhosis 

Motor Vebicle Accidents 8.3 6.3 4.8 8.9 5.3 3.3 8.3 8.4 4.4 8.8 
Pneumonia 3.7 4.3 6.8 4.3 3.9 4.4 2.8 2.7 2.8 
Suicide 2.6 2.7 3.1 2.8 2.9 4.7 3.8 4.8 4.6 
Homicide 3.1i 3.8 2.7 2.6 3.3 2.8 2.9 2.4 1.7 
Certain Conditions 2.8 2.0 3.1 3.8 2.9 
Originating In the 
Perinatal Period 

Congenital Anomalies 2.7 
Chronic Obstructive 5.7 
Pulmonary Disease 

Source: OffIce of Vital Statistics, DPH&SS, Guam, 1983-1992. 
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Deaths from homicide and suicide were listed for 9 years out of 11, as a leading cause of death. 
Deaths from homicide and suicide average 2.8 percent and 3.5 percent from the total deaths per 
year, respectively. The ten leading causes of death for the United States, are detailed in Table 
17 below. 

Table 17 
Ten Leading Causes of Death 

U.S.: 1991 

Rate/1,OOO % of Total 
Rank Cause of Death Population Deaths 

1 Heart Disease 2.83 33.1 
2 Malignant neop1asms 2.03 23.8 
3 Cerebrovascular Disease 0.57 6.7 
4 Unintentional Injuries 0.36 4.2 
5 Chronic Obstructive 0.35 4.1 

Pulmonary Diseases 
6 Pneumonia and Influenza 0.30 3.5 
7 Diabetes Mellitus 0.20 2.4 
8 Suicide 0.12 1.4 
9 Human Immuno-Deficiency 0.12 1.4 

VIrUS Infection 
10 Homicide and Legal 0.11 1.3 

Intervention 

Source: Health United States 1992 and Healthy People 2000 Review 

For the year 1991, Guam compared well with the United States when looking at the major 
causes of death. While heart disease, malignant neoplasms, and pneumonia were the leading 
causes of death in both countries, Guam experienced a lower rate of death from these diseases 
than did the United States. However, a much greater proportion of the population on Guam 
died of diabetes, cerebrovascular disease, and cirrhosis and other liver diseases than in the 
United States. Amyotrophic lateral sclerosis (lytico or ALB) and Parkinsonism Dementia (bodig 
or PD) were in the 10 leading causes of death for first 5 years of the 10 year period, 1983 to 
1992. However, it did not rank during the next three years, 1988 to 1990, as a leading cause 
of death in Guam until 1991. Guam reports mortality caused by motor vehicle accidents in 
separate category from other accidents and adverse effects. If these categories had been 
combined into one classification which reported "all accidents," the combination would have been 
ranked as the third leading cause of death on Guam in 1991. Nonetheless, for 1991, the figure 
for "all accidents," 5.4 percent, was greater than that ofthe U.S., 4.2 percent. 

If the deaths from homicide, suicide, motor vehicle, and other accidents had also been combined 
into one category, such as for "sudden and unexpected death," this category would have ranked 
second in 1991. 
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D. Accidents 

Accidents were a leading cause of death in all age groups. The greatest number of accidental deaths 
were motor vehicle fatalities, but deaths caused by mishaps such as drowning, falls, shooting, etc. have 
been so high as to rank among the leading caUlle!l of death. Accidents have also caused a considerable 
amount of iqjury and disability; however, no reliable data as to the extent of such UUury is available since 
accidents are not reported consistently. 

1. Motor Vehicle Accidents 

Motor vehicle accidents placed in the top ten caUlle!l of death in ten out of the eleven year 
period (1983,1993). During the same period, an average of 29.3 people per year lost their lives 
on Guam's roads and highways. Table 18 details the age and 8I!X distribution for motor vehicle 
victims and Figure 11 shows the 5-year average of mortality rates by age and sex for these 
years. 

With the exception of the years 1983, 1984, 1986, and 1993 males between the ages of 25 and 
44 account for the llll\iority of motor vehicle accidents. However, the yearly average in this age 
group compares to the yearly average for males in the 15-24 age group. The female average 
is slightly over 25 percent of the male average in the 15·24 age group and over one-third the 
male average in the 25-44 age group. 

2. Other Accidents and Adverse Effects 

Accidental deaths by drowning and falling are the leaders in this category, which reported 29 
fatalities for the total population in 1992. As with motor vehicle accidents, male victims 
outnumber females considerably. The male rate of 0.151/1,000 was more than two and a half 
times higher than the female rate of 0.057. Male accident mortality highest rate, 0.072/1,000, 
was found in the 25-44 age group followed by males in the 15-24 age group with a rate of 0.029 
per 1,000. The yearly average for the Jut 5 years was 29 deaths, with a rate of 0.216 accidents 
per 1,000 total population. More details are presented in Table 19 and FJgUre 12 on the 
following page. 

Table 20 shows the breakdown of the causes and Dumbers of accidents resulting in fatalities for 
the civilian population only (military accidental deaths are excluded). The numbers are widely 
fluctuating with poisoning, water transport, and fire and flame as the next highest causes of 
accidental deaths reported within the 5-year period. 

E_ Morbidity 

Morbidity refers to the extent and frequency of illness or disability in a population, and is usually 
expressed in terms of the incidence or prevalence of certain conditions within the population. Morbidity 
data provides a basis for direct measurement of health status, and in many cues, is a highly significant 
indicator of the problems and health care needs of the population. While this represents an improvement 
over mortality data, morbidity data is Jess readily available than mortality data. 
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Table 18 
Motor Vehicle FataJitiell of ClvUlao Population 

byAgeandSeK 
Guam: 1883· IBn 

Yearly 
Deaths 1983 1984 1985 1988 1987 1988 1989 1990 1991 1992 Average 

AU Ages Z9 16 21 31 28 18 34 38 38 28 28.5 
Male 20 18 19 21 16 10 28 28 29 20 20.9 
Female 9 7 2 10 10 6 6 10 10 6 7.8 

o-14Y.,.... 3 1 4 4 7 3 2 2 4 2 3-Z 
Male 3 1 3 1 3 0 1 2 3 1 1.8 
Female 0 0 1 3 4 3 1 0 1 1 1.4 

15-24Yemw 14 13 5 13 8 4 9 9 12 10 9.7 
Male 11 9 5 9 8 4 9 7 10 7 7.7 
Female 3 4 0 4 2 0 0 2 2 3 2.0 

SlH4Yemw 8 7 8 8 10 4 13 18 18 10 10.0 
Male 4 7 7 8 8 4 10 12 12 9 7.7 
Female 4 0 1 2 4 0 3 4 4 1 2.3 

45-84Yemw 3 4 2 5 1 2 8 8 8 3 4-Z 
Male 2 1 2 4 1 1 7 5 3 2 2.8 
Female 1 3 0 1 0 1 1 3 3 1 1.4 

85+ 1 0 2 1 0 3 2 3 1 1 1.4 
Male 0 0 2 1 0 1 1 2 1 1 0.9 
Female 1 0 0 0 0 2 1 1 0 0 0.5 

Source: OffIce of Vital Statistics, DPHI:SS, Guam. 
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Figure 11 
&-Year Average 01 Motor Vehicle Fatality Ra ..... Guam: 1988 - 189J 
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Table 19 
Deaths from Accidents and Adverse Efl'ects for Total Population 

by Age and SeE 
Guam: 1983 - 1992 

Yearly 
Deaths 1983 1984 1985 1986 1987 1986 1989 1990 1991 1992 Average 

AlIAgeB 18 23 21 8 30 18 38 28 33 19 24.2 
Male 11 18 16 0 24 13 36 22 26 21 19.3 
Female 7 6 Ii 0 6 Ii 2 4 7 8 4.9 

0-14 Yean 3 3 2 0 7 3 Ii 3 4 4 3.4 
Male 1 3 1 0 6 3 4 3 2 3 2.6 
Female 2 0 1 0 1 0 1 0 2 1 0.8 

IG-lUYean 3 Ii 7 0 4 2 8 7 8 Ii 4.9 
Male 3 2 7 0 4 2 8 6 7 4 4.3 
Female 0 3 0 0 0 0 0 1 1 1 0.6 

26-44 Yean 8 8 8 4 9 8 17 9 1J 12 8.7 
Male Ii 6 6 4 7 4 17 9 8 10 7.4 
Female 1 1 1 0 2 2 0 0 4 2 1.3 

4IHUYears 1 7 3 2 3 3 4 3 7 Ii 3.8 
Male 1 6 3 2 3 3 3 3 7 4 3.6 
Female 0 1 0 0 0 0 1 0 0 1 0.3 

85+ Ii 2 3 0 7 4 4 4 2 3 3.4 
Male 1 2 0 0 4 1 4 1 2 0 1.6 
Female 4 0 3 0 3 3 0 3 2 3 1.9 

Sources: Office of Vital StatlBtlcs. DPH&SS. Guam. 

'lbird Edition 
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'r.bJe SO 
Deeth. f100m Other Acc1dmtt. and AdWll'lle Effecta 

for CivUIan popaJatlop 

Guam: 1888· 1982 

Total 
1988 1989 1990 1991 1992 5·Year 

Cause # % # % # % # % # % # % 

Water Transport 1 5.9 5 13.15 0 0.0 3 9.1 1 3.4 10 7.1 
Air and Space 0 0.0 2 5.4 0 0.0 0 0.0 0 0.0 2 1.4 
Pol8Onlvg 0 0.0 0 0.0 2 '1.'1 8 18.2 3 10.3 11 '1.8 
Falla 5 29.4 4 10.8 10 38.5 15 15.2 8 2'1.8 32 22.15 
FirelFJame 1 5.9 3 8.1 3 11.5 0 0.0 1 3.4 8 5.8 
Nature and 0 0.0 3 8.1 0 0.0 2 8.1 0 0.0 15 3.5 
Environment 

Drowning 8 35.3 10 2'1.0 9 34.8 10 30.3 10 34.6 46 31.'1 
Suffocation 0 0.0 0 0.0 0 0.0 1 3.0 1 3.4 2 1.4 
Food or Object 

Mechanical 1 5.9 0 0.0 1 3.8 0 0.0 1 3.4 3 2.1 
Suffocation 

Hit by Object 2 11.8 3 8.1 0 0.0 0 0.0 1 3.4 8 4.2 
Firearm 0 0.0 3 8.1 0 0.0 1 3.0 0 0.0 4 2.8 
M1aalles 

Electric Current 0 0.0 1 2.'1 1 3.8 1 3.0 0 0.0 3 2.1 
Machinery 0 0.0 2 5.4 0 0.0 1 3.0 1 3.4 4 2.8 
All Others 1 6.9 1 2.'1 0 0.0 3 9.1 2 8.9 '1 6.0 

Totals 1'1 100.0 3'1 100.0 28 100.0 33 100.0 29 100.0 142 100.0 

Source: Office of Vital Statistics, DPH&:SS, Guam 
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Figure 12 
li-Year Average of Fatality Rate By Age and 8eJr: 

Other AccidentB and Adveree Eft'ectB 
Guam: 1983 - 1992 
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Morbidity surveillance is important for maintaining a healthy environment. 'This is a process wherein 
conditions producing diseases are monitored and when needed, corrective public health interventions are 
made. It requires close observatiOlll of any reported health conditions, particularly communicable diseases, 
because of the possible rampant outbreak which could threaten the health of the whole community. 
Morbidity rate data is very useful for monitoring the number of sielt people or people having the same 
long·term conditions (chronic: diIIeues) at the same place and the same period of time as compared to the 
total population. Morbidity rate data, then, should be used by the health planners and health program 
administrators to re-prioritized and strategize themselves for controlling the spread of disease before the 
condition becomes an epidemic (unU8Ual occurrenee of a disease) or pandemic (wide-spread). 

There are eeveral variables by which morbidity can be measured; severity, prognosi.s, and duration 
are some of them. Morbid conditiOlll can have a short, acute phase which is severely disabling; they can 
be a chronic, long-term disability resulting from an acute illness or injury; or they can start insidiously with 
several years elapsing before a chronic disease is diagnosed. 

Morbid conditions might have their etiology in human biology, environmental conditions, or certain 
lifestyles. In some diseases, all three factors play a role; often, genetic predisposition is impacted by the 
environment and an individual's lifestyle. It is therefore difficult to classify diseases according to their 
origin. 'This section presents morbidity indicators for diseases related to the environment, communicable 
and infectious diseases, morbid conditions arising from pregnancy, childbirth and early childhood, chronic: 
diseases, and disahilities which are causing concern to Guam '8 population and health service providers. 
Mental health of the island population is also assessed and diseases related to certain lifestyles are also 
discussed in this section and in the next ehI1pter. 

The health priorities have been identified for in-depth analysis and recommendations in Chapter IV 
by the Governors' Taalt Forces. Eacll of the health priorities is diseuased separately in the next ehI1pter 
and incorporates the morbidity indicators mentioned below. 

1. Diseases Related to the Environment 

Historic:aIly, the great gains in human health-increased longevity, the reduction of communica­
ble disease epidemics, and the reduction of deficiency diseases-have come through improve­
ments in the standards of living, particularly from improvements in basic environmental 
sanitation. However, Guam has still a higher than average rate of intestinal infectious diseases 
which are related to the environment and which have their origin in adverse sanitary conditions. 
Salmonellosis and shigellosis are the diseases which elaim the highest number of victima. 

L Salmonella 

Salmonellosis is an acute gastroenteric infection caused by the salmonella bacteria of which 
there are over 1,000 types. Symptoms include nausea and vomiting followed by abdominal pains 
and persistent diarrhea. The infection, however, may also be asymptomatic. 

Traditionally it was believed that the disease was mostly acquired through the ingestion of 
undereooked meats, poultry, or poultry products, since animals are the principal reservoirs of 
the salmonella bacteria. Once infected by the disease, an individual can spread salmonellosis 
through contact with others. 'This type of transmission often occurs in institutional settings 

'11Iird Editioa 
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such as hospitals, prisons, and child care eenters. 

The outcome of the infection is determined by a variety of factors including the type of bacteria, 
the number of bacteria ingested, and the general health of the bacteria's host. Infants, the 
elderly, and persons with underlying diaeases are most susceptible to salmonella infection. 
While death from salmonellosis occurs primari1y among these groups, it is not a frequent 
occurrence. 

For the past 10 years Guam has had the highest rate of salmonellosis in any U.S. state or 
territory. As reflected in Table 21, Guam experienced an average incidence rate of salmonella 
infection, from 1985 to 1994, of 0.99 per 1,000 population, as compared to the 1991 U. S. 

Year 

19811 
1988 
1987 
1988 
1989 
1990 
1991 
1992 
1993 
1994 

'I'IIbIe II 
Inridpn_f1IBeJmmoellaBiB 

G-..: 11185 · lIN 

Number 

212 
213 
1311 
129 
139 
106 
87 
84 
119 
78 

Rate/l,OOO 

1.78 
1.76 
1.09 
1.01 
1.07 
0.79 
0.84 
0.48 
0.83 
0.62 

Sources: Office or Territorial Epidemiologist, DPH&SS. Guam. 

rate of 0.19/1,000. However, the 64 cases reported in 1992 represented a 70 percent decrease 
in annual incidence from the 1985 rate of 1.78 per 1,000 population to 0.46/1,000. The gradual 
decrease in incidence, from 1984 to 1992, appeared rather promising but was abruptly broken 
with a 46 percent increase between 1992 and 1993 to 0.83 per 1,000 population. 

Many infants are exposed to the salmonella bacteria and, having the least resistance. are most 
likely to require medical attention and be recorded as cases. No distinct trends are apparent 
in the geographic distribution of cases by village of residence. 

b. Shigellosis 

Shigellosis is an acute gastrointestinal infection caused by the four shige1la group bacteria, !!: 
dyaenteria, s.flezneri, s. boydii. and s. sonnej. Symptoms of the disease 
range from loose stools for several day!! to the more severe symptoms including cramps and 
convulsions. The majority of cases on Guam are manifested by the sudden onset of fever, 
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vomiting, and diarrhea. 

Man is the only significant reservoir of the shigeUa bacteria. The infection is primarily 
transmitted via the fecal·oral route. Factors contributing to the spread of the disease include 
crowded living conditions, inadequate sewage facilities, and poor personal hygiene. 

Shigellosis is most often seen in children under 10 years of age, possibly due to the lack of 
knowledge regarding proper hygiene. The severity of infection is determined by the bacterial 
serotype and re1ative health of the bu:teriaI host. The malnourished, debilitated, and elderly 
run the greatest risk _ of deveIopin&' severe symptoms; infected healthy adults may remain 
asymptomatic. Wection with 8. dmnterise is more frequently uaociated with severe illness 
and fatality rates than is infection with other ahigelIa serotypea. 

Table 22 show an erratic incidence of shigeUosis over a lo-year period. From 1985 to 1987, the 
average annual rate was 0.97/1,000. In contrast, the average annual rate from 1988 to 1992 was 
0.7811,000 population. This was more than six times higher than the reported U.S. nite of 
0.11/1,000 for 1992. In 1992, 185 c:aaea of shigeUosis were reported, which represented a 117 
percent increase over the 76 cases recorded in the previous year. There was a remarkable 
reduction of 79 percent and 80 percent ahigeUosis cases in 1993 and 1994, respectively, which 
may be indicative of increase awareness on proper hygiene amongst our childern in the 
community. 

Year 

1985 
1988 
1987 
1988 
1989 
1990 
1991 
1992 
1993 
1994 

'1'1IbIe 2lI 
Incizleno:e fIl SbipIIoIa 

Guam: ItI8Ii - lIN 

Number 

77 
182 
114 
72 
82 

130 
78 
185 
35 
33 

Rate/l,OOO 

0.85 
1.33 
0.92 
0.57 
0.83 
0.98 
0.66 
1.18 
0.25 
0.23 

Source: Office or Territorial Epidemiologist, DPH&SS. Guam. 

2. CommUDic:able and lDteetlous DisMaes 

Communicable and infectious diseases may be caused by bacteria, viruses, parllSites, or other 
microorganisma, and are tranamissible from one person to another. The major categories of 
BUclt diseases are vaccine preventable communicable diseases, Influenza, pneumonia, and 
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sexually transmitted diseases. 

a. Vaccine Preventable Communicable Dlaeases 

The most efTectiYe means of preventing disease is by immunization. 
vaccines have been developed for 1III\ior childhood debilities, and have 
in the infant mortality and morbidity. 

Over the last 30 years 
resulted in a drastic drop 

At present, infants and children on Guam are vaccinated against the following diseases: 

Diphtheria 
Tetanus 
Measles 
Rubella 

Pertussis (whooping cough) 
Polio 
Mumps 

This immunization effort has lowered the incidence of these diseases on Guam considerably. 
There were no cases of Diphtheria, Pertussis, or Polio reported in the !sst 10 years. The 
number of cases for Mumps, Measles, and Rubella, also known as German Measles, are listed 
below in Table 28. 

Year 

1984 
1985 
1988 
1987 
1988 
1989 
1990 
1991 
1992 
1993 
1994 

TableD 
Incidence al' Lwumd ..... e Dlaw n 

G_ 111M· lIN 

Mumps Measles 

13 104 
7 12 
9 4 
8 2 
4 1 
8 3 
7 1 
7 82 

33 4 
13 25 
7 228 

RubeUa 
(German Measles) 

4 
4 
5 
1 
0 
0 
0 
0 
4 
0 
1 

Source: Communicable Dm- Control Unit, DPH&SS, Guam. 

As can be seen from the fJgU1"e5, the incidence of measles and mumps, were high in 1984 but 
were well controlled between 1985 through 1991 and 1992, respectively. The year 1992 brought 
a sharp increase in mumps (from 7 to 83 cases) and measles reached epidemic proportions of 
104 cases in 1984, 62 in 1992, and 228 in 1994. Older school children and yoWlg adults were 
the victims of the epidemic. The outbreak of the disease WIllI traced to an imported case at one 
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of Guam's achools. from which it spread to the eommW1ity. VIgOrous monitoring activities 
carried on by the Department of Public Health and Social Services and the Department of 
Education identified those children (many of them immigrants) without immunization for 
mumps. measles. and German measles, and subsequently vaccinated the children. 

For children under the age of six. Guam has reached a very high level of immunity. As a 95 
percent immunity level is eonsidered the desired and achievable goal, the figures listed in Table 
24 below show that Guam's children are indeed well protected against the vaccine preventable 
communicable diseases. 

The immunization program has been very llUCCeaaful in accomplishing the primary purpose of 
public health services: that is. the prevention of disease. However, vigilance and diligence is 
required and a high priority has to be maintained in order to stay at the present high level. As 
Guam is a crOllSt oad for people from many parts of the world, aD children must be protected 
against childhood diseases which are inadvertently brought to the island. 

TableM 
wmu ... !ntiaD Campli.mlce Levels for 
Pre SeboaIers mad 8ebool EDtnma.e 

Guam: Scbool Y..,. 11184-81i mad 1883 1M 

Age 
Level 

Percentage of Completion 

Day Care 
Head Start 
Kindergarten/1st Grade 

°3 x DTP, 3 x TOPV, MMR 

1984-86 1993-94 

97 
99 
98 

94 
99 
98 

Source: Communicable DIBease Control Unit, DPH&SS, Guam. 

b. lnfeetious Diseues 

Incidence and prevalence data of infectious diseases are useful measures of health status. Since 
such diseases have to be reported to the Department of Public Health and SocisJ Servicea. as 
required by Jaw, the data is readily avaiJable. Whereas some limitations are imposed by 
incorrect diagnosis or incomplete reporting, particularly from the private sector, such data is 
nevertheless a good indicator of a community's health. 

Tuberculosis, pneumonia, influenza. and hepatitis are examined in this section. 

(1) Tuberculosis 

Tuberculosis is a chronic, progressively infectious and eommunicable disease, that is potentially 
of life-long duration. and is caused primarily by mycobacterium tuberculosjs. On Guam. 

'lbird EdItion 
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mycobacterium tuberculosis proliferates, causing pulmonary tuberculosis and, in some cases, 
extra·pulmonary tubereulosis. In adults, pulmonary tuberculosis is the most common type of 
the disease and lICCOunts for over 90 percent of the fatalities caused by tuberculosis. In the 
early stages, tubereulosis might be completely symptomless, but if left untreated the disease will 
progress towards severe disability and death. 

Guam's incidence and prevalence rates of tubereulosis, Table 25, show a steady decline 1984 
to 1988. However, the incidence and prevalence rates gradually increased from 1989 to 1993 
to the 1984 level. Even with the fluctuating tubereulosis rate over the last 10 years, the rate 
is still twice that of Hawaii's 1992 . rate (0.23/1,000 population) and more than five times the 
1992 rate for the U.S. mNnland, (0.10/1,000). Incidence and prevalence is highest within the 
immigrant population, and among males over the age of 55 and in the Filipino ethnic group 
(Tables 26 and 27). It is not surprising to see a higher TB rate for Filipinos, as this ethnic 
group makes up nearly 90 percent of the immigrant populstion arriving on Guam. 

'1'IIbIe 26 
IDcid_ and Prenleace or'l'abercalosis 

for Total PopaJatioa, 
G_l986-UIN 

New Total Incidence Prevalence 
Year Cases Cases Per 1,000 Per 1,000 

1985 37 38 0.31 0.32 
1986 43 47 0.36 0.40 
1987 33 39 0.27 0.32 
1988 36 41 0.29 0.33 
1989 62 66 0.41 0.44 
1990 66 67 0.43 0.44 
1991 60 69 0.46 0.63 
1992 72 73 0.61 0.62 
1993 70 72 0.49 0.60 

Source: Communicable Disease Control Unit, DPH&SS, Guam. 

The decreases in the incidence and prevalence of TB among the resident population 
can he attributed to the Department of Public Health's intensified monitoring 
activities. Tbe Department has established mechaniB1D8 for Identifying patients 
who have failed to keep an appointment, as well as for having patients return to 
the TB clinic. These direct outreach efforts have heen initiated to further reduce 
indigenous TB incidence and prevalence on the Island. 
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'IWble :118 
TB c-by. ad Sa ofPati_t 

Guam: 11193 

Ale Group Male Female 

0- 4 0 1 
6 - 14 0 1 

16 - 24 1 4 
25-34 4 8 
36-44 10 8 
46 - 64 2 0 
66-84 18 8 
86+ 7 4 

Total 42 80 

Source: Communicable DiBeue Control Unit, DPH&SS, Guam. 

'IWble1'1 
TB c-by EtJ.nk'U, or Patieat 

G_ 11193 

Etbniclty 1/ of c-

Chmnono 20 
FWpmo H 
All Other (Asian &: Caucasian) 16 

% Distribution 

27.7 
60.0 
22.3 

57 

Total 

1 
1 
6 

12 
16 
2 

24 
11 

72 

------------------------..... 
Total 72 100.0 

Source: Communicable DiBeue Control Unit, DPH&SS, Guam. 

(2) Influenza 

Influenza is an acute, contagioWl disease that is WIWIlIy attended by fever and chills, body acl1es, 
and DaUBea. It is CBWled by virus, and the primary and principal site of infeetion is the 
respiratory tract. The symptoms are severe for several days, but the outcome is usua1J;y benign. 

Influenza, which WIWIlIy strikes in epidemics or even pandemics, Wled to be a lDI\ior killer. 
Effective vaccination has been developed to protect the very young. the frai1, and the old in the 
face of an oncoming epidemic. 

Influenza can have severe complications and lead to death. The death of 12 people was directly 
attributed to this disease over the last 11 years. However, the 1DI\i0r impact on a community 
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are the active days lost from achool or work during and epidemic. The following table gives the 
frequency and incidence rates of reported influenza for the last 11 years. 

The rates show a steady dec1ine of the influenza epidemic from 1987 to 1992. However. 
comparing the 1992 cases with 1993 and 1994, the number of influenza cases increased 
drastically by 150 percent and 245 percent, respectively. As Guam is a major stop-over for 
people traveling from and to Asia and the U.S. mainland, the island population is vulnerable to 
epidemics or pandemics caused by different strains that are transported to Guam from different 
places of origin. It is therefore possible to find on Guam one strain of influenza traveling east 
and another one traveling west, with the population being infected by both strains. 

'lWbIeSll 
Incidence of lDfIu_ 

GDIIIIl: 1984 - 19M 

Number Total Rate Per 1,000 
Year of Cases Population Population 

1984 1806 118,110 13.83 ... 
1985 1287 118,791 10.87 
1988 1472 121,534 12.11 
1987 1838 124,340 14.78 
1988 1751 127,210 13.78 
1989 1032 130,147 7.93 
1990 1090 133,152 8.19 
1991 1194 138,228 8.78 
1992 800 139,371 5.74 
1993 1199 142,589 8.41 
'99' '982 145881 13 d5 

Sow-ce: Communicable Disease Control Unit, DPH&SS, Guam. 

(3) Pneumonia 

Pneumonia is an inOammation of the lungs, that may be caused by anyone of many infectious 
agents, including bacteria, viruses, fungi and others. It can also be caused by the inhalation of 
chemical agents, by aIlergic reactions, through the exposure to radistion, or by the aspiration 
of liquid substances. Pneumonia can be present as a primary illness, or as a secondary by­
product of another illness, such as with or after influenza. Some of the causstive agents of 
pneumonia are resistant to antibiotics, sulfa druga, and corticosteroids, so a cure cannot always 
be effected. In fact, pneumonia has been a leading cause of death in 8 out of the last ten 
years. An average of 18 persons have died from this condition each year. The fJgUreS 
presented in Table 29 show a sporadic incidence of pneumonia over the last 10 years, first with 
a dec1ine then followed by an increase. 

Meaningful comparisons between U.S. and Guam rates are not possible for the more recent 
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years, since deaths from pneumonia and influenza on Guam are reported together. 
Furthermore, pneumonia is often the by-product of another disease, which means that deaths 
from pneumonia can be both overreported and underreported. Nevertheless, this disease is one 
of the leading causes of death, and is of concern to the health planners and health services 
providers. 

Year 
1983 
1984 
11186 
1986 
1987 
1988 
1999 
1990 
1991 
1992 
1993 

Number 
ofC_ 

17 
7 
19 
28 
21 
19 
24 
14 
17 
16 
16 

Total 
Population 

113,490 
118,110 
118,791 
121,534 
124,340 
127,210 
130,147 
133.152 
136,226 
139,371 
142,589 

Source: omce of Vital StatiBtlea, DPH&SS, Guam. 

(4) Hepatitis 

Rate per 1,000 
Population 

0.16 
0.06 
0.16 
0.21 
0.17 
0.15 
0.18 
0_11 
0.12 
0.11 
0.11 

Hepatitis is an acute inflammatory disease of the liver caused by a viral agent. There are at 
least four types of viral hepatitis: Type A (infectious) hepatitis, type B (serum) hepatitis, delta 
hepatitis, and a fourth form referred to as non-A, non-B (NANB) hepatitis. While the viruses 
of types A and B have been well characterized, the delta virus has only recently been identified 
and no reliable assays exist to identify NANB antigens or antibodies. 

Symptoms of hepatitis infection include abdominal discomfort, fever, nauaea, fatigue, and 
jaundice. Children and young adults are more frequently affected and may be asymptomatic. 
Individuals with relative immunity from a previous infection may also be asymptomatic. 

Hepatitis Type A 

Hepatitis Type A is spread predominantly by the fecal-ora! route, uauaIJy through the ingestion 
of contaminated food and water. Spread of the disease is lISSociated with overcrowding, poor 
hygiene, or breakdown in normal sanitary conditions. Groups at high risk of developing the 
disease include institutiona1i%ed persons, children in da,y care centers, male homoeexuala, drug 
addicts, and travelers to areas of the world where the disease is endemic. Outbreaks of the 

'Ibird Editloa 



60 

type A on Guam have been traced to !!UCh lIOurces as raw shellfISh and infected food handlers. 

Despite the increase in the incidence of Hepatitis A. Table 30, during 1985, Guam has seen an 
overall reduction in the infectious type of hepatitis. The average incidence rate of Hepatitis A 
on Guam from 1984 to 1988 was 0.12 per 1,000 population. In comparison. the 4-year average 
rate from 1989 to 1998 was 0.06 per 1,000 population. At first glance, this general decrease in 
the disease could be attributed to recent improvements in sanitation facilities and services 
throughout the island. However, a sharp increase from 0.02/1,000 (8 cases) in 1993 to 
0.16/1,000 (28 cases) in 1994 requires re-evaluation of such improvements. Efforts must 
continue to maintain a lower incidence to the U.S. rate of 0.10/1,000. 

Year 

1984 
1985 
1988 
1987 
1988 
1989 
1990 
1991 
1992 
1993 
1994 

Table 30 
JDo:ideace vl Be: mill A 

G-= 1884 - 1994 

Number of Cues 

18 
33 
20 
8 
8 
8 
13 
8 
8 
3 

23 

Rate/l,ooo 

0.14 
0.28 
0.18 
0.05 
0.08 
0.08 
0.10 
0.04 
0.08 
0.02 
0.18 

Io-year average rate per 1,000, 1975 - 1984: 0.37 
lQ-year average rate per 1,000, 1984 - 1993: 0.09 

Source: DPH&:SS, Guam; GHP&DA. 

Hepatitis Type B 

Type B hepatitis has previously been associated with the transfusion of blood or contaminated 
blood products, needlesticlt accidents, and with the use of contaminated needles or syringes. 
Multiply-transfused persons, drug addicts, medical personnel, and dialysis patients compose the 
high risk groups for this disease. However, non-parenteral transmission of tube B hepatitis 
involving close personal or intimate sexual contact with an infectious individual have been 
reported and may become increasingly common. 

Analysis of morbidity data for Hepatitis Type B shows the incidence rate on Guam is similar to 
the U.S. 1991 average of 0.05 cases per 1.000 population. As reflected in Table 31, the lo-year 
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average incidence rate from 1984 to 1993 is 0.07 cases per 1,000 population. This represents 
a significant decrease from the 1975 to 1984 average incidence rate of 0.12 cases per 1,000 
population. 

Although encouraging from an epidemiological standpoint, the morbidity data should be viewed 
with caution. A recent study by the Communicable Disease Control Unit of the Department 
of Public Health and Social Services ~ that a significant number of cases remains 
unreported. Analysis of CI'OII8 section of the Department'. clients showed that more than half 
(51.5%) had a history of Hepatitis B virus infection and that 5.5 percent were chronic carriers 
of the disease. In addition, the increa8ed rise of cirrhosis and liver cancer has been associated 
with this persistent carrying of the disease and is of c:oneern to health officials. 

Year 

1984 
1986 
1988 
1987 
1988 
1989 
1990 
1991 
1992 
1993 
1994 

TableSl 
~ oIHepadtMI B 
c- 1184 - 1894 

Number of Caaes 

10 
11 
12 
8 

18 
4 
8 
3 
8 
8 
5 

Rate/l,OOO 

0.09 
0.08 
0.10 
0.08 
0.13 
0.03 
0.0& 
0.02 
0.08 
0.04 
0.03 

1().year average rate per 1,000, 1975 - 1984: 0.12 
IO-year average rate pel' 1,000, 1984 - 1993: 0.07 

Source: DPH&SS, Guam; GHP&:DA. 

c. Sezually Trausmitted Di&eaaes (STD) 

These are several diseases which are transmitted chiefly by aexual contact with an infected 
person. In addition to the two most common STDs, gonorrhea and syphilis, there are a number 
of other diseases in this group which include, but are not limited to the following: 

Non-GonococcsJ Urethritis (NGU) 
Candida, Monilia (genital yeast infections) 
Genital Warts 
Chancroid 

Trichomonas 
Pubic Lice (crabs) 
Genital Herpes (Herpes m 
Gardnerella 
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Chlamydia AIDS 

Sexually transmitted diseases occur primarily among young people 15-30 years of age, but they 
can be contracted at any age. The risk for contracting STDs is greater for individuals with 
various sexuaJ partners. More cases of STD tend to be detected in males, but this is due to the 
fact that women are often asymptomatic. 

To date there is no vaccine which gives immunity from STDs and previous treatment for STDs 
does not create immWlity from reinfection. Once someone has contracted a STD, proper 
diagnosis and treatment, including follow-up, is imperative if physical, and possibly, psychological 
damage is to be minimized. Since it is possible to have more than one STD at a time, the 
timeliness of treatment is also of great importance. 

As everywhere else, Guam's most prevalent STDs are gonorrhea and syphilis, with gonorrhea 
having the highest incidence rate. 

(1) Gonorrhea 

Gonorrhea is a bacterisl infection of the sex organs which also can infect the rectum, throat, 
eyes, joints, and skin. It is transmitted by various forms of IM!!ZUIIl intercourse. Incubation 
period for males is 3 to 7 dayII, and variable in women. In a male, symptoms are obvious and 
provide discomfort, leading him to seek medical attention. Gonorrhea usually remains without 
symptoms in women unless complications set in. 

Gonorrhea may be completely cured, without Iasting damage to the body, if diagnosed and 
treated soon after infection. On Guam a significant problem had arisen when a new strain, 
penicillin producing neisseria gonorrhea (PPNG), emerged. However, there has been a decline 
in the number of PPNG diseases among both the military and civilian populations. 

Table 32 provides frequency and rates of gonorrhea incidence for the civilian and military 
populations for the last 5 years. In 1991, the last year for which comparison figures are 
avaiIable, Guam's gonorrhea rates for both the civilian population and total population were 
lower than the U.S. rate of 1.49 per 1,000, but the military rate was higher than that of the 
U.s. rate. 

As detailed in Table 32, the incidence of gonorrhea increased steadily and peaked in 1991 for 
the civilian population. The incidence showed a remarkable decrease of 192 percent between 
1991 to 1998. As the table also indicates, the military population has a much higher rate than 
the civilian population, which impacts adversely on the total population rates used for 
comparison. The incidence reached its high point of 176 cases in 1990 and decrease by 780 
percent to 20 cases in 1993. 

At present, Guam has a successful 90 percent follow-up rate of all persons treated for 
gonorrhea. This fIgUre could be improved, if all private clinics and physicians would rigorously 
report all gonorrhea cases (as mandated by law) to the CommWlicable Disease Control Unit of 
the Department of Public Health and Social Services for monitoring, and for tracing possibly 
infected contscts. 
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Year 

1990 
1991 
1992 
1993 

· , 

'Guam HlIIIlth P .... 

TUleD 
Freqaenq IUld ~ or Gooonhea 

Per 1,000 population 
Guam: 1lIII0 - 18114 

Civilian Population MIlItary Population 
Incidence incidence 

II ofCaaes Per 1,000 lIofCaaes Per 1,000 

219 2.01 178 7.30 
239 2.13 84 3.47 
110 0.98 40 1.84 
82 0.89 20 0.82 

Source: Territorial Epidemiologist, DPH&8S, Guam. 

Year 

1989 
1990 
1991 
1992 
1993 

Source: 

'lbird Edition 

Infectious 
(Primary '" 
Secondary) 

4 
3 
3 
2 
2 

TUleI3 
FreqIHlllCy IUld ~ or SypbIUa 

Per 1,000 Population 
Guam: 1888 - 1883 

Congenital Other 

0 2 
0 6 
0 5 
0 I 
0 2 

Territorial Epidemiologist, DPH4SS, Guam. 
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Total Population 
Incidence 

II of Cases 

395 
323 
150 
102 

Total 

8 
8 
8 
3 
4 

Per 1,000 

2.97 
2.37 
1.08 
0.72 

Rate Per 
1,000 

0.06 
0.08 
0.08 
0.02 
0.03 
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If Wltreated, gonorrhea can result in epididymitis in the male as well as in pelvic inOammatory 
disease, ectopic pregnancy, stillbirth, and sterility in the female. It can also cause infections in 
the newborn, particularly in the eyes. 

(2) Syphilis 

Syphilis is caused by the spiral bacteria treponema Mlladhun. It is primarily transmitted 
through sexual activity, enters the bloodstream and infects the entire body. The incubation 
period is from 17 to 21 days, but symptoms do not usually occur Wltil 10 to 90 days or so after 
the infection has begun. The disease 'then progresaes through the four stages of primary, 
secondary, latent, and tertisry (or late) syphilis. 

During the primary stage a bUster (chancre) develops and oozes a fluid which is highly 
contagious. This chancre is often painless and WlDoticeable, particularly in women. At the 
same time lymph nodes may enlarge and be firm. 

Secondary syphilis generally appears between 2 weeks and 5 months after infection, and long 
after the primary symptoms have disappeared. Body rashes characterize this stage of the 
disease. Other symptoms include headache, loss of appetite, sore throat, fever, joint pain and 
loss of hair. Mucus patches and highly infectious lesions are also often present. 

During latent syphilis no symptoms are visible. Untreated syphilis may be latent for a life time, 
or progress to tertiary syphilis, which is the destructive stage of the disease. Any body organ 
may be involved; lesions called 'gummas' may grow anywhere in the body and cause local 
destruction. Often the disease affects the brain and causes widespread damage to the nervous 
system. The end result of neurosyphilis may be blindness, deafness, insanity, crippling, and 
death. 

Sypbilis can be treated at any one of the four stages, and if treatment commences in the first, 
second, or latent stage (within 3-5 years of infection) the disease can be cured easily and 
completely. Most of Guam's cases are diagnosed and treated in the latent stage. Incidence is 
considerably higher for the civilian population as compared to the military population. Cases 
fluctuate for the civilian population, without showing a considerable improvement, but a 
downward trend is observed in the military popuJation. Table 33 details numbers and rates for 
this disease. 

A tots! of 14 primary or secondary cases of syphilis have been diagnosed on Guam during the 
past 5 years. Syphilis generally goes Wldiagnosed Wltil it reaches the latent stage. Hence when 
comparing the 1991 incidence rate of syphilis among Guam's tots! population, 0.06/1,000, with 
the 1991 figures from the U.S., 0.51/1,000, it can be seen that Guam has an extremely lower 
rate of latent sypbilis than the United States. 

(3) Non-Gonococcal Urethritis (NGU) 

This disease refers to an infection of the urethra (the tube that carries urine from the bladder 
to the outside of the body) which is caused by bacteria or viruses other than gonorrhea. 
Chlamydis causes 70 percent ofNGU. Symptoms are milder than those of gonorrhea; females 
are frequently asymptomatic, or the symptoms are less specific and cause confusion with other 
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diseases. Antibiotics are used for treatment. There were 120 cases in 1993, amounting to 47 
percent of all treated S'I'Ds. 

(4) Trichomonas 

This is an infection caused by a protozoa. It is often referred to as "Ping Pong VD" because a 
symptomatic female may give the disease to -a partner, get herself treated, but is then 
reinfected by the partner. If this disease is to be cured, both partners must be cured at the 
same time. Fifteen such cases were identified in 1984. 

(6) Other Sexua1ly TraDsmltted Dlseeees 

There were two cases of Chancroid and 18 cases of Herpes Simplex Type IT reported in 1993. 
Figure 13 shows a distnDution of the toteJ reported cases of eexuaJly transmitted diseases for 
the year. 

Figure 13 
ToIal Reporied Gases or SemaD;y 

Tnmswitted Pi By Type 
Guam: 1993 

Chlamydia 
46.5 

Syphlilis 
1.5 ~~~~@~~~~~ Chancroid 

0.8 

Gonorrhea 
39.5 

Sourc.. CDC Unit, DPHaS8 

'IbIrd Edition 

Herpes Simplex 
7 

HIV/AIDS 
4.7 
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(6) HumanImmuno-deficiencyVIl'\18(H1V)/AcquiredImmuneDeficiencySyncirome 
(AIDS) 

As of August 1994, there were 70 reported casea of AIDSIHIV on Guam. Twelve have died 
from AIDS. This disease has increased from the two suspected cases in 1985 and has become 
a matter of great concern to the islsnd's health providers. 

AIDS is a serious condition characterized by a specific defect or weakness in natural immunity 
against diseases. This weakness permits development of rare cancers and infections. At 
present there is no cure for AIDS. Persons diagnosed with this disease will not recover and 
may survive less than 3 years. 

AIDS is seen primarily in sexually active homosexuals, bisexuals, heterosexuals, intravenous 
drug users, Haitian immigrants (who are neither homosexual nor drug users), and hemophiliacs. 
Babies born to women with AIDS are also affected, and many cases have been reported which 
were caused by "contaminated" blood transfusions. As Guam sees many new arriva\s and 
tourists in any given year, there is a very real risk of AIDS being imported to the island In the 
Western Pacific Region, alone, the number of AIDS cases increased 500 percent. 

Sexually transmitted diseases have increased nationwide and on Guam, where the military 
personnel has an extremely high incidence rate of gonorrhea. Public awareness of these 
diseases must be increased Many people are not aware of the symptoms, treatment, 
transmission, and prevention of the STDs. Increased knowledge is expected to increase the 
uti1ization of preventive measures, and this then should decrease the spread of infection over 
a period of time. 

3. Conditions Arising from Pregnancy, Childbirth, and Infancy 

Pregnancy and childbirth are normal physiological processes. Most pregnant women are healthy 
individuals for whom birth is a welcome, familiar, and emotional event. However, physical, 
mental, social, and emotional changes that can occur during pregnancy, lsbor, and childbirth can 
also make the difference between life and death, or health and illness. The childbearing process 
can range from normal and safe deliveries without complications, to abnormal pregnancies 
ending in death or illness of either the mother, the infant, or both. Once delivery has occurred, 
the infant then requires comprehensive medical and social services through the first years of 
life. 

a. Maternal Mortality 

Maternal mortality refers to a death attributed to complications of pregnancy, childbirth, and 
the generally accepted &-week post-partum period that follows childbirth. 

Only four such deaths were reported in Guam over the !sst 10 years, one each in 1983, 1988, 
1991, and 1992. The average maternal mortality rate for each of these years was approximately 
0.31 per 1,000 live births, which is considerably higher than the U.S. rate of 0.08 per 1,000. 
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b. Fetal Mortality 

Fetal mortality is the term used for the death of the product of human conception that occurs 
20 weeks or more after gestation. Such death occurs prior to the complete expulsion or 
extraction of the fetus from the mother, irrespective of the duration of pregnancy after the 
initial 20 weeks. A fetal death is pronotmeed when after expulsion or extraction, the fetus does 
not breathe or show any other evidence of life, such as the beating of the heart. the pulsation 
of the umbilical cord, or a definite movement of voluntary muacles. 

Any number of comp1ications during pregnancy can cause fetal death. often leading to 
spontaneous abortions. During the last 5 years. 1988 to 1992, an average of 33 such fetal 
deaths occurred each year. Therapeutic and voluntary abortions performed after the first 
trimester of pregnancy can also be caWles of fetal death. 

Co Infant Mortality 

The infant mortality rate is calculated by relating the number of infants who die during their 
first year of life to the number of tive births that occur during a given period. This rate is an 
often used measurement of health ststWI because of the close relationship between infant 
mortality and other indicators of the quality of life, IIUCh as education and income levels, and 
the quality and accessibility of medical care. 

Rates for infant mortality are presented in Table 11 at the beginning of this chapter and 
described in detail. 

d. Neonatal Mortality 

The neonatal mortality rate is derived from the number of infant deaths occurring before the 
28th day of life in relation to 1,000 tive births registered in a given period. The neonatal 
mortality rate is a more sensitive measurement of a community's health ststWl than the infant 
mortality rate since it is often used to determine if infant deaths are related to the management 
of pregnancy and care during delivery. The neonatal mortality rates are in Table 11 of this 
Chapter. 

e. Caus. of Infant Death 

In addition to calculating infant mortality rates it is also very important to identify the leading 
caU8eS of infant death. Table 34 1iata these causes. Conditions originating in the perinatal 
period, such as fetal malnutrition, birth traUlJlB, and isoimmunization, constitute one of the most 
frequently identified caU8eS of infant death. 

f. Premature, Immature. BUd Low Blrthwelght Infants 

Low birthweight infants are moat frequent.q asaociated with premature and immature births . 
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Table 34 
I "ding (!om of IDfant Death 

Gu.m: UI82 - 19911 

Percent of PercentO~gDuring 

Rank Cause Deaths Neonatal Period 

1 Residual 25.4 43.8 
2 Conditions ~g in the 23.4 95.1 

Perinatal Period 
3 Congenital Anomalies 17.4 78.7 
4 Disorders Relating to Short 9.7 94.1 

Gestation, Birth Trauma, 
and Asphyxia 

5 Sudden Death, Cause Unknown 8.8 8.3 
8 Respiratory Distress 4.8 87.5 
8 Pneumonia 4.8 18.8 
7 Accidents 2.8 20.0 
8 Congenital Anomalies of the 1.1 50.0 

Heart 
8 Fetal Hemorrhage 1.1 100.0 

Source: Office or Vital Statistics. DPH&SS, Guam. 

Since low birthweight is one of the major determinants of infant morta1ity, its incidence on 
Guam is of particular concern. Over the last 5 years an average of 7.73 percent of infants born 
on Guam were low birthweight babies, detailed in Table 35. 

Year 

1988 
1989 
1990 
1991 
1992 

Average 

Table 35 
PrtIportioD of Low Birtlnreight InCants 

Gu.m: 1888 - 19911 

Number of 
LiveBirtbs 

2,548 
3,585 
3,850 
3,921 
4,214 

Number of Low 
Birthweigbt InCants 

272 
280 
280 
292 
324 

Source: Office of Vital Statistics. DPH&SS, Guam. 

Percent 

7.87 
7.85 
7.27 
7.45 
7.89 

7.73 
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Guam's a·year average (1988 to 1990) at 7.60 percent ofJow birthweight infants is considerably 
higher than the 6.8 percent of low birthweight infants in the United States. As is the case with 
infant mortality, certain ethnic groups, Table S6, on Guam experience a higher percentage of 
low·weight births than others. 

Between 1990 and 1992, 7.62 percent of the Micronesian births were low·weight births; during 
the ssme period, the proportion of low birthweight infants among Chamorros was 7.84 percent. 
Both groups had almost twice the proportion of Caucasian low·weight births which, on the 
average, accounted for only 4 percent of all Caucasian births. 

Table 38 
I"ropciriLta of Low BirtIIweIIbi IDtaatB b:y EtImidty 

G_ UtllO - 1811 

1990 1891 1992 
Ethnlcity (%) (%) (%) 

Chamorro 7.09 8.36 8.06 
Filipino 7.02 7.59 8.80 
Cauc:ulan 5.65 4.70 3.56 
Micronesian 6.78 7.84 8.25 
Other (MOIItIy Asian) 10.90 8.28 7.87 

Source: Oftice or VItal Statlstfcs, DPH&SS, Guam. 

S·Year 
Aven&e 
(%) 

7.84 
7 .74 
4.84 
7.82 
8.34 

Low Birthweight infants are born in greater proportion by women below the age of 20 and over 
40. Other risk factors which contribute to low birthweight are improper nutrition, cigarette 
smoking, alcohol and drug abuse, maternal hypertension, kidney disease, or pelvic iDflammation. 
There is also a close correlation between inadequate prenatal care and low birthweight. 

i. Congenital Anomallee 

Congenital anomalies, or birth defects, are preaent when a child is born. Though a speciflC case 
has not been identified for fNery defect, it ill known that some of them are rooted in either 
human biology, environment, lifestyle, and/or health care related factors. 

Genetic defects, the age of the mother, and the parity of births all contn"bute to the biological 
dfNelopment of a child. Genetic defects are caused by an abnonnality of chromosomes, and can 
result in Down's Syndrome (mongolism). Some of these defects are hereditary and are passed 
from parent to child. Cystic fibrosis, hemophilia, siclde cell anemia, and tay·sachs disease are 
some of these hereditary defects. Developmental defects can result in defonnities such as cleft 
palate, spina bifida, or major structural heart defects. 

Some defects are induced environmentslly. that is by outside (teratogenic) agents. For elUUIlple. 
exposure to ionizing radiation and heavy pollution have been found to be responsible for many 
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cases of birth defects. Likewise, the exposure of a mother to rubeUa during the first months 
of pregnancy has also been known to result in defects. 

There is growing evidence that maternal lifestyle is related to infant mortality, morbidity, and 
anomalies. Dietary pattern, the use of alcohol or drugs. and smoking have all been associated 
with congenital anomalies. Early access to and utilization of adequate health care services from 
the early montha of pregnancy through labor and the postnatal period have been instrumental 
in the prevention or magitation of birth defects as well. 

The public usually associates congenital anomalies with obvious, even gross physical deformity. 
However, many metabolic defects, such as phenyl ketonuria, hypothyroidism, or cystic fibrosis 
are barely or not at all visible at birth. Whether visible or not, congenital anomalies are the 
leading cause of infant mortality. An average of16 percent of Guam's infant deaths, from 1983 
to 1992, are a consequence of such anomalies. Of the surviving Guam infants, approximately 
3 percent have congenital anomalies that require one or more remedial activities to ensure a 
good quality of life. 

4. Health Problems of Chlldren 

a. Otitis Media 

Otitis media is the medical term for an acute or chronic inflammation, and/or infection of the 
middle ear. Allergies occasionally contribute to the inflammation and infection of the middle 
ear. However, middle ear infections are more often associated with upper respiratory infections 
(colds and flu) and are believed to occur when bacterial or viral agents from the throat enter 
the middle ear by way of the eustachian tube. When the eustachian tube becomes obstructed 
because of inflammation or infection, fluid collects in the normally dry middle ear cavity and 
impairs the conduction of airborne sounds. If the volume of the fluid increases, the built·up 
pressure leads to a rupture of the tympanic membrane (ear·drum), causing permanent damage. 

It is difficult to establish the exact incidence of otitis media and the prevalence of hearing loss 
in children. Screening to identify hearing difllculties are carried out for specific school·age 
groups and certain locations, but no island-wide efforts have been made to screen pre-schoolers. 
Furthermore, diagnosed cases of otitis media are not reported by medical practitioners, and 
therefore reliable data is not available. 

Guam's children under the age 10 have a particularly high incidence of middle ear infections. 
It is estimated that approximately 30 percent of all pre-schoolers suITer from acute or chronic 
otitis media, some of them with attendant hearing loss. For school-age children, this incidence 
lowers to approximately 20 percent. 

While the consequences of hearing loss are hard to define or measure, studies have shown a 
relationship between hearing loss and developmental problems in children. Language skills of 
children who have hearing loss due to middle ear infection are delayed, and such children 
perform on average below their actual grade p1acement level 

The importance of increased screening activities for all children under the age of 12 cannot be 
emphasized enough. Community education on the signs and consequences of otitis media should 
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be geared towards high sehool students, and aimed particularly at new parents. 

b. Dental Caries 

Children's dental problems are of national concern. This is emphasized by data from the 
National Center for Disease Control, wbicl1 shows that 30 percent of all children under 18 have 
never been to a dentist. By age 10, the average American child has two decayed permanent 
teeth; by age 17, the average youth has six decayed, missing, or filled teeth. 

The high prevalenee of dental caries among Guam's children is of particular concern to the 
island's health providers. Dietary changes over the past decades, and a lack of information 
about the effects that food and soft drinks with a high sugar content have on one's teeth, are 
partially to blame for this condition. Insufficient intake of fluoride and inadequate dental 
hygiene practices are other contributory factors. 

A rather unique problem on Guam is the nursing bottle mouth syndrome, wbicl1 refers to the 
badly decayed primary teeth in young children caused by the practice of putting the child to 
sleep with a bottle fiI1ed with milk, fruitjuiee, or soft drinks (e.g., Pepsi, Coca·Cola). Although 
no island-wide data has been compiled, one of Guam's two pedodontist reports that the majority 
ofhis 1-3 year old patients are in the esrly or advanced stage of the disease. Many parents are 
unaware that baby teeth must be saved in order to maintain space in the jaw for the permanent 
teeth whicl1 may otherwise grow in crowded or crooked. 

While the availability and accessibi1ity of dental manpower and preventive dentistry prognIDIlI 

are of utmost importance, dental health providers feel that the uniform fluoridation of the 
community's water system would have the greatest impact on the dental health of the'island's 
children, and eventually, all the population. . 

5. Chronic Dlseesea and Disabilities 

Chronic illness is a major health problem in the United States, as well as on Guam. This is a 
result of lower mortality from infectious and parasitic diseases, acute iIlnellll, and injuries; 
improvements in medical tecl1nology and care wbicl1 prolong life for thOlH! with cl1ronic 
problema; and increased social stress. It can cause death in any age group; however, it is much 
more frequently the cause of disability and death for thOlH! aged 45 and older. Elderly persons 
often suffer from multiple cl1ronic conditions; circulatory system diseases, diabetes and arthritis 
are particular problems of the older population. 

Chronic conditions generally develop over a period of years, require extensive remedial 
treatment, and cause recurring episodes of illness. While it is diflleuIt to obtain substantive 
data on cl1ronic diseases and disabilities, it can be stated that the impact of cl1ronic conditions 
on the health care needs of a community is greater than that of acute and communicable 
diseases, and that cl1ronic diseases pose a major, and growing, threat to health status. 

Chronic diseases are not required to be reported to the Department of Public Health and Social 
Services, and as a result, their incidence and prevalence must be determined through surveys 
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and estimates made from hospital and physician's office data. 

Categories of chronic conditions are those of the circulatory system, of the neuromuscular 
system, of the muscu10skeletal system, of the pulmonary system, and of the endo­
crine/metabolic systems. It is common for an afI\icted person to suffer from multiple chronic 
conditions. 

a. 

The cardiovascular system consists of the heart and all the blood vessels in the body. Heart 
disease, blood vessel disease, stroke, and related disorders are often interre1ated and are usually 
clsssified as cardiovascular disease. These diseases, with heart disease as the major one, kill 
more of the United States population than all other causes of death combined. Cardiovascular 
disease and its precursor, hypertension, and cerebra-vascular disease hsve been selected as a 
Health Status Priority problem and are discussed in Chapter IV. 

b. Cancer (Malignant Neoplasms) 

Cancer is the disease most feared by Americans; one in four persons can expect to develop the 
disease during their lifetime. Cancer has been the second most common cause of death in the 
U .SA for the past two decades and has been selected as a Health Status Priority and is 
diseussed in Chapter IV. 

c. Neuromuscular Diseases: Lytlco (Amyotrophic Lateral Sclerosis) and Bodig 
(parkinsonism Dementia) 

The main two diseases in this category are Amyotrophic lateral sclerosis (ALB) termed lytico 
on Guam, and Parkinsonism dementia (PD) known as bodig. . 

Lytico and bodig are found in such high concentration among the Chsmorro population thst 
they hsve attracted national and international attention. Extensive studies conducted by the 
National Institute ofNeurologicsl and Communicative Disorders and Stroke (NlNCDS) over the 
past 30 years hsve yet to find the reason for the high incidence or the cause of these 
devastating diseases of the central nervous system. 

(1) General Information 

(a) Lytico (Amyotrophic Lateral Sclerosis· ALB) 

Amyotrophic lateral sclerosis (ALB) is a disease of the central nervous system which causes the 
spinal cord to atrophy slowly and progressively over a period of time. At the onset of the 
disease most individuals develop a weakness or the wasting of hands and legs, and experience 
difficulty in walking. After a while the muscles in the neck as well as the tongue are affected; 
speech becomes slurred and eating and weakness are so severe that the patient becomes "skin 
and bones" with completely useless arms and legs. Although the body wastes away, good mental 
acuity is usually preserved until death. A healthy mind then is imprisoned in a helpless body 
devoid of expression and locomotion. 
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(b) Bodig (Parkinsonism Dementia) 

Patients with bodig are afDicted with a progressive muscular rigidity or stiffness and mental 
deterioration. The first signa are usu.aIly tremors of the hands, which progress into shakes and 
a slowing down of daily activities. A typical patient initia1Iy appears aloof, absent·minded, 
careIetIII, and genera1ly disinterested in his surroundings. He may complain of dizziness, 
tirednetlll, or vague amiety symptoms. He forgets things and frequently sits immobile, staring 
into space, and a1eeps a great deal. The face develope a staring, unlined, mask,like appearance 
with little or no variation in expression. He walka slowly and unsteadily and is therefore prone 
to frequent faIla. Along with this comes mental deterioration which IIIimic other senile 
conditions. 

(c) Croas-Over Cases (Guam Parkinsonism Syndrome) 

There are several persons on island who exhibit the symptoms of both lytico and bodig at the 
same time. They were either stricken with both diseases at once, or had one and then 
developed the other. The outcome is the same, since both diseases are considered catastrophic 
or terminal. 

(2) Mortality and Morbidity 

Table 37 show trends of incidence, prevalence, and mortality over the years, as well as an age 
and ethnic breakdown of the patients. 

TabIe:r1 
OtberD' I ~ I al the CeatnI Nea IUW S)stema 
AIBIPD MartaUty Bates Per 1,000 Popul_tion 

G_ 1983· 1881 

Total #ofALS/PD ~ of Total 
Death Deaths Deaths Rate 

462 16 8.2 0.18 
460 16 S.S US 
441 17 8.9 0.14 
461 10 2.2 0.08 
488 IS 2.7 0.10 ' 
492 14 2.8 0.11 
644 13 2.4 0.10 
667 14 2.6 0.11 
807 17 2.8 0.18 
686 14 2.4 0.10 

lo-Year Avg. 14 2.8 0.11 

Source: Oftice of Vital Statistics, DPH&SS, Guam. 
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In order to assure the continuity and quality of care Guam's Iytico and bodig patients as 
received from the NINCDS clinic, it is recommended that this clinic will be continued by the 
Government of Guam and that sufficient funds for clinic operations will be allocated by the 
legislature. It is al80 recommended that the Government of Guam encourages further research 
efforts into lytico and bodig and investigate alternate funding sources for sueb research. 

d. 

Many conditions involving the muscular and skeletal system known as arthritis are also known 
as rheumatoid disease. Arthritis means inflammatil)Jl of a joint. Most forms of arthritis are 
usually cbronic and last for years. The more serious forms involve inflammation, swelling, 
redness, warmth, and pain in the affected joints. 

The most common forms of arthritis are rheumatoid arthritis, osteoarthritis, and gout. 

(1) Rheumatoid arthritis is an inflammation of the joint membrane. It varies in severity and 
can cause severe crippling. It most frequently appears in the joints, fingers, wrists, 
elbows, hips, knees, and ankles. Any age group can be afflicted by this disease, but it is 
seen mostly in women over 30 years of age. 

(2) Osteoarthritis, also called degenerative joint disease, generally appears late in life or after 
ajoint illiury. Knees, hips, and the spine are usually affected. 

(3) Gout is a painful form of arthritis, linked to heredity and diet. This disease is associated 
with high uric-acid levels and therefore attacks of gout are related to the intake of certain 
foods and alcoholic drinks. Gout usually settles in the big toe and the bones of the foot 
and is extremely painful during an attack. 

Arthritis does not kill people. However, it is painful and restricts activities of the people 
suffering from the disease. It requires close medical attention and expensive medication for 
pain relief. No reliable data are available for this disease category; however, it is so widespread 
in the U.S. and throughout the world that it has become a global public health problem. 

e. Pulmonary System Diseases 

Asthma, bronchitis, emphysema, and cbronic obstructive pulmonary disease are classified in this 
category. While precise prevalence has not been established, it is known that those suffering 
from these diseases are often debilitated and incapacitated by their condition. Hospital 
admissions are frequent, and there are several deaths eacb year calmed by one or the other 
diseases. 

A variety of factors can lead to asthma; however, it is most likely to develop in individuals with 
allergies who are exposed to substances whieb cause bronebospasms. 

The smoking of tobacco in any form is a causative or contributive factor in the chronic diseases 
of the pulmonary system. Preventive measures must be geared to the control of smoking in 
order to achieve measurable declines in the morbidity and mortality rates of these conditions. 
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f. Endocrine and Metabolic Systems Diseases 

The major disease of the endocrine and metabolic systems is diabetes, which has been selected 
as a Health Status Priority problem and is described in Chapter IV. Other diseases of concern 
in this category are chrome liver disease and cirrhosis of the liver. 

Cirrhosis of the Liver. 

Cirrhosis is a disease marked by progl essive destruction of liver cells. This is accompanied by 
the regeneration of liver substance and the increase in connective tissue. Upon ezamination, 
the liver is sometimes enlarged, but more often is shrunken and hard. 

Cirrhosis and chronic liver diaease can have many causes. Hepatitis A and B are linked with 
cirrhosis, but it is most strongly associated with alcohol consumption. Genetic and dietary 
factors may also be important in the etiology of this disease 

Each year, approximately 1 percent of all deaths are caused by these conditions. In 5 out of the 
last 10 years, Table 88, they were included in the ten leading causes of death, with an average 
of 13 deaths per year. The deaths usually occur in the middle and later years, and claim many 
more males than females. 

Prevention of morbidity and mortality of chrome liver disease and cirrhosis must be geared 
primarily toward the control of alcohol consumption. 

TIIble 38 
))ewtbe Cw I by Liver Dr -

Guam: 1883 - 19911 

Year Rank /I % of Total Deaths 

1983 10 0.88 
1984 9 11 0.95 
1985 10 0.84 
1986 8 0.49 
1987 10 0.80 
1988 7 17 1.84 
1989 8 19 1.48 
1990 9 17 1.28 
1991 10 18 1.18 
1992 11 0.79 

Total 127 

Source: Oftlce ofVltal StatiBtic:s, DPH&SS, Guam, 1974 - 1988. 
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g. End Stage Renal Disease (ESRD) 

Chronic kidney disease or end stage renal disease (ESRD) is damage to the kidneys and usually 
occurs over a long period of time. The condition can develop after a kidney is damaged through 
an accident, after a severe bout of glomerulonephritis, as a consequence of untreated diabetes 
or hypertension, and in some instances because of hereditary kidney malformation or 
malfunction. 

Kidney disease impairs the kidney's major function of filtering waste products from the body. 
When the disease progresses to the point where management through diet modification is no 
longer possible, a diagnosis of end stage renal disease is made. ESRD is fatal if left untreated. 
Dialysis or kidney transplantation are the accepted treatments to maintain life and conserve 
health in the patient. 

Guam's rate for patients diagnosed with ESRD is considerably higher than that in the United 
States. In 1992, there were 116 patients enrolled in Guam's hemodia1ysis program; 10 percent 
of enrollees die each year. Even though these are not very large numbers, of one considers that 
the yearly costs per patient for hemodialysis are in the excess of $60,000, and that a patient 
spends between 10-15 hours per week on the diaIyais apparatus, then the impact of this disease 
on the patient, the community, and the health care system becomes substantial. 

8. Mental Health 

There is neither a precise nor a scientific definition of mental health, and the exact incidence 
of mental illness is unknown. Consequently, mental health is considered to exist when no 
mental illness is diagnosed. 

Traditionally, a diagnosis of mental illness followed the medical model and was classified into 
organic and functional disorders. At present, this no longer holds true. Most organic 
dysfunctions are now more appropriately called mental retardation, an area of specialization 
apart from the mental health system. Other organic disorders due to physical causes, chemical 
or biological, are more often treated within the traditional medical care systems. The broad 
class of functional disorders indicative of mental illness include psychosis, neurosis, character 
and personality disorders, psychosomatic illness, and trait and behavior disorders. 

Mental health has been described as the ability to resist stress, to be autonomous (Le., to make 
independent decisions), and to adapt satisfactorily to changing life circumstances. Specialists 
in the field of mental health suggest that indicators of positive mental health should be sought 
in the attitudes of an individual towards one's own self. Mental health professionals see the 
essence of mental health in an on-going process variously called self-actualization, self­
realization, growth, or becoming self-sufficient. Mastery of the environment is considered yet 
another criterion of mental health. Such mastery includes efficiency in meeting situational 
requirements and problem-solving, adequacy inter-personal relationships, and the capacity for 
adaption and ~ustment. 

Mental illness is seen as having complex causes. Life stresses, the quality of the total 
environment, the interactions offamily and community, are equally important in understanding 
and treating mental illness. The increasing evidence correlating sociCH!Conomic status to the 
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incidence and type of mental illness must also be taken into coll8ideration. 

A rapidly changing society, as it exists on Guam, is presenting stresses to both individuals and 
the community for which they are not prepared. It is important that a community's mental 
health is predicated on the quality of community life and on the interaction of people and 
soc:ial institutions. 

If a community appears violent, disharmonious, and non-supportive, then people often adopt 
deviant means to survive in it. The growing incidence of alcohol and drug abuse, of violent 
oimes against persona, and suicide must be seen as both manifestations of individual and 
societal dysfunction and as extreme means of coping with the frustrations produeed by this 
dysfunetion. 

a. Alcohol and Drug Abuse 

Beeause of the increasing incidence on alcohol and drug-related offenses. a1eohol and drug abuse 
have been selected as a Health Status Priority problem and are diseussed in Chapter IV. 

b. Violent Crimes Against PenlOIUI 

Sueh oimes are most often the ultimate expl ession of anger and frustration against other 
human beings. Usually they are performed in a state of rage andlor under the influenee of 
alcohol or drugs. 

(1) Homicide 

The eauses of homicide include various physiological and soc:ial conditions, and not all of them 
ean be related to mental health problems. However, homicide was a leading eause of death on 
Guam in 8 out of the last 10 years, and claimed an average of 14.3 persons eaeh year. It is a 
serious problem in our community. The victilns are usually young males; three tUnes as many 
males lose their \ives to homicide than females, as illustrated in Table 39 and F"zgure 14. 

The 10-year average homicide rate of 0.12 per 1,000 persons for Guam's total population is 
somewhat higher than the U.S. rate of 0.11 per 1,000 persons for 1990. 
The rates for males, 0.08/1,000 population, as well as for females, 0.03/1,000, compares relatively 
close to the U.S. rates of 0.13 and 0.03, respectively. On Guam, 27.3 pereent of the homicide 
victims were female. 'Ibis follows closely the national trend. 

(2) Other Violent Crimes 

Forcible rape, aggravated assault, sex offenses, offenses against fami\y and ehildren, and simple 
assault are other oime eategories by whieh a community's mental health ean be assessed. 
Whereas one eannot use sueh rates as a direct measurement of the community's health status, 
they indieate that soc:ial conditions and mental stability are in jeopardy. 

As detailed in Table 40, violent crimes against persons show an upward trend. The number of 
forcible rapes showed a gradual increase from 1990 to 1992, but then decreased by 58.6 percent 
between 1992 and 1993. Aggravated assault cases shows a fluctuation whieh netted a 20 
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Year 

1983 
1984 
1986 
1988 
1987 
1988 
1989 
1990 
1991 
1992 

lo-year 
Average 

Source: 
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Table 39 
Homicide Bates Per 1.000 Population 

Guam: 1983 - 1892 

Total /lot 
Homicides Rate Male Rate Female 

18 0.14 12 0.10 4 
18 0.14 11 0.10 6 
10 0.08 10 0.08 0 
12 0.10 9 0.07 3 
12 0.10 7 0.08 6 
18 0.13 10 0.08 8 
16 0.12 9 0.07 6 
16 0.12 14 0.11 2 
16 0.12 13 0.10 3 
14 0.10 9 0.06 6 

14.3 0.12 10.4 0.08 3.9 

Office ot Vital Statistics. DPH&SS. Guam. 1983-1992. 

~ 

o 

Figure 14 
Homicide Ccnmt By Sa: 01 Victim. 

Guam:I983 - 1892 
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percent increase between 1990 and 1992 and decreased by 14 percent in 1993. Simple assault 
shows the same pattern as aggravated asaault, however, an increase of 20 percent can be seen 
between 1992 and 1993. Offenses against family and children dropped in 1990, increased by 
47.4 percent in 1991, and dropped to 35.7 percent in 1993. Sex offenses have drastically 
declined by 77.8 percent between 1990 to 1992, but emerged alarmingly by 70.7 percent in 1993. 

Table 40 
VioIalt Crimea Agau.t Fu_ 

Guam: 18110 - 1893 

Crime 
Category 1990 1991 1992 1993 

Forcible Rape 78 98 111 70 

Aggravated Aaault 161 130 176 163 

Sex Offenses 64 38 12 41 

OffeJ18e8 AgaiDSt Family '" Cblldren 10 19 13 14 

Simple Assault 422 448 347 416 

Source: Guam Police Department. 

c. Suicide 

Suicide has been a leading cause of death for 8 years during the lo-year period (1983 to 1992) 
and has cIaimed an average of 16 lives per year. The male suicide rates are considerably higher 
than the female rates. An upward trend, particularly for males, can be observed for the last 
8 years, as demonstrated by Table 41 and F'JgUre 16. 

Mental health experts in the U.S. mainland cIaim that for each aetuaI suicide, there are 8 
unsuccessful attempts. Preliminary data shows that in Guam there were fewer reported 
attempts. For 1986 to 1991, a ratio of 1 completed suicide to 2.5 attempts has been ealeulated. 

There are many theories as to the caUBell of suicide; an important one centers on the degree 
of support which the individual receives from society. Stress is also a lDII,jor factor in suicide 
and a close correlation between divorce and suicide has been shown in the U.S. mainland. When 
there are rapid changes in a person's life, whether cultural, social, or economic, various degrees 
of intolerance are created. The levels of frustration in individuals tend to increase, and those 
not equipped with healthy coping meelianisma will act out their frustration against themselves 
through suicide (or through homicide, wife or child abuse, or other forms of violence). 
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Year 

1983 
1984 
1986 
1986 
1987 
1988 
1989 
1990 
1991 
1992 

IO-year 
Average 

Source: 
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Table 41 
Suicide Bates Per 1,000 PopaIation 

GIIIIIIC 11'88 - IIJ1JJ 

Total#of 
Suicides Rate Male Rate 

11 0.10 10 0.09 
6 0.04 4 0.03 

11 0.09 10 0.08 
12 0.10 12 0.10 
16 0.12 13 0.10 
14 0.11 12 0.09 
16 0.12 14 0.11 
26 0.19 23 0.17 
22 0.16 21 0.16 
28 0.20 26 0.18 

16.0 0.12 14.4 0.11 

Office of Vital Statistics, DPH&SS, Guam. 

Figure 16 
Suicide Count by Sex of Victim 

Guam: 1983 • 1992 
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7. Ufestyle-Related Health Problems 

Guam, like the continental United States, has e"""rienced significant shifts in mortaJjty 
patterns sinee the turn of the century. .Acute and infectious diseases have dramatica1ly declined 
due to the improvement in sanitation, the provision of potable water, introduction of 1DBllS 

immunization, and the advances in pharmacology and medical technology. Chronic diseases have 
now become the leading causes of death in the U.S. and also on Guam. 

A reduction in the mortality rates of cllronic diseases can best be effected by preventive 
meuurea. 'These meaaures must be centered on individual lifestyles or behavior, since behavior 
has substantial impact on health and weII·being. Lifestyle patterns such as smoking, the lack 
of exercise, poor eating habits, excessive stress, as well as alcohol and drug abuse have proven 
to be casuaJ factors of cllronic disease. 

A commitment by individuals to maintain their own health and a willingness to modify personal 
behavior towards a healthier lifestyle is seen as the ideal in the prevention and management 
of cllronic diseases, particularly hypertension, heart disease, and diabetes. However, changing 
lifestyles is not an easy task. We live in a consumer-oriented society which glamorizes 
hazardous behavior such as smoking, drinking, and excessive eating through advertising and 
mass media I'JImpaigns. 

Nevertheless, the prospect for good health and the reduction of cllronic disease can be achieved 
through the modification or control of the following: 

a. Smoking 

Cigarette smoking is the single most preventable l'JIuse of illness and premature death. 
Statistil'Jl show that cigarette smokers in the U.S. have a 70 percent higher overall death rate 
than non·smokers. Smoking is a causal factor in coronary heart disease and diseases of the 
vascu1ar system. It is the most important cause of chronic obstructive lung disease and has 
been definitely linked to lung eancer. During pregnaney, cigarette smoldng increases the risk 
of abortion, retarded fetal growth, and even fetal and neonatal death. 

'The remarkable aspect about the above presented information is that smoking is a voluntary 
action and theoretically all of the listed damsgea could therefore be prevented. 

b. Lack of EDrcIae 

Although in the past decade a resurgeuce of interest in phyaical fitness and exercise has been 
exhibited, regular exercise programs are still not included in the daily activities of most of 
Guam's residents. Furthermore, exercise as a therapeutic regimen has been largely ignored by 
health professionaJs. 

'The exact health benefits derived from regular, phyaical exercise have not been fully defmed, 
but continuing research has auggested that applopriate exercise programs will enhance the 
treatment and prevention of heart disease, obesity, hypertension, diabetes, musculoskeletal 
problems, stress, anxiety, and depression. Besides this, people who exercise feel better, are 
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more productive, and are generally happier than their sedentary peers. 

Aerobic exercises such as walking, running, swimming, and bicycling are rhythmic and require 
a 1arge intake of oxygen, and are therefore the most beneficial for the eardiovasr:ular system 
and the whole body. 

c. Poor Eating Habits 

Sensible nutrition is necessary for optimal growth and development, physiea1 activities, 
reproduction, lactation, recovery from illness and injury, and maintenance of health throughout 
the life eycle. Nutrition is particularly important for the population at risk, which includes the 
very young, pregnant and nursing women, the elderly, and people with low incomes. 

Guam is fortunate enough to have sufficient food for all its people. The Foodstamp, Women 
and Infant Care (WlC), and Senior Nutrition Programs are designed to ensure proper nutrition 
for particular populations. However, while the availability or quantity of food is not a problem 
on the island, the quality and the composition of the meals are of major concern to the health 
providers. 

Obesity is a widespread problem not only on Guam but also in a 1arge portion of other Pacific 
Islands, which now seem nutritionally less well off than in the past. Originally, most traditional 
Pacific Island diets seemed nutritionally sound However, nutritional praetic:es have generally 
deteriorated in recent times as a result of cultural and economic: c:hanges. The traditional 
natural foods of an agrarian society have, to a great extent, been displaced with imported, 
processed "western" foods that are high in refined sugars, sslt, saturated animaJ fats, food 
preservatives, and additives, but low in fiber, minerals and vitamins. Meals high in carbohy­
drates and fats, and therefore high in ea1ories, have contributed to a population which is largely 
overweight, if not obese. 

Another factor has to be mentioned here. Many aspects of Guam's culture are closely linked 
to communal food preparation and consumption. All personal and family events, such as births, 
baptisms, graduations, job promotions, marriage, and even death are commemorated with a 
"fiests," a 1arge feast featuring tables laden with many kinds of food from which family 
members, relatives, neighbors, vi11agers, and even passers-by partake to the fullest. Food 
always was, and still is, prepared in 1arge enough quantities to be eaten whenever anyone is 
hungry and to be shared with an,y visitor, no matter what time of the day or night. In the pre­
war days, 1arge food intake was ba1anced by strenuous fishing and farming activities and 
housework requiring many ea1ories. Over the past decades these activities have been replaced 
by a much more sedentary way of life, but the old eating patterns were carried on, resulting in 
an increase of obesity among the island population. 

Obesity has been recognized as a causative factor, if not a precursor, of hypertension, 
cardiovasr:ular disease, diabetes, gout and hyperuricemia, bowel and intestinal cancer, tooth 
decay, and some of the musculoskeletal conditions. For persons who weigh more than 15 to 20 
percent of their recommended body weight, treatment is indicated to avoid the above mentioned 
diseases. 
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d. Hypertension 

Hypertension (high blood pressure) is the second largest underlying cause of heart disease and 
as such is a major health concern and public health problem in the U.S. and on Guam. Blood 
pressure is defined as the way the blood circulates after the heart pumps it into the arteries. 
Measurements of blood pressure are derived from the force the blood exerts against the artery 
waJls while the heart is pumping (the systolic or higher number) as well as when it is resting 
(the diastolic or lower number). When the pressure against the arteries is deemed excessive, 
we taIIt of high blood pressure or hypertension. 

The point at which someone is considered to have high blood pressure varies from expert to 
expert and according to the individual patient's circumstances. On Guam, the measurements 
of 160 systolic pressure over 95 diastolic pressure identify hypertension in a patient. The 
National Institute of Health's 1984 Joint Committee on High Blood Pressure categorized 
diastolic blood pressure of 90-104 as mild hypertension. Despite these differences, it is agreed 
that high blood pressure adds to the workload of the heart and arteries and thereby contributes 
to the development of other conditions like stroke, heart attack, and kidney failure. 

There are two types of hypertension. The first, essential hypertension, is the most common 
one, seen in 86 to 95 percent of all cases. It has no known causes or cures, but must be 
controlled through medication and lifeMyle modification. The second type, called secondary 
hypertension, can be linked to some type of organic malfunction, such as tumors of the adrenal 
glands or kidney disorders. Treatment consists of the correction of the malfunCtions. 

BeeaWle hypertension usually Jacka symptoms, there is a 1arge unaware and therefore 
undetected population atDic:ted with the condition. These people are at risk of the secondary 
complication arising from hypertension. The few specific symptollll! (persistent headache, 
dizziness, fatigue, tension, shortness of breath) which indicate hypertension are common 
symptoms in people suffering from the disease, but they may also result from a variety of other 
causes. 

It is important to note that once hypertension is detected, it can be controlled, and thereby the 
risk of developing these conditions is reduced. If untreated, the disease will cause stroke, 
kidney failure, and in most cases, heart attacks and heart failure. 

e. ED live Sa-

Stress is a natural and inevitable part of life. Some stress is benefieial and leads to heightened 
awareness and increased productivity. However, when there is too mueb stress and when this 
stress is not properly managed, phyaieal or payehological clyafunetions tend to occur. 
CardiOYllllCUlar and coronary heart disease, gaatrointeJtinal disorders, fatigue, obesity, and 
depression have all been linked to prolonged high stress, as have aueb mental health problems 
as personality disorders, suicide, homicide, and other violent behaviors. 

For instance, each year in the U.s., thousands of deaths and millions of injuries to children are 
inflicted through parental abuses occurring partially as a result of stress. In recent years, 
considerable public and professional interest has focused on the relationship between stress and 
phyaieal and mental health. Scientific inquiry has demonstrated various associations between 
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stre!18 and health and disease. As a consequence, stress management and stress coping 
programs have evolved and are now considered a necessary part of health promotion and 
prevention activities. 

Health professionals have agreed that the incidence of chronic disease can best be lowered 
through prevention, and that individuals must assume greater responsibility for their own 
health. This, however, does not relieve health providers from the responsibility of guiding 
individuals in their prevention efforts. There is a particular need for ino-eased health 
promotion activities on Guam. Public health and private medical providers must join in a 
cohesive and comprehensive effort to reduce lifestyle-related health problema. 

F. Summary 

The foregoing review of the available health status measures reveals the overall pattern of mortality, 
morbidity, and disability of the residents of Guam. In summary it can be stated that the island's 
mortality and morbidity rates are aimiIar to thoae of the continental United Ststes, reflecting a 
westernized health care delivery system. 

Guam's infant mortality has seen a fluctuating pattern over the last decade and is now higher than 
that of the U.S. Crude mortality rates for the total population are aIIO higher, but sex- and age­
specific mortality rates for males are equal to U.S. rates and about 20 percent higher than the 
comparable U.S. rates for females. Life-expectancy for males during the 1981H992 period was 
calculated as 71.4 years and for females 77.2 years; both are somewhat lower than the life expectancy 
for mainland residents. 

Cardiovascular disease, cancer, and motor vehicle accidents have been Guam's leading causes of 
death, but rates for these diseases have been lower than in the U.S. . 

When examining morbidity data, it can easiJy be seen that Guam has a high incidence of diseases 
related to the environment, particularly aa1moneUOBia with a rate of 0.85/1,000 for 1993, and 
shigellosis, for which a rate of 0.2611,000 population was caJculated in the same time period. 

Immunization efforts for childhood diseases have been very suCCe!l8ful: a higher than 95 percent 
immunity level has been reached for all children under the age of 6. There is aIIO a steady decline 
in the incidence and prevalence of tuberculosis. However, the Guam 1992 rate is atill twice that of 
Hawaii, and more than four times the rate for the U.S. mainland Pneumonia and influenza claim 
several deaths each year, but Guam mortality rates for these diseases are lower than the U.S. rates. 
Even though the cases of hepatitis A and B have ino-eased in 1985 and 1988, respectively, the 
incidence rates show a considerable decline over the last 10 years. 

Sexually transmitted diseases (STD) pose a problem to the island population. A marked ino-ease of 
gonorrhea was observed in 1990; however, 45 percent of the cases (60%) were reported from the 
military population. There was also a 33.5 percent deo-ease in syphilis from 1990 to 1993. An 
ino-ease in non-gonococca1 urethritis (NGU) and other diseases such as trichomonas, candida, etc. was 
also noted 

Guam has a somewhat higher proportion of low birtbweight infants than is found in the U.S. Of 
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particu1ar concern are those infants born to mothers of Micronesian and Chamorro ethnicity who 
have aIm08t twice the low birthweight incidence than babies of Caucasian heritage. In addition, 
Guam's health providers are concerned with the high number of congenital anomalies, which cause 
approximately 16 percent of all infant deaths and afI\ict 3 percent of the surviving infants. 

Two of the health problema particular to children, otitis media, and dental caries, have a considerably 
higher incidence on Guam than is seen on the mainland. 

OCthe chronic diaeaaes, cardiOY8llCUlar disease, cerebrovascular dieeue, cancer, diabetes, Amyotrophic 
lateral sclerosis (Iytico) and Parkinson's dieeaae (bodig) stood out in determining health status 
priorities. Guam has aleo a higher than national average number of persons suffering from chronic 
end stage rena1 diaeaae (ESRn). 

Major mental health problems are the high numbers of homicide, suicide, and other violent crimes. 
Alcohol and drug abuse is perceived as a major problem affecting the community. 

Lifestyle habits detrimental to a healthy life have been identified as smoking, lack of physical 
exercise, poor nutritional habits, and excessive stress, and are considered the most important factors 
in the treatment or prevention of chronic diseases. 

Guam's health status appears favorably wen when measured against comparable U.S. morta1ity and 
morbidity data. Neverthe1ea, the isIand's health services providers and health planners aim to 
reduce the number of deaths and the amount of illness in the community. The fonowing are Guam's 
general GoalII for Health Promotion, Health Protection, Preventive Services, and Surveillance and 
Data Systems for the Year 2001: 

1. Improve qWllity of care ; 

2. Reduce the morbidity and mortality associated with chronic disease; 

3. Improve access to comprehensive health care and services; 

4. Increase health professional resources on Guam; 

5. Prevent and control against the spread of infectious dieeue; 

6. Promote weDness (mind, body and spirit) through health lifestyle practices; 

7. Develop and implement a comprehensive health information management system; 

8. Protect the community against the effects of hazardous materia1s; 

9. Protect all natural resources; 

10. Prevent and reduce use of drugB (including alcohol and tobacco) at all community levels; 

11. Promote safety measures to reduce accidents, iqjuries, and deaths; 
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12. Increase the proportion of babies born health and maintain weI1ness in children, and 

13. Improve pest control including tree snakes and stray animals 

More particular objectives and recommended actions are stated in the following chapters and are 
appended to particular health conditions, services, or policies. 
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IV. Health Care 2001 and Beyond Priorities 

The preeeding chapter defined Guam's health status and discussed health problems of general 
concern. The remedy to these problems. and with this the improvement of health status. is the ultimate 
goal of health p1anDera and the health care delivery system. 

Not all health problems can be attended to simultaneously. The quantity and quality of health care -
services are closely tied to available health resources. Sound health planning processes must therefore . 
allocate the limited health resourct!s to the most urgent problems in the community. To do so, problems 
must be prioritized. A number of methodologies have been developed nationwide for estab1iahing such 
priorities, but it must be remembered that most of these methods are influenced to some degree by the 
subjective perception of consumers and providers as to what constitutes a health problem. 

For this health plan, a process as objective as possible was employed. The Agency's Planners, the 
Governor's Health Care 2000 Task Force. VI8ion 2001 Task Force on Health Care. and the Guam Health 
Coordinating Council (GHCc) recommendations were used as sources of input from health consumers and 
providers on their perception of health problems on Guam. 

The refinement of 151 health objectives estab1iahed at the First Governor's Conference on Health 
in September 1987 to 13 goals by the committee during the Second Governor's Conference on Health in 
1990 paved the way for a more comprehensive health planning tool the island needs for the Year 2000. 
Further refmement by the Governor's VISion 2001 Health Care goals and objectives solidified the need 
to foc:us attention on the health problems of our people and eneompa!llled a universal concept in health 
planning for the future. The four health care priorities which were estab1iahed as the core for health 
planning by Governor Carl Guiterrez were Heart rn-e and Diabetes, Availability and 
Accessibility to Health Services, Manpower Shortage, and accreditation or privatization of 
the Guam Memorial H08pitai AuthOrity. The fJrSt of the four objectives will be diseussed in this 
Chapter. The latter three will be addressed in Chapter V of this Plan. 

Additionally, other areas that compliments the four health care priorities and included in this plan 
are in the areas of Welln_ Promotion, Maternal ChUd Health, Drugs and Alcohol, Chronic 
Dl8eaees. Communicable rn-Control, InJury ProtectiOD, Hazardous and Tmdc Materialll, 
Vector Control and Health Information System. 

A. Year 2001 Health Care Priorities 

1. CardiOVllPClllar and Cerebro-Vucular DI8eaee 

L CardiOVllPClllar DI8eaee 

Cardiovaseular disease is a broad term which covers a number of different problems such as 
eongenitaI heart defects, acute and chronic rheumatic heart disease, ischemic: heart disease, 
myocardial infarction, congestive heart failure. and hypertensive heart disease. Ischemic: heart 
disellSe and hypertensive heart disease are the two major health care concerns in this category. 

leehemic heart disease is the condition wherein the blood supply to the body is reduced because 
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of a constriction or narrowing of the coronary arteries, usually due to fatty deposits on the 
arteriaJ 1iningII. Iachemic heart diseaae has three major manifestations: angina pectoris, 
myocardial infarction, and sudden death. 

Hypertensive heart disease is caused by prolonged elevated blood pressure, which causes the 
heart to deteriorate prematurely. causing heart attacks and heart failure. Many of the cardiac 
deaths fall into this category. 

The major underlying conditions of cardiOVllSCUlar disease are atherosclerosis and high blood 
pressure. 

(1) Atheroscleroaia 

Atherosclerosis, more commonly known as hardening of the arteries, is a degenerative disease 
that can, in time, narrow or block. arteries in the heart, brain, and other parts of the body. It 
may begin early in life. The 1iningII of the arteries become thickened and roughened by deposits 
of fat, cholesterol, fibrin (a clotting material). ceUuIsr debris, and calcium. AJJ this buildup on 
the inner ....ns becomes hard and thick, arteries loee their ability to ezpand and contract. The 
blood moves with difficulty through the nauowed arterial channela, lIOII1etimes forming a clot 
which b10cka the channel and deprives either the heart, brain, or orglIJI8 of blood. When a 
complete blockage oc:cura in a coronary artery. the result may be coronary thrombosis, one form 
of heart attack. 

Atherosclerosis is a complex disease with many caWletl. A high content of cholesterol and 
trig1ycerides, as well as lipoprotein abnormalities, have been identified as causative factors of 
this diaeaae. Medical researchers estabIiahed that a diet high in cholesterol and saturated Cats 
may raise cho1eaterollevela in the blood and contribute to a1heroacIerosis. 

(2) Hypertension 

Hypertension (high blood pressure) is the second 1argest underlying cause of heart disease and 
as such is a major health concern and public health problem in the U.S. and on Guam. Blood 
pressure is defined as the way the blood circulates after the heart pumps it into the arteries. 
Measurements of blood premure are derived from the force the blood exerts against the artery 
wa1ls while the heart is pumping (the systolic or higher number) as well as when it is resting 
(the diastolic or lower number). When the pressure against the arteries is deemed excessive. 
we talk of high blood pressure or hypertension. 

The point at which BOmeone is considered to have high blood pressure varies from expert to 
expert and according to the individual patient's circumstances. On Guam, the measurements 
of 160 systolic pressure over 95 diastolic pressure identify hypertension in a patient. The 
National Institute of Heslth's 1984 Joint Committee on High Blood Pressure categorized 
diastolic blood pressure of 90-104 as mild hypertension. Despite these differences, it is agreed 
that high blood pressure adds to the workload of the heart and arteries and thereby contributes 
to the development of other conditions liIte stroke, heart attack, and kidney failure. 

There are two types of hypertension. The first, essential hypertension, is the most common 
one, seen in 85 to 95 percent of all cues. It has no known caWletl or cures, but must be 
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controUed through medication and lifestyle modification. The second type, called secondary 
hypertension, can be linked to some type of organic malfunction, such as tumors of the adrenal 
glands or kidney disorders. Treatment consists of the correction of the malfunctions. 

Because hypertension usually lacks symptoms, there is a large unaware and therefore 
undetected population affiicted with the condition. These people are at risk of the secondary 
complication arising from hypertension. The few specific symptoms (persistent headache, 
dizziness, fatigue, tension, shortness of breath) which indicate hypenension "are common 
symptOID3 in people llUffering from the disease, b~t they may also result from.a variety of other 
causes. . 

It is important to note that once hypertension is detected, it can be controlled, and thereby the 
risk of developing these conditions is reduced. If untreated, the disease will cause stroke, 
kidney fallure, and in most cases, heart attacks and heart fallure. 

b. Cerebro-Vucular DiBease 

This condition is caused when the blood and oxygen supply to the brain is severely reduced or 
totally compromi!ed. This results in a cerebro-vascu\ar accident (CV AI or stroke. Most 
commonly, strokes are due to thrombosis, embolism, or hemorrhage in the brain from ruptured 
blood _Is. The process of atherosclerosis, in which critical arteries become narrowed by 
fatty deposits, underlies the disease. /u the arteries narrow, blood pressure incrl!ll8l!ll, with 
stroke as an eventual conaeqt1enc:e. 

Co Mortality 

(1) CardiOVllllCular Disease. 

Heart or cardiOVllllCular disease was the leading cause of death on Guam for the last 10 years. 
In addition, a considerable fluctuation in mortality from this disease was experienced in the last 
decade. There were ·137 heart deaths in 1983, which amounted to 29.7 percent of all deaths 
during the year at a rate of 1.21/1,000. /u can be seen from Table 42, in 1992 there were 127 
deaths caused by heart disease, COl 1 esponding to 21.7 percent oftotal deaths during tbis period, 
at a rate of 0.91 per 1,000 population, and decreasing the mortality rate by 7.8 percent in 10 
years. 

For the last 10 years (1983-1992) there was an annual average crude mortality rate of 
0.9811,000, accounting for 24.5 percent of all deaths on G\lain. The U.S. crude mortality rate 
for heart disease in 1990 was 2.90/1,000 population. However, if 8Iljusted to age, Guam's rate 
increased of 1.48/1,000 is S percent lower than the U.S. age-8Iljusted rate of 1.52 cardiac deaths 
per 1,000 population. 

A person can minimize the risks of hypenension, heart disease, or heart attack simply by 
modifying his lifestyle. There is definite scientific proof that the cessation of smoking, the 
maintenance of normal weight, a diet low in fat (particularly in anima1 fat) and salt, regular 
pb,ysical exercise, stress control, and routine medical check-ups in co1liunction with the 
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treatment for ezisting byperieDsion or diabetes, will add ye&rII to a penIOIl '. life. Of all the 
above, breaking the smoking habit bas proven to be the sin"", most important factor in 
avoiding heart disease. 

Heart disease as well as ita main preeursora atherosclerosis and hypertension could to a large 
degree be avoided if it was more widely known that certain living habits and medical conditions 
increase the risk of these diseases occurring. Many of these risks can be reduced with practical 

TableD 
Flequeacy IUld Mariality au- of B.n D· 

Per 1,000 PopnJatign 

C- 1883-1" 

II of canUac % of Total Total Rate Per 
Year Deaths Deaths Population 1.000 

1983 137 29.7 113.490 1.21 
1984 113 26.1 118,110 0.97 
1986 110 24.9 118,791 0.93 
1986 140 31.0 121,634 1.16 
1987 109 22.4 124,340 0.88 
1988 128 28.0 127,210 1.00 
1988 123 22.8 130,147 0.95 
1890 121 21.7 133,152 0.91 
1991 126 20.8 138,228 0.92 
1992 127 21.7 139,371 0.91 

Source: Oftlce of Vital Statistiea, DPH&SS, Guam. 

stepe. Education and iDformation me&llUl'e8wblcb heighten pabUcand prof~onal 
awareness of the risk factors for heart dl8eaae ue CODSidered the ftnrt and most 
important stepe in the control of this dl8e s ..... Preventnre measures should include 
mea 8CZ eeDing and foDow-up services for blgh blood pressure and diabetes. 

(2) Cerebro-vascular Disease. 

Since 1983, cerebro-vaacula dl8 e 
Be wan the third lending cause of death in the 

mainland. On Guam, cerebro-vaec:nl dl8rn 

.... WIllI the third leading canae of death 
in 8 of the laat 10 yenra. Table 43, in the foDowing page. shows an increase during 
the period of 1988-1992. 

All hyperteDBion and llfestyle ue ~or contributors to ViIIICUlardl8esM, prevention 
efforts have to be directed to those cauaes in order to effect a mensurable iJilpact 
over the nen decade. 
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Year Rank # 90 of Total Deaths 

1983 4 22 4.8 
1984 4 30 6.7 
1986 3 31 7.0 
1986 3 31 6.9 
1987 3 38 7.4 
1988 3 28 6.7 
1989 8 30 5.6 
1990 4 34 6.1 
1991 3 52 8.6 
1992 3 42 7.2 

Total 336 

Source: OMce of Vital Statistics, DPHclSS, Guam, 1974·1983. 

d. ADalyaiB of the Problem 

Heart disease continues to be the leading cause of deaths on Guam, representing 22.6 percent 
in 1989, 21.7 percent in 1990, and 20.6 percent of aD deaths in 1991. It affects an estimated 
20,000 GU!lm!lnians, causes an average of 119 deaths annually, and costs Guam lapp.oxiwately 
$3.6 million per year in direct and indirect costs. 

Cerebrovascular disease (CVD) or stroke continues to be one of the top five leading causes of 
death on Guam, representing 10.1 percent in 1989, 6.1 percent in 1990, 8.6 percent in 1991, and 
7.2 in 1992. Stroke was ranked as the third leading cause of death on Guam in 1991 and 1992. 

e. Conclusion and Recommendations 

Unlike acute illness, chronic illness is often gradual in its onset and of a lifetime duration. In 
some cases, chronic conditions stabilize over time. In others, the individual's condition 
deteriorates, sometimes with periods of stabilization or even improvement between period of 
decline. Receipt of chronic care services for a particular condition does not preclude the need 
for preventive, acute. or rehabilitative care. A chronic condition may increase an individual's 
susceptibility to other illnesses and may, therefore, increase the need for and use of other 
components in the health care system. 

Chronic care services are designed to maintain a chronically ill or disabled individual at an 
optimum level of functioning. Medical care and maintenance services are necessary to control 
the effects of the disease or diaability, prevent deterioration due to chronic conditions, and 
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enhance an individual's ability to function as independently as possible. Chronic care medical 
services are provided for Guam's population by all the medical providers. 

r. Goal and Objectives 

(1) Goal: To reduce morbidity and mortality 8II8OCiated with chromc disease. 

(2) Reduction of Heart DiRase and Stroke 

Objective I: By the year 2000 reduce coronary heart disease deaths to no more than 200 
per 100,000 people. 

Baseline Data: Age-adjusted baseline for Guam: 155.2 (revised) per 100,000 in 1989. 

Objective 2:By the year 2000 reduce stroke deaths to no more than 20 per 100,000 people. 

Baseline Data: Age-acijusted baseline for Guam: 25.4 per 100,000 in 1990. 

Objective 3: By the year 2000 reduce the incidence of strokes by 5'1> (Based on stroke­
related hospital !!dmissions). 

Baseline Data: None. Baseline data for Guam needs to be established. 

(3) Program Objectives. 

For Services and Protection 

Objective 1: By the year 2000, the commtmity will be served by age and population specific, 
high-quality, cost-effective acreening, and early diagnostic services through a 
network of worksite and community weUnesa programs designed to identify 
persona with risk factors and to interrupt the chronic diaee.se process at the 
earliest possible stage. 

For Community SurveiJ',nce 

Objective 2: By the year 2000, the commtmity will be served by a surveillance system that 
can monitor those preventable chronic di!eaaes, conditions, disabilities, and 
IDIIior risk factors that contribute significantly to morbidity and mortality. 

Objective 3: By the year 2000, the commtmity will be served by an evaluation system that 
will permit measurement of the impact of workaite and commllllity interven· 
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tions. 

(4) RIsk Reduction Objectives 

Objective 1: By the year 2000, obtain a 10% reduetion in the mean serum cholesterol level 
among adulta who participate in work.site and community wellness programs. 
<Baseline data to be provided· by health sc:reening provided at the beginning of 
these wellnesa programs.) 

Objective 2: By the year 2000, reduce the prevalence of blood cholesterol levels of 240 
mg/dL or IIJ'Mter by 20 percent in populations served by workaite or 
community we11n_ programs. <Baseline data will be collected by the CDPCP 
88 these programs are initiated.) 

Objective 3: By the year 2000, increase to at least 40 percent the proportion of adulta with 
high blood cholesterol who are aware of their condition and are taking action 
to reduce their blood cholesterol to recommended levels. <Baseline: 11 percent 
of all people aged 18 and older, and thus an estimated SO percent of people 
with high blood cholesterol, were aware that their blood cholesterol level was 
high in 1988 • Health Community 2000 model standards) 

Objective 4: By 1998, redw:e the prevalence of overweight by 10'1. among people aged 20 
and older that are participating in workBite or community wellnesa prognun8. 

(Baseline data will be provided upon the initiation of these programs) 

Objective 6: By 1998, increase by at least 10% percent the proportion of participanta in 
work.site or community welln_ programs who engage regularly in ligbt to 
moderate phyllical activity for at least 30 minutes per day. (Baseline data 
collected at the initiation of welln_ programa) 

Objective 8: By 1998, increue by 20% the proportion of people .:reened who have a history 
of high blood pretIIIUre, (or have shown elevated blood pressure readings 
through worksite or community sc:reening) whOle blood pressure is Wlder 
controL <Baseline to be collected during health sc:reening conducted by CDPCP 
for workBite and community wellnesa programa) 

ObjeCtive 7: By 1998, reduce the smoking prevalence among participants in community and 
work.site welln_ programa by 5%. (BaaeIine to be collected during initial 
health ac:reening for these programa) 

g. Action Pilmll 

Objective 1: To establish Memorandums of Agreement with a minimum of fIVe agencies 
within the Government of Guam, and at least one pilot community, to initiate 
pilot worksite we11nesa programs by the end of FY 1997. 
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Objective 2: To identify at least one government agency to serve as a control group for the 
pilot worksite weUness program, and to conduct baseline screening for 
employees at this agency by the end of December. 1996. 

Objective 3: To conduct training for worksite weUness coordinators from the pilot agencies 
and the community on resource identification and implementation of cltolesterol 
reduction, weight loss, fitness programs and hypertension risk reduction 
programs by the end of August, 1996. 

Objective 4: To conduct training in the proper methodology and interpretation of Blood 
Pr !!SlIme measurementa for worksite and community weUness coordinators, and 
to certify these coordinators 110 that they can take blood pressure measure­
menta at worksites and in their communities by September. 1996. 

Objective 6: To collect baseline data by screening employees for cltolesterol, blood pressure. 
body mass indez (BMI). percent body fat, and lifestyle factors, between 
September to December. 1996, for each pilot agency and community identified. 

Objective 6: To conduct follow-up screening within 12 to 18 months of the beginning of the 
pilot worksite and community weUness programs to determine their effective­
ness in meeting the Risk Reduction Objectives outlined above. 

Objective 7: To establiBh a Chronic Disease Registry with Hospital-based data that will 
supplement data a1resdy collected through Vital Statistics and the Behavioral 
Risk Factor Survey. 

2_ Diabetes 

a. General Information 

Diabetes is a metabolic disorder which inhibits the body's production of inaulin or proper 
utilization of the produc:ed insu1in. Inaulin is a protein hormone manufactured by the Beta cells 
in the pancreas' Islands of Langerhans, and is needed by tbe body to metabolize (bum) 
carbobydrates, fats and proteins. If there is an insufficient amount of inaulin present in the 
blood stream. an ettesII amount of glucose accumulates, and eventually leads to a number of 
complications. 

There are two major types of diabetes: inaulin-dependent or Type I. and non-inaulin dependent 
diabetes or Type ll. The former is a&IIOciated with an abIIOlute deficiency of inaulin in the body. 
Non-insulin dependent diabetes, on the other hand, develops when the production and secretion 
of insulin into the bloodstream progressively decreases. It usually strikes people over 40; people 
who are obese; those with a family history of diabetes; and is seen more in women, especially 
those who have given birth to very 1arge babies. 

On Guam, almost all the diabetes diagnosed by phyBicians is Type II and is seen in people over 
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the age of 40. Type I is seen only 1'IIrely, predominantly in the Calasia" population, and does 
not represent a health problem of aerious magnitude. 

b. Mortality 

Table 44 ahows that in the \ast 10 yean, Guam had a total of 264 peraons die of disbetea, with 
an average mortality rate of 0.20/1,000 per year, or 5.1 percent of ell yearly deaths. Diabetes 
was a leading cause of death in 6 out of the \ast 10 yean. 

TIIble44 
DIabetm Mortality Raie8 

Guam: 1881- II111J 

.. of Rank Among 
Total Dillhetea Total lAwdlngCauaea Rate 

Year Deatlul Deaths of Deatb of Death Per 1,000 

1983 462 1& 3.2 9th 0.13 
1984 4&0 30 8.7 4th 0.2& 
1986 441 22 &.0 4th 0.18 
1988 461 18 3.& 8th 0.13 
1987 488 19 3.9 7th 0.1& 
1988 492 28 &.3 4th 0.20 
1989 &44 33 8.1 15th 0.2S 
1990 667 31 6.8 8th 0.23 
1991 807 30 4.9 8th 0.22 
1992 15815 42 7.2 4th 0.30 

ID-year average 28 6.1 0.20 

Source: otnce of Vital StatUrtics, DPH&:SS, Guam. 

The crude mortality ratea for disbetea appear lower than the U.s. rates. However. when 
aqjusted for age, Guam's rate is considerably higher. The 45-75 age groupe have had the 
greatest frequenciea of deaths from disbetea, followed by the 75 + age group and accounted for 
over 90 percent of ell deaths attributed to disbetea in the last 10 years. 

c. Analysis of the Problem 

(1) Guam'a crude mortality rate for disbetea was lower than the national rate; however, 
Guam's age-aqjusted disbetea rate for the population over the age or 45 is twice as high 
as the national age-a!ijusted rate. 
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(2) On Guam at least 25 percent of all deaths due to heart disease are IISSOciated with 
diabetes. 

(3) Diabetic gangrene was the underlying reason for lower extremity amputations performed 
at Guam Memorial Hospital. 

(4) Hypertenaion, arteriosclerosis, heart disease, and congestive heart fallure are observed 
more frequently in diabetes-lIIIIIOCiated deaths. 

(5) Diabetes was the most common caUse of end stage renal disease (ESRD or chronic kidney 
failure). 

d. Conclwrion and Recommendations 

Guam has an a1armingIy high incidence and ~ence rate of diabetes. This disease was also 
a leading cause of death in several out of the last 10 years. Survey and screening results 
demonstrated that being Chamorro, overweight, middle-aged and female makes one most 
vulnerable to thia disea!le; however, Filipino and male incidence rates are on the increase. 
ThO!le with a family history of diabetes are especially at risk. 

Diabetes, if untreated, can lead to blindness, amputation of extremities, and liCe-threatening 
conditions such as stroke and heart attack. It is a disease with an insidioUII OD!Iet. Diagnosis 
is often made during a routine examiMtion, or while being tested for other medical conditions. 
A conaiderable number of Guam n!IIidents do not !lee a physician on a regular basis, which 
means that diabetes remains undetected and untreated in many C8!1eS. 

There is at present no known way to prevent diabetes. However, if diagnosed, diabetes can be 
treated and controlled, allowing an afilicted person to lead a norma1liCe. Weight control and 

. early detection are conaidered the two most important factors in lowering 100 incidence and 
mortality rates of diabetes. Information and education programs geared towards the public as 
well as the medical profession, and mass blood sugar screening are advocated for Guam's 
population, particularly for persons at special risk. 

e. Goal and Objectives 

(1) Goal: 

(2) Goal: 

To reduce morbidity and mortality II880Ciated with chroniC disease. 

Reduction ot Diabetes Related Health Complications. 

Objective 1: By the year 2000, reduce diabetes-related deaths to no more than 40 per 
100,000 people. (Be...Jine for Guam: 47.4 per 100,000 in 1989) 

Objective 2: By the year 2000, reduce the most severe complications of diabetes as followa: 

Complications Among 
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People with Diabetes 1988 Baseline 2000 Target 

End-stage renal disease 32.7/100,000 25/100,000 
Civ. pop. on Guam) 

Blindness 2.2/1,000 (1.4/1,000) 
(U.S. Baseline) . (U.S. Target) 

Lower extremity 8.211,000 (4.9/1,000) 
amputation (U.S. Baseline) (U.S. Target) 

Objective 3: By the year 2000, reverse the increase in end-stage renal disease (requiring 
maintenaru:e dialysia or transplantation) to attain an incidence of no more than 
2li per 100,000. (EMeline: 32.7 per 100,000, 3-year average, 1988-90, civilian 
population on Guam) 

(2) Program Objective. 

For Service& aDd Protection: 

Objective 1: By 1998, increase to at least 50 percent the proportion oflmown diabetics who 
receive formal patient education including information about c:ommunity and 
self-help resources as an integral part of the lIlIIIIIlgeJDent of their condition. 
(Baseline data to be determined) 

(3) PJvcew Objectives: 

Objective 1: To establWl a diabetea registry with the CDPCP by end of FY 1997, that can 
serve M a retIOUI'Ce for the diaemination of educational materiala, and provide 
data for monitoring and evaluation of the impact of educational programs. 

Objective 2: EstabIiab and maintain a quarterly newaIetter for Diabetes education which will 
be diatnbuted to diabetics and their families through the Private Health 
Maintenance Organizations, Hoapital Services, and the Department of Public 
Health. 

Objective 3: EstabIiah a network for the distribution of Diabetea Education Resources 
through govenwmt and non-govemment agencies which provide diagnostic 
and/or treatment aervices for people with diabetes. 

Objective 4: Assist with the establishment of diahetea support groups, primarily through the 
Guam Diahetea Asaociation, and to increase membership in these groups. 

Objective 6: To conduct training courses on diabetea patient education for profesaional 
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health staff. 

3. Malignant NeoplllBlD8 

a. General Information 

Cancer is a clasa of diseases which can be typified by an unrestrieted growth of abnormal cells. 
These cella, in many situations, mature into tumors .. hich invade and destroy normal ceUs. If 
left unattended, the tumors affect vital body organs, and death usually follows as a consequence. 

The most common fatal cancers are: leukemia, kidney, and nervous system malignancies in 
children; lung, intestine, and breast cancer in adults; and cancer of the intestines, lung, prostate, 
and uterus in older people. Almost half of all U .S. cancer fatalities are from cancer in three 
sites: lung, large intestine, and breast. 

Cancer strikes people of all ages. but the incidence among children is low when compared with 
adults. Overall, the elderly are most conspicuously at risk for cancer. 

The progress of cancer can be relatively quick, as in Bome forms of leukemia. But for the most 
common types, including breast cancer, it is believed that 10, 15, even 25 years may pass before 
all steps in the biological chain of events leading to cancer are completed. Once they are 
complete, varying lengths of time may elapse before enough cancerous cells accumulate and can 
be recognized. 

No definite cause of cancer bas been identified. However, on the be8is of epidemiological 
studies, it is estimated that 80 percent of human cancers are related to the environment and 
lifestyle factors. Only a few of the cancers show a tentative link to genetic predisposition. 

It is now known that exposure to ionizing radiation, industrial pollution, and asbestos fiber 
makes people more w1nerable to cancer . . A strong correlation exists between smoking and lung 
cancer, and between exce88 alcohol consumption and cancer of the liver. Breast cancer seems 
to occur more frequently in females who have a family. history of this disease, as well as in obese 
females. 

b. Mortality 

Cancer is the second leading cause of death in the United States, which recorded 505,322 cancer 
deatha in 1990. On Guam, cancer was the second leading cause of death in the last 10 years. 
Statistics show that an average of 72 persons die annually of this disease, amounting to an 
average of 14.1 percent of all deatha for the last 10 years, and a mortality rate of 0.54/1,000 
population. 

The U.S. crude cancer mortality rate was 2.03 deatha per 1,000 population in 1990, accounting 
for 24 percent of all deaths. These rates are for the population across all age groups and are 
higher than the Guam crude rates. However, the U.s. age-adjusted rate in 1990 was only 
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Year 

1983 
1984 
1986 
1988 
1987 
1988 
1989 
1990 
1991 
1992 
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1.8511,000 compared to Guam's age-adjusted rate of 1.63/1,000 for the same year, wlUch was 
21 percent higher than the U.s. rate. 

'hbIe45 
Caacer Moriality Rats Per 1,000 PopaIatiaD 

Ga.m: 1\183 - 18111 

Total II of Cancer % otTotal 
Death Deaths Deaths 

482 80 13.0 
450 80 13.3 
441 88 111.0 
451 117 12.8 
488 88 13.8 
492 91 18.6 
544 88 12.1 
657 83 14.9 
807 76 12.4 
685 93 111.9 

Rate 

0.112 
0.62 
0.66 
0.47 
0.113 
0.71 
0.61 
0.82 
0.66 
0.87 

lo-Year Avg. 72 14.1 0.114 

Source: Oftlc:e of Vital Statistics, DPH&:SS, Guam. 

c. ADalysis of the Problem 

From all the research performed over the years, one fact stands out clearly: there is a strong 
relationship between eancer and lifestyle. It is estimated that about 80 percent of cancer cues 
are tied to the way people lead their lives. For example, the foods they eat, the work they do, 
the way they spend their leisure time, and whether or not they smoke or drink alcohol all affect 
the likelihood of getting cancer. Consequently, influences or risk CactDrll wlUch have been 
identified as potential contributors to cancer development are cigarette, cigar and pipe smoking, 
alcohol consumption, certain dietary patterns, radiation, sun light, occupational hazards, water 
and air poUutants as weU as hereditary and predisposing medical conditions. 

Since these risk-factors have been identified, it has been established that cancer and a great 
number cancer deaths can be prevented through two stategies: limiting exposure to cancer­
causing substances, and early detection and treatment before can has spread. 

Lung and urinary bladder cancers are amenable to the first strategy as more than 80 percent 
of lung cancer and up to 60 percent of all bladder cancer could be prevented if people stopped 
smoking. Skin cancer is a1ao largely preventable through avoidance of e~ sun exposure. 
Modification in occupational expoeure and diet may help to prevent other types of cancer. 

Once cancer develops, IIIIIDY deaths could be prevented by early detection and screening. For 
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this, screening procedures must accurately identify people with cancer still in early enough 
stages to allow efl'ective treatment. Available screening measures, more widely applied, could 
probably prevent a third or more of the deaths due to breast cancer in women over 50, most 
deaths from cervical cancer, and many of those due to prostate and rectal cancer. 

RIsk Factor 

Cigarette Smoking 

Cigar and Pipe 

Alcohol 

Smoking and Alcohol combined 

Diet: High Fat Content/Obesity 
Pielded and Preserved Food 
CbarcoaI Broiling 

Radiation 

Sunlight 

Occupational Exposure: 

Asbestos 

Vmyl Chloride 

Water Pollution 

Air Pollution 

Heredity 

Predisposing Medical Conditions 

Type of Cancer 

Lung ·(10 times higher than non­
smokers), oral cavity, Iaryn%, uri­
nary bladder. 

Mouth, lips. as well as lung. 

Liver, Jarym. oral cavity, esophagus. 

lntensifies risk particularly for 
cancer of esophagus. 

Breast, ovary. 
Esophagus. stomach. 

. lntestines, colon, rectum. 

Leukemia, lymphoma, others. 

Skin Cancer (basa1. squamous, and 
malignant melanoma) 

Lung, Pleura (mesothelioma) 

Liver, lung, brain (angiosarcoma) 

Various sites. 

Lung. 

Breast (sisters and daughters of 
women with breast cancer) 

Colon (multiple intestina1 polyps), 
Breast (fibrocystic breast disease). 

The American Cancer Society has established a list of seven cancer warning signa1s. These 
signals are: 

Change In bowel or bladder habits; 
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A IIOI"e that does not beal; 
Unusaal bleeding or diBcbarge; 
Tblckening or lump in the brast and elaewbere; 
Indigestion or ditflcalty in swallowing; 
Obvious change in wart or mole; 
Naglng cough or bOlU'llelleBII. 
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Knowledge of these wamging IIignaIs entails a certain responsibility of the individual for for his 
own health. Howevel, health providers must join with the individuals if the incidence and 
mortality ratell of cancer are to be reduced. Medical practitioners must perform cancer-related 
check-ups at specific intervals, and must encourage their patients to learn self-t'umination 
tec:bniquea. 

In addition to its health promotion and education efforts, the American Cancer Society also 
provides community support eenicea. The 10cal chapter makes equipment and supplies 
available for cancer patients, and conducts patient visits either at home or in the institutional 
setting u meaua of lending support to thOR afllicted with cancer. 

d. Conclusion and Recommendations 

Guam bu a higher than average age-aqjustecl mortality rate for cancer, and many of these 
CIUICer deaths could have been prevented. Yet prevention must come through knowledge of risk 
factors and bow to minimize these factorII; knowledge or the seven warning signa or ameer; and 
knowledge of the available acreening and detection techniques. In addition, early diagnosis and 
timely, awl OpiiAte treatment will often lead to a cure of cancer. Therefore, muimum emphasis 
must be placed on c:oordinated public awareneea programs and detection techniques. 

e. GoaIa and Objective8 

(1) Goal 1: Reduce the mortality, morbidity, and disability due to cancer among 
ulland reaideut.. 

Goal 2: Reduce the prevalence of tobacco use on Guam. 

(2) AwareneBII and Education: 

ObjectWe 1: Inereue public knowledge about cancer througb education and information 
efforts which foc:us on the risk factors and the seven warning signa of cancer. 

Objective 2: Streaa importance of self'f'l!1lmination and seIf-obeervation in the early 
detection of cancer. 

Objective 3: Provide information about the necessity for and frequency of canc:er-related 
check-upa for the variOUl age groups at risk. Emphasize pap smears and breut 
.... min.tiom for women; rectal and prostate .... min.tiDil for men. 
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Objective 4: Provide or make available smoking cessation programs. 

Objective 5: Encourage smoke-free environment policies and enforce Clean Indoor Air Act 
of 1992 in government, public, and private sector. 

4. Drugs and Alcohol CoDtrol 

a. GenerallDformatioD 

(1) Alcohol and Alcoholism. 

Alcohol abuse is a generic term applied to the habitual and indiscriminate use of alcoholic 
beverages manifesting itself in a loss of impaired soc:ial or economic functioning and progressive 
deterioration of health. Alcohol is the most widely available and most abused drug in the 
United States. Although the majority of individuala can and do use alcohol responsibly, there 
is a sizeable portion of the population in the United States who are unable to do 110. National 
estimates identify at least 10.5 mi11ion adult problem drinkers, roughly 5 percent of the total 
population. Additionally, there are an estimated 5.5 million youtba who have problems with 
alcohol 

The economic COIIt8 to society that are anociat'!d with alcohol abuae and alcoholism are 
staggering: approximately 50 billion dollars per year. This figure includes the COIIt8 for lost 
productivity, health care, motor vebic1e accidents, fire 10lllM!ll, violent crimes, and soc:ial 
programs. However, the other adverIIe effects of alcoholism, and alcobol abuae are not aa easily 
measured since no dollar amount can be placed on broken homes, battered wives, or disturbed 
cIilldren. 

Subatantial health COIIt8 to society reault from alcohol abuse or alcoholism. Alcoholism is the 
prime cause for cirrhosis of the liver which ranks among the 10 1eading causea of death. Cancer 
of the liver, the pancreaa. esophagus, and mouth are an associated with excessive alcohol 
consumption. There is growing evidence that an excess in alcohol intake contributes to injured 
fetuses, neonatal deaths, and developmental disabilities in infancy. The misuse of alcohol leads 
also to increaaed risks of illjury and death to self, family members, and others, particularly 
through motor vehicle, fire..related, and other accidents. 

(2) Drug Abuse 

Drug abuse baa become a soc:ial problem, as well as a health problem, only in recent years. The 
great concem baa been the prevalent use of Crystal Methamphetamine ace), heroin and the 
popularity of the illegal 'recreational' drugs. particularly marijuana. cocaine and it', derivative 
'craclr.', and resurgence of hall1,lcinogens. The use of these drugs baa increaa'!d tremendously 
over the 1aat three decades. The use of 'Ice' on the island places second to the use of alcohol 

Currently, drug abuse is defined as 'the non-medical use of any drug in a way that adversely 
affects some aspect of the user's life, e.g., by inducing or contn"buting to criminal behavior, by 
leading to poor health, economic dependency, or incompetence in discharging family 
responsibilities or by creating IIOme other undesirable condition.' Another definition states that 
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drug abuse is the illegal UR of a eontroUed subIItaDce, or UR of a drug in a manner or to a 
degree that 1 __ to adverse perIIOI1II1 or IIOciaI ccmsequmces. 

In making a determination of drug use, or drug abuse, a distinction between experimental use, 
social or rec:reational use, circumstantial or aituationa1 use, intensified uae and compulsive W!e 

must. be D1&de. 

Experimental UR of dn1p is abort tenD, hal no pattern, and is motivated by curiosity. or a dare 
by peers. Social or rec:reationaI UR tenda to be more pattemed that ave. mental use. and 
iDYoIves IiuDib' memben or fiienda. . 

C'li'CIIIiIStaDtiai or situational UR is promoted by a perceived need or desire to achieve a known 
effect that is deeU1ed helpful in coping with a apedfiI: situation. 

Intensified UR involves long-tenD, patterned, 1ow-Jevel use, with dn1p becoIIIing a part of life, 
a with tnmqui1izera. . 

Compulsive drug UR is frequent and intenae. Individuabi in this category cannot diBcontinue 
UR of the drug without experiencing severe phyaical and paydJo1ogical discoD1fort. The user 
is "hooked" and hecmnes preocx:upied with the tuk of obtaining the nee: pry dn1p to prevent 
the withdrawal syndroD1e. Often the user Iivs froiD one 'fiz" to another. and in so doing 
represent. the highest risk of adverse conaequeuces to hiJnaeIC and society. Such a person is 
'addicted' to a particular drug, or hal becmne, aa:ording to more recent tenDiDoIogy; 'drug 
dependent.' A drug dependent person wiD reaort to erin1e in order to aupport his "habit.' 

Drug abuse is univenIal in todII,y'. society. touching aU ages and social cla·",. and making no 
differentiation between -. Howeva. there are pnerally iIlCIn! male than female WM!i'II of 
mega! drup. 

It is difJicult to claaaify the dn1p theJDMIveL Marijuana is considered a rec:reationa1 drug. 
There are eztensive argumentII whether eocaineIc:rack and 'lee' rau. into this category. or 
whether it ahould be .:ansidered a "hard' drug along with heroin and other opiates. Of the 
haUucinogms, IBD ()yaergic acid) and PCP (augel duet) are the moat widely known and used. 
There is such a wide ~ of amphetaDJirw (uppera) and tranquilizera, barbiturates and 
sedatives (downers). and the various c:ombiDa1iouII thereof. that they defy deec:ription, eapeciaIIy 
since new eynthetic drugs him! joined the mega! drug IDIU'ket. 

b. Alcohol and Drug .AInue aD Guam 

(1) Alcohol Abuse on Guam 

On Guam, re1iab1e and realiatic prevalence data on alcohol abuse are atm DOt yet available. 
Howeva. from such data a mortality rates and pob accident and arrest reeorda, oae can infer 
that aIcoho1imn is a aevere problem on the ia1and, particularly if one coaaiders the mpact that 
an alcoholic person hal on their family. plaee of aaplOJiDent, and the COiiIiiluaity. 

According to the Guam Police Department, in 1998. a total of 211 arresta was D1&de for driviai 
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under the iDfluence of alcohoL Statistics for the same year revealed that 25 (66 percent) out 
of the 38 traflic fatalities were a1cohol-related. A total of 914 traffic related iqjuries were 
attributed to alcohoL 

(2) Drug Abuse on Guam 

Guam's drug problem was originslly attributed to the Vietnam War. Soldiers came to the island 
for rest and recreation, and Guam WIIS IIIso used as a transshipment point to and from Asia. 
The iDflux of military personnel, as well as the island's strategic location made it easy to impart 
druglI. In the mid·1970's IIpJlI 0 i h .... teIy·2,OOO users of'hard" cIruP (mostly heroin) lived on the 
island and often sustsined their habit through illegal means. During those years an average of 
20 to 30 drug related deaths was common. 

By 1980. joint efforts of the local police, the federal Drug Enforeement Administration, and the 
U.S. Attorney's staff had lowered the number of heroin users to IIpJlI oximately 650. This . 
downward trend has continued, and less than 200 known heroin users are reported to be on 
island in 1985. No data, or even estimates. of the use of cocaine WIIS available during this 
period. Marijuana is smoked by a 1arge number of the population, either habitually or on social 
and recreations! """"sions 

It is difficult to measure incidence and prevalence of drug use. Data is derived through self· 
reporting, police recorda, hospital aclmjMion sheets, or confidential informers, and is therefore 
sporadic. 

Table 48 provides a vivid but tractable 5-year view of trends in the Guam ponce Department 
drug arrests. The drug arrests for marijuana show a stable figure averaging 75.2 percent per 
year. However. the arrest for cocaine shows a remarkable decrease of9l.l percent from 1989. 

Type of Drug 

Marijuana 
Cocaine 
Heroin 
Ice 
Other 

Table .. 
Pen""". vi Dnqr Arrest - 3 Y_ Tread 

GIUaa: 1888 to 1983 

1989 1990 1991 .. .. .. 
79.2 S.U 78.5 
18.1 18.9 8.2 
2.8 3.4 0.0 
0.0 15.3 17.3 
0.0 0.0 0.0 

Source: GPD 1991 Uniform Crime Report. 

1992 1993 .. .. 
81.4 74.8 
2.8 1.8 
0.7 1.8 

15.2 22.2 
0.0 0.0 

Drug arrest for heroin increased to 3.4 percent in 1990 and WIIS at it's lowest at 0.0 percent in 
1991. An emergence of heroin use appears with the increase of arrest between 1991 to 1993 
of 1.8 percenL However. and most a1arming, is the incidence of drug arrest for crystal 
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drug abwIe ill the illegal use of a controUed aublltance, or use of a drug in a manner or to a 
degree that leads to adverse perlIODIlI or IOCial conaequences. 

In making a determination of drug use, or drug abuse, a distinction between experimental use, 
IOCial or rec:reational use, circumstantial or situational use, intensified use and compu1aive use 
must be made. 

Experimental use of druga ill short term, has no pattern, and ill motivated by curiosity, or II. dare 
by peens. Social or recreational use tend! to be more patterned that experimental use, and 
involves family members or friends. . 

Circumstantial or situational use ill promoted by a perceived need or desire to achieve a known 
effect that is deemed helpful in coping with a specific situation. 

Intensified use involves long-term, patterned, low-level use, with druga becoming a part of life, 
as with tranquilizers. 

Compu1aive drug use is frequent and intense. IndMduals in this category cannot discontinue 
use of the drug without ezperiencing severe pbysical and psychological discomfort. The uaer 
ill 'hooked" and becomes preoccupied with the task of obtaining the necesaary druga to prevent 
the withdrawal syndrome. Often the user lives from one "fix' to another, and in 80 doing 
i !!presents the highest risk of adverse COIIIII!qUencell to himaelf and society. Such a peraon ill 
"addicted" to a particular drug, or has become, according to more recent terminology, "drug 
dependent.' A drug dependent person wiD resort to crime in order to support hill "habit." 

Drug abwIe ill universal in today'. society, touching aU agee and social cJesaes, and making no 
difl"erentiation between III!%eL However, there are generally more male than female users of 
illegal druga. 

It ill difficult to classify the druga themselves. Marijuana ill considered a recreational drug. 
There are extensive arguments whether cocainelcraclt and "Ice" faUs into this category, or 
whether it should be considered a "hard" drug along with heroin and other opiates. or the 
haUucinogena, LSD (lyaergic acid) and PCP (angel dust) are the moat widely known and uaed. 
There ill such a wide array of amphetamines (uppers) and tranquilizers, barbiturates and 
sedatives (downers), and the Yllrioua combinations thereof, that they defy deacription, especially 
since new synthetic druga have joined the illegal drug market. 

b. Alcohol and Drug Abuse on Guam 

(1) Alcohol Abuse on Guam 

On Guam, reliable and reaIiIItic preva\euce data on alcohol abuse are atill not yet available. 
However, from such data as mortality rates and police 8Irident and arrest reeords, one can infer 
that aIcoholiam ill a severe problem on the iIIland, particularly if one considers the impact that 
an alcoholic person has on their family, place of employment, and the community. 

According to the Guam Police Department, in 1993, a total of 211 arrests was made for driving 
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under the influence of alcohol Statistics for the same year revealed that 25 (66 pen:ent) out 
of the 38 tnsffic fatalities were alcohol·related. A total of 914 traffic related iqjuries were 
attributed to alcohol 

(2) Drug Abuse on Guam 

Guam's drug problem was originally attributed to the Vietnam War. Soldiers came to the island 
for rest and recreation, and Guam was also used as a transshipment point to imd from Asia. 
The influx of military personnel, as well as the island's strategic location made it easy to impart 
drugs. In the mid· 1970's approzimately'2,OOO users of"hard" drugs (mostly heroin) lived on the 
island and often sustained their habit through i11egal means. During those years an avel'llgE! of 
20 to 30 drug related deaths was common. 

By 1980. joint efforts of the loeal police. the federal Drug Enforcement Administration, and the 
U.S. Attorney'. staff had Iowa ed the number of heroin users to approzimately 650. TIUs 
downward trend has continued, and less than 200 known heroin users are reported to be on 
island in 1985. No data, Dr even estimates, of the use of eoesine was available during this 
period. Marijuana is smoked by a large number of the population, either habitually or on social 
and recreational oeeasiona. 

It is dif1ic:ult to measure incidence and prevalence of drug use. Data is derived through self· 
reporting. police records, hospital admission sheeta, or confidential informers, and is therefore 
sporadic. 

Table 46 provides a vivid but tractable 5-year view 01' trenda in the Guam Police Department 
drug arrests. The drug arrests for marijuana show a stable 6gure averaging 75.2 percent per 
year. However. the arrest for eoesine showa a remarkable dec:reaae of91.1 pen:ent from 1989. 

Table 441 
PeheILtr .. ut Drag Arrmt • :I Y_ TreIld 

G_ 11189 to 1993 

1989 1990 1991 1992 1993 
TypeotDrug .., .., .., .., .., 
Marijuana 79.2 84.4 78.5 81.4 74.8 
Cocaine 18.1 18.9 8.2 2.8 1.8 
Heroin 2.8 3.4 0.0 0.'1 1.8 
Ice 0.0 15.3 1'1.3 15.2 22.2 
Other 0.0 0.0 0.0 0.0 0.0 

Source: GPD 1991 UDirorm Crime Report. 

Drug arrest for heroin inen!ued to 3.4 pem!Dt in 1990 and was at it's lowest at 0.0 percent in 
1991. An emergence of heroin use appears with the increase of arrest between 1991 to 1993 
of 1.6 percent. However. and most alarming. is the incidence of drug arrest for erystal 
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methamphetamine (ice) whicll increased to 22.2 pereent between 1989 to 1993. 

True incidence and prevalence of IIIcoholand drug abuse has not been established. However, 
morbidity and mortality data, IlII well IlII accident and c:rime statistics related to alcohol and drug 
abuse reveal that such abuse and its economic, health, and social consequences are a serious 
problem. 

c. ADalysill or the Problem 

Ak:ohol is readily available and, therefore, the most abused drug in Guam. A Jarge portion of 
the population that c:onsumes alcohol can not and do not use it responsibility. Most a1anning 
is the high number of island youths who are using IIIcohol 

The health care and economic coat to our eommunity with aIc:ohol abuse and IIIcobolism are 
high. The ezpenditures that results from IIIcohol abuse and IIIcoholism are mesurable in tenus 
oflost productivity, motor vehicle aecidenta, violent c:rimes, and social programs. In health, the 
ezpenditures can be measured in termI of the illnesses derived from aIc:oholism such u cirrhoaia 
of the liver, cancer of the liver, the panc:reu, esophagus and mouth. But the coat, which can 
not be measured in dollar amounts u a result of abuse of IIIcohol, is the broken homes, battered 
IIJIOU8e&, and disturbed children. 

The drug problema on Guam were attributed to the U.S. involvement in the Vietnam War, 
when IIIIldiera from the war zone ClllDe to the island for rest and reereation. Drug abuse has 
now escalated in status 811 being a socialu wellllll a ·health problem. There is widespread use 
of heroin u well u increased popularity of illepl reereational drup such 88 marijuana, cocaine, 
baIlucinopDll, CI'8I!k, and ice. There is aIeo the mis\ge of over-th~ter drup and 
preacription drup such u amphetamines and barbiturates. 

d. Conclusion and Reeommendations 

Substance abuse helps aoeate or intensify the problema of mentally ill adults, emotionally 
disturbed ehildren, and the homeleu. It is, in some cases, an agent of self-destruction, domestic 
violence, and violent c:rimes. 

Although aIc:ohol use and drug use may not lead to subatance abuse, prevention, intervention, 
and treatment prognuns must be and continououaly available for our island residents. The 
intertwining functions of the three programs should minimize the economic and health care coat 
placed in our community. 

Prevention, intervention, and treatment programs are the key ingredients in combating the 
rising numbers of substance abuse. All three prognunII are inter-related and should be 
conducted synergistically. Prevention prognuns directs attention at the entire population aaide 
from only those at riak. Intervention programs, a1ao, aims at those at risk and at those 
suapected to be chemically dependent. Treatment programs are for those using substancea that 
have begun to affect their life and work. 
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Policies and programs must be in place to deter the abuse of drugs and alcohol and the 
community must be involved in implementing and maintaining such policies and programs. 

e. Goal and Objective8 

(1) Goal: Prevent and reduce abuse use of drugs (including alcohol and 
tobacco) at all community levels. 

(2) Awaren_ and Education: . 

Objective 1: Increaae the number of profeesional drug and alc:ohol prevention and treatment 
workers. 

Objective 2: Develop credential standards for drug and alcohol counselors and prevention 
volunteers. 

Objective 3: Train volunteer youths and community leaders in drug and alc:ohol preven· 
tionfmtervention teclmiques. 

Objective 4: Provide on-going prevention programs, to include stress management, decision­
makjng. and behavior modification, island-wide. 

Objective 6: EstabIiah a centrallllllDllgement information system (l4IS) to IIIIID&g'I! all data 
related to drug and alc:ohol use and abuse on Guam. 

Objective 6: Advocate 1ocallegis1ation that will support the reduction of supply and demand 
for drugs and alcohol 

Objective 7: Provide and make available detoxiflClltion services to all drug and alc:ohol 
abusers clasaified 88 dependent users. 

Objective 6: Estab1iah residential treatment facilities for drug and/or alcohol abusers. 
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V. Health Care Delivery 8,.tem 

Overview of Health Care Delivery System 

The health care system on Guam bas developed rapidly through the yell!'ll from the initial U.S. Navy­
administered hoapital and public health programs to a sophisticated network of governmental and private 
providera. The growth of the system bas had beneficiallj influeoeed the health status of the island 
population.. The system's foeua has ehanged from diseuetI caused by environmental conditions to those 
associated with sedentary lifestyles, improper diet, and smoking. 

The health care delivery system includes those services, retlOUl"I:e8, progrIIIDS, and fmancial 
mechani!!ll'll that can be used to positively affect the level of health in the population. Since the promotion 
of health and the prevention ofiUn_ often reqmre consideration oflifestyle and environmental facton, 
the definition of the health care delivery system bas been expanded to include components that were 
normally thought of as outside the medical care model, such as health education services and 
environmental quality management. 

Guam'. health care delivery system is pluralistic, diatiDguiabed by a public and private sector for the 
local civilian popu1ation, and a military system for the delivery of medicalaemces to apprmdmately 10,000 
active-duty military and their dependents, as well as to military retirees and vetel'lUUl on Guam. 

All health services customarily found in a commUDity of aimilar size in the U.S. mainland are available 
to the ia1and popu1ation. The major bea1th care facilities and bea1tb services and programs will be 
diacusaed in the aw:ceeding pages. One unique problem setting Guam apart from the mainIal'\d 
commUDities is that specialized and tertiary medical services are thousands of miles away, neceuitating 
medical referraJa to Japan. the Pbilippines, Hawaii, or the U.5_ mainl.nd. Bucl1 referra1s are often 
cumberaome, time-consuming, and almost always impact considerably on individual and government 
fmew:ial resoun:ea. 

The public sector is comprised of Govemment of Guam facilities and programs which serve the 
community. The Guam Memorial Hospital is the only civilian inpatient acute care facility on Guam. It 
provides 159 acute care and 33 long-term care beds in addition to the medical services Blsociated with a 
general hoapitaL 

Emergency medical and ambulance services throughout the island are rendered by the Guam Fire 
Department in coojunction with the Guam Memorial HOBpitaL 

Through the Department of Public Health and Socia1 Services, the government provides for 
preventive medical and dental services, health education, and diagDOIIia and treatment for commUDicable 
diseBles, matema! and child health, chronic diseases, and dental problema of children. These programs 
and services are available in the three Public Health Centera located in the southern, central, and northern 
parts of the island 

The Department of Mental Health and Substance Abuse administera a 48-bed -inpatient facility and 
provides residential, outpatient, and follow-up programs. In addition, the Department provides drug and 
alcohol abuse services as well BI prevention, education, and eonauIting programs to all Guam residents. 
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The Department of Education (DOE) has an integrated, comprehensive health education curriculum 
for all children. from kindergarten through grade 5 and continuing in grades 6 and 10. DOE surmises that 
a comprehensive health education will provide students with information that will assist them in examining 
how their attitudes and behavior may harm health. It also provides students with skills that will help them 
c:haDge these behaviors and adopt new ones that promote a healthier lifestyle. 

The University of Guam's College of Nursing and Health Scieru:es offers programs leading to a 
Bachelor of Science Degree in Nursing for basic students, graduate nurses and registered nurses. The 
Guam Community College's curriculum includes a nursing assistants course, a F"trst Responder and EMT-A 
Course, and classes pertainiDg to safe drinking water, sewage disposal, and food safety. 

The private sector caters more to the individual needs in the community, providing. on a one-to-one 
basis, outpatient medical and dental care. laboratory, radiological, and optometrical serviees, as well as 
pharmaceuticals. There are several multi-specialty medical/dental groups, among whic:h the FHP clinics, 
The Doctor's C1inic, and the Seventh Day Adventist clinic are the 1argest. In addition, there are specialty 
medical group practices and individual (solo practice) physicians and dentists. Atailiary services are 
provided by independent laboratories, pharmacies, and optical retailers operating within the community. 

Apart from the non-profit Seventh Day Adventist and FHP multi-specialty cIinies, all of the above 
listed health care providers are privately owned and operated for profiL 

The military system COIUIists of the U.S. Naval Medical Regiolllll Center (USNMRc) and smaller 
outpatient clinics or dispensaries at the various military's central facility for general acute care. The 
hospital also provides outpatient services in the various medical diaciplines and maintains a dental clinic. 
The Navy provides a Naval Hospital for inpatient and outpatient services and a Naval Dental Clinic:. The 
hospita1 is self-contained and provides all the atailiary set .iceII needed in COI\ilmCtion with the provision 
ofmedical care. It is staffed and equipped to deal primarily with the medical needs of IICti.e-duty military 
personnel on Guam and their dependents as well as health care priorities addressing the needs of military 
retirees. veterans, and their eligible beneficiaries. The U.S. Naval Medical Regiolllll Center provided 
services to the neighboring Trust Territories in the early 70's and earlier 80's. The applicability for these 
provisions is under study and services that were once provided in the hospital are provided at Tripier Army 
Hospital in Hawaii. 

For planning purposes, the U.s Naval Medical Regiolllll Center is not considered as a compOnent of 
Guam's civilian health care delivery system. However. there is some mutuaJ1y beneficial interaction 
between the two systems. Public Health nurses accept U.s. Naval Hospital referrals to their home health 
care program. Navy and air/sea rescue units located on Guam serve the community as well as the 
neighboring islands. Furthermore. the U.S. Naval Hospital serves as a bsck-up whic:h could be mobilized 
during a man-made or natural disaster. Non-aetive-duty military beneficiaries use private civilian medical 
services through the Civilian Health and Medical Program of the Uniformed Services (CHAMPUS) 
whenever a medical specialty is not IMIilable at the U.s. Naval Hospital. 

The following sections provide a more detailed view of Guam's health care delivery system whic:h 
includes major health care facilities, health promotion and protection, prevention and detection services, 
disgnosis and treatment services, mental health III!I'Yices, chronic care medical services, habilitation and 
rehabilitation services, long-term care. alternative health care providers, and mt'Chanisms for Iiuancing 
health care. 
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A. Major Health Care Facilities. 

This section is a general overview of -major medical facilities and services available to the civilian 
community. This overview is limited to the local government facilities of the Guam Memorial Hospital. 
Department of Mental Health and Substance Abuse, Department of Public Health and Social Services and 
the Department of Education as well as the major private providers. 

1. Guam Memorial Hospital Authority. 

The Guam Memorial Hospital's bed capecity is c:uJ'rently 192 beds: 159 aeute care beds and 33 
long·term care beds in the Skilled Nursing Facility. The number ofbeds in use, however, varies 
with patient volume and the availability of specialty staff. 

The hospital provides all c:ustomary acute services and certain specialty services. These include 
adult and pediatric medical t.ei vices; inpatient and ambulatory surgery; intensive care (neonatal, 
pediatric and adult); skilled nursing care; 1aboratory and comprehensive blood bank services; 
radiology, nuclear medicine and CT !IC8D diagnostic services; pharmllcy; respiratory care and 
other diagnostic cardiopulmonary services; renal dialyBia; physical, occupational and recreational 
therapy; and 24-hour emergency services. In addition, public and patient education on a variety 
of medical topics, social aervices and pastoral care services are also available. 

The Authority's Ii!cal year 1994 operating budget of $61.4 million is funded by revenues 
generated from. patient charges and subsidized through 1egi.aJative applopriationa provided to 
fund operations! shortfa1la. Figure 16 ahOWII the Operating Revenue and Expense of GMHA 
and Figure 17 shOWll the Operating Ezpeillll!s of GMHA from. 1991 to 1994. 

The Hospital baa an authorized staff level of 970 Fl'E's (full·time equivalents) that includes 
medical, nursing, ancillary, maintenance and administrative personnel The Medical Staff is 
comprised of 128 phyaicians with Hospital privileges to practice in a variety of medical 
specialties. These service! are augmented by those of 8 allied health professiodals serving as 
Certified Registered Nurse Anesthetists, Surgic:al Assistants, Certified Registered Nurse 
Midwives, and Clinical Psychologists. 

Table 47 shOWll GMHA's health manpower shortage is largely in the nursing profession. 
Reeruitment of nurses from. the U.s. and other countries baa been a IIOUI'Ct! of cIiaeuaaion and 
contiovssi among the island'. people, health professionala, and elected leaders. Some 
emphasize that Guam must recruit its nurses loca1ly. However, some of the nurse specialties 
needed in the hospital are not available on the island. 

The pleas for more nurses in the Hospital and in the Department of PubHc Health and Social 
Services to c:in:umvent burnout of nurses currently working in these departments baa directed 
attention to the registered nurses and licenaed practica1 nurses working in the Department of 
Education. The attention primarily is on the limited duties that th~e nurses can currently 
perform due to the lack of a qualified and competent supervisor for these nurses. Whether 
each school should have a registered and a licensed practica1 nurse assigned to it or whether 
these peraonnel should be rediatnlluted to meet the needs of DPHSS and GMHA Is a decillion 
that must be made by island leaders . 
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Figure 18 GMRA's Operating Revenue and Expense· 1991 to 1994 

G uam Memor- ia I Hospi ta I Au·t hor- t y 
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Figure 17: GMHA'sOperatlng EIpeDBe· 1991 to 1994 

Guam Memor-ial Hospital Author- ty 
Operating Expenses - 1991 to 1994 
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Another major problem currently facing GMHA is its hospital accreditation status. The Joint 
Commission on Al:creditation of Health care Organizations (JCAHO) cited 24 deficiencies found 
during B survey of the faciJities in 1982 and revoked the hospital's accreditation in 1983. This 
raises concerns about the quality of service! provided, all well as the continuance of health care 
f1lllUlcing. Reimbursement from federal funding sources and various research grants are 
contingent upon the existence of adequate facilities and medical care. Federal health officiaJs 
have, subsequent to 1983, been prompted to make annual inspections to certify that the hospital 
provides quality services to Medicare, Medicaid, and MCH clients. 

TUle47 
G-. MemoriIII H .... tal Aatbarit.y 

Health Work Force FaU-'lbae EqamdIlllCY 
FrUIH 

M!Qor 
Categories 

PhysicilUlll: 

Family Practitioner 
General Practitioner 

Specialist: 

Anestbeslologist 
Cardiologist 
Dermatologist 
Emergency Medicine 
Obstetrician/Gynecologist 
lntemist 
Neurologist 
Opbthalmologist 
Otolaryngologist 
Pathologist 
Pediatrician 
Psychiatrist 
Radiologist 
General Surgeon 
Orthopaedist 
Plastic Surgeon 
Urologist 

Total 

Source: GMBA, Guam. 

Number 
Full-TIme 
Equivalent 

o 
o 

8 
1 
0 
14 
2 
0 
0 
0 
0 
2 
0 
0 
0 
1 
0 
0 
0 

28 

Total 
Filled 
For 1996 

o 
o 

8 
1 
0 
14 
2 
0 
0 
0 
0 
2 
0 
0 
0 
1 
0 
0 
0 

28 

Projected 
Total Needs 
For 1998 

2 
o 

8 
1 
0 

I" 
2 
0 
0 
0 
0 
2 
0 
0 
0 
1 
0 
0 
0 

28 
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'hhIe 47 (CaatIDaed) 
G_ M-mIIImpit.IAntII+*it, 

B-Ith Work F_ Fall-Tlae J!lqaiftleIte)' 
l"Y III9Ii 

Number Total Projected 
Mll,jor Full·Time Filled Total Needs 
Categories Equivalent For 1995 For 1998 " 

Dentistry 0 0 0 

Nursing: 

Registered N1U'IIeII: 

Adm1n1atrator/Asaistant 2 0 1 
Administrator 

Consuitant 0 0 0 
SuperviBor/Assistant 12 7 12 

Supervisor 
IJceDBiDg AdmiDistrator 0 0 0 
IDatrttctor/Prof_r 1 0 1 
Bead NUl'lle/Asaistant 14 9 14 

HeadNune 
Staff/General Duty 185 152 185 
Nune Practitioner 0 0 0 
Nurae Anesthetist 0 0 0 
NuneMidwife 0 0 0 

Clinical Specialiat 0 0 0 
(MSDegree) 

Total 214 188 213 

IJcell8ed Practical 44 48 
Nttl'fIeII 

Nursing Assistant: 

Nttl'fIeII Aides 103 99 103 
Certified Nttl'fIeII Aide 15 13 15 

Total 188 158 188 

Source: GMHA. Guam. 
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[ 

TmIe 47 (CoatiDaed) [ 
Guam MmllClriallla8pitlll Authotity 

Health Work Force FaD-'Dme Eqaiftleacy 

[ FY 1_ 

Number Total Projected 
Major Full-Time Filled To~Needs [ Categories Equivalent For 1995 For 1998 

AWed Health: [ 
Pharmacist 11 8 11 

[ 
Pharmacy Asaistantl 11 11 11 

Technician 

Physical Therapist 3 2.5 3 [ 
Medical Laboratory: [ 
Medical Technologist 13 17 18 

(ASCP) 

[ 
Lab Technician 23 20 28 

Lab Aide 2 2 2 [ 
Electrocardiogram: 

'~hnologist 0 0 0 [ 
Nuclear Medicine 1 - 1 1 

[ Technologist 

Radiologic Technologist 11 9 9 

X-Ray Technician 12 12 12 [ 
Recreational Therapy: [ 
Recreational Therapist 1 1 1 

Recreational Technician 2 1 2 [ 
Source: GMHA,Guam. [ 
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TIIbIe 47 (Caatiaaed) 
Gaam M_ Mia! BmpitaI Aatharity 

Be.lth Work Farce Full-TIme ~ 
FrUIH 

Number Total Projected 
MlQor FuII-'I1me Filled Total Needs . 
Categories Equivalent For 1995 For 1996 

Respiratory Therapy: 

Registered Respiratory 8 " 12 
Therapist 

Certified Respiratory 3 3 " Therapist 
Cardiopulmonaryl 12 12 12 

NeurolOlY/Respiratory 
Teclmiclan 

Social Workers: 

Medical 7 7 7 

Nutrition: 

Dietician 8 " 8 
Nutritionist 0 0 1 

Emergency Medical Services: 

Administrator 0 0 1 
Emergency Medical 0 0 2 

Technician 

Medical Health Records: 

Medical Health Recorda 1 1 1 
Administrator 

Medical Health Recorda 1 1 1 
SllJIehillor 

Health Administrator 2 2 2 

Quality Aaaurance Coordinator " 3 4 

Utilization Review Coordinator 7 8 7 

Source: GMHA.Guam. 
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GMHA is currently seeking a=editation from the JCAHO. The IJIIIIlIIgement and staff have 
conducted mock accreditation surveys to identify deficiencies that need to be corrected. A $5.6 
million federal grant that was approved in early, 1985 was used together with local appropria­
tions to renovate and expand tbe facility and to correct structural and life safety deficiencies. 

Newly constructed facilities include a new wing that houses a maternity unit on the second floor 
and administrative offices on the fU'St floor. In addition, new facilities were built to house the 
Medical RecordsIMedical Library, Rehabilitative Services, Patient Registration and Hemodialysis 
Unit. All existing inpatient units and diagnostic service areal! were also Upgraded. An fully 
equipped kitchen to facilitate inpatient meal preparations Wl\lI also added. The expansion of the 
facility brought the Hospital into compliance with existing building and life safety codes and 
allowed for all Hospital services to be located in one area. By the end of FY 1991, all Hospital 
services were located on one campus. Prior to the onset of construction, the Hemodialysis Unit 
was housed at the old GMH facility, and inpatient meala were purchased through contractual 
arrangements. 

Through local appropriation ($9,360,000), ground breaking for the Long-Term Care facility was 
conducted on March 4, 1994. The facility was substantia1ly completed at the end of fiscal year 
1995 and was to provide 60 long-term care beds and a 8IIite of four beds for hospice care. It 
would have also freed the 33 long-term care beds at GMHA, allowing for expansion of acute 
care services. Intermediate and Skilled Nursing care were to be provided at the LTCF, as weD 
811 rehabilitative services, dietary services, and other support functions to meet the residential 
needs of patients. The Univeraity of Guam had an informal agreement with GMHA on the use 
of the Long-Term Care facility. Furnishing and operating costs were to be partially funded 
through federal grants received by UOO'8 School of Nursing. UOO'8 Institute for Aging was 
also to be housed in the LTC facility to support research addressing community health care 
issues and the health status of the island. Both entities was to have their own staff for 
administrative es welles c:1inical support. In early 1996, however, the Authority issued a 
request for proposal (RFP) for the privatization of the facility's operations. 

Fiscal 
Year 

1990 
1991 
1992 
1993 
1994 

Table 48 
Guam M __ Buapital Aatbarity 

AccoantII B: ei.abIe AaaIyBiB (Ia mfDlcma) 
FntllO - FnBM 

Accounts 
Receivable 

$ 39.8 
$44.9 
$48.7 
$5l.2 
$ 42.8 

Collection 

$ 28.8 
$ 33.7 
$ 31.8 
$ 33.3 
$30.9 

Source: GMHA, Guam. 

Collection 
Rate 

87.391> 
75.191> 
88.191> 
85.091> 
72.291> 
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GMHA is currently certified by the Health Care F"mancing Administration and its blood bank 
is accredited by the American Association of Blood Banks (AABB). The hospital derives the 
lDII:iority of its revenues from Medicare, Medicaid, health maintenance OrganizatiOIUl (HMOs), 
health inaurers, and seIf·peyors. UnfortUlUlteiy, one of the main problems of hospital fmancing 
ball been the collection of these revenues. Reimbursements have generally been slow and may 
have lagged several months behind actual service or treatment. However, lDII:ior strides have 
been made recently in streamlining the biDing proeesa. ' 

A management information system (MIS) is being implemented to assist and improve the . 
Hoapital's biDing process. The system will allow for Hospital charges to be captured on the 
fioors and the various service IU't!IIL With continued improvement in its biDing and financial 
recorda through the Hospital's new integrated computer system, GMHA officiala expect to 
achieve an 85 percent collection rate. 

2. Department of PubUc Healtb and SocIal Services. 

The miIJIIion of the Department of Publie Health and Social Serviees (DPH&SS) is to assist the 
people of the Territory of Guam in achieving and maintaining their highest levels of 
independence and seIf .... dficiency in health and IOcial welfare. The functiona, respclDlIibilities, 
and authority of the Department are defined by local and federal laws and regu\atiOllll. Both 
local and federal monies fund the various diverlIe programs and services. Except for c:ategorical 
programs governed by specific eligibility regu\ationa, IOcial and health care services are generally 
provided to low income individuais and families free of charge. 

Serviees are provided at three regional health centers at Dededo, MangiIao, lIIId lnanIjan and 
a satellite clinic at Santa Rita. The Northern Regional Health Center serves residents ofYJIIO, 
Dededo, Harmon, Tamtming, and TIlmon. The Central RegionaJ Health Center, in Mangilao, 
provides services to thoee residing in Barrigada, Mongmong, Toto, Msite, Allan, SimQana, 
Cba\an Pago, Ordot, Agana Heights, Agaoa, and Mangilao. Located in ~ the Southern 
Region Community Health Center (SRCHC) offers semc:es to residents of Yona, Talofofo, 
Malojloj, Insngan, Memo, Pia, Umatsc, Santa Rita, lIIId Agat. A small satellite clinic offering 
\imited services is located in Santa Rita, and serves residents of Apt lIIId Santa Rita. Clients 
can and do crose over. The SRCHC is funded by a Community Health Center Grant, fees, lIIId 
local funds, while the other two clinics, operate through DPH&SS local and grant monies. 

Specific program services provided at each of the three regional health centers are: Maternal 
and Child Health, Family Planning, Nutrition Health ServiceslWIC C\inio; Dental Health, lIIId 
generalized Public Health Nursing. Certain medical support services are available only at the 
Southern lIIId Central Regional Health Centers. Phymcian care under the Children with 
Special Health Needs program and Communicable Disease Control semc:es are available only 
through the Central Regional Clinic. Home Vwting services are available islandwide. 

Program c\inics lIIId health services are scheduled at different times between 8 A.M. lIIId 5 P.M., 
Monday through Friday with the exception of the Santa Rita C\inio; which is open Wednesday 
lIIId Friday afternoons for clinic services and Mondays for WIC clinic, and the Southern Regional 
Health Center which is open from Monday through Saturday. 

Program c\inics and services at each regional health center are IilIted in Table S on the following 
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'hbIeG 
HeIIlth Serrice Progt_ .... Pmviden 

Department vi Public HeIIlth and Sod_I Servi~ 

Health Servicea Regional Health CeDters Types of Provider 
andPrograma Northern CeDtraI Southern 

Women's Health Yes Yes Yes 
Child Health Yes Yes Yes 
Youth Yes No No 
Chronic Disease No Yesl Yesl 

PreventioD 

Communicable No Yes Yes 
DIsease 

Immunization Yes Yes Yes 
Children With Special 
Health Needs No Yes No 

Nutrition Health Yes Yes Yes 
Services/WlC 

Health Education No Yes No 
Pharmacy Yes Yes Yes 
Laboratory No Yes Yesl 

X-Ray No Yes No 
Dental Yes Yes Yes 

Source: Department of Public Health and SocIal Services, Guam. 
I Limited Services 

'hbIe1iO 
PaUlIIlt EnaiUDten by PwpIUll 

.,.. Year 1993 

Program Encounter % of Total 

Maternal Child Health 37,088 82.83 
Family Planning 8,400 10.81 
Generalized Nursing, 
CDC &: Program Support 8,000 13.51 
Home Care 3,800 8.08 

ChronicILyticolBodig 2,000 3.38 
Health Education 1,258 2.12 
Health Fair 889 1.47 

TOTAL ENCOUNTERS 59,215 100.00 

Physician 
Physician 
Physician 
Physician. 
N~HeaIth 
Educator 
Physician 

RN.LPN 

Physician 
Nutritionist 

Health Educator 
Pharmacist 
Lab Technician 
X-Ray Teclmiciau 
Dentist, Dental 
Health Specia11st 

Source: Department of Public Health and Social Services, Guam. 
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TIIbIe 51 
DPIIASS B_Bh PM .... , 

.... a_wad Sea ,Iuw Pwwwael 

PoaitiODII Allotted and Funded Filled 

Physieiaal 4 2 
N1II'8M (NP) 3 1 
N1II'8M (RN) 28 18 
N_<LPN> . 10 7 
N_Wdea) 12 12 
Laboratory 18 12 
Health Educstol'll 5 4 
PbarmacistB 3 2 
X-Ray 2 2 
DeDtal Specl_U!¢8 20 19 
DeDti!¢8 8 4 
Sp~~ch Pathologi!¢8 1 1 
NutritioniIItB 10 7 
Nutrition Asalstantll 11 10 

Total 133 98 

So_ Department at PubUc Health and Social Servicea, G11IUIl 
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page. Primary eare aerviceII are offered by phy&iciaullmd nuree practitioners (NPs) where 
indicated; other services are provid~ by various sped"Jjz~ personnel 

Utilization datil for tM programs at the regional centers were UIIIMliIable. However. Table 49 
shows the utilization or the various nursing services for F"J8C8l Year 1993. 

The Department in FY95 has 149 hally funded Fl'Ea. 7 unfunded Fl'Ea. 88 f~eralIy fund~ 
FTEs,and 2 unfun~ FTEs for a total of246 employees in the Division or Public Health. The 
number md type of personnel within tM various bealtb profesaiona1 and support serviceII are 
shown in Table 51. 

The shortage of phyBicians. nurse practitioners, registered nurses, ~ practical nuraea, and 
I1UI'lIe'S aides, lIB shown in TabJe 51, pIacee signjflcant stress on tM Department. The northern 
and southern regional centers are afFected by the shortage and at times clients must bypass the 
center closest to them to obtlJin eare at the central cliJUc. Outreach programs and health care 
program pIanninc are limi~ in range due to the dual duties and responsibilities or the nurses. 
The problem is further COIDpound~ with the ~uctlon in program funding from the f~era1 and 
local governments. The demand for health care and aervices is high but the reIIOIII'CeII to 
~de public IIII8iat.ance are at low Ieveia. . 

Besides the dilemma or decreasing fin8DI resources. funda all~ and 8pprOV~ for personnel 
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recruitment and for purchue of crucial medical items and equipment are processed sluggishly 
by the agencies and departments responsible for proc!Bejng such documents. The requisition 
priority for medical supplies is the same as the requisition for office supplies and equipment. 
The recruitment process for health professionals vitally needed by the Department takes 
anywhere from six months to one year. 

Health professionalll are exempt from the hiring freeze currently imposed on Goyernment of 
Guam departments/agencies. However. personnel actions to recruit and hire nurses have been 
returned to the department without action. Thus, through employment termination or 
retirement, the shortage!! continue to dcI:Ur and take their toll on the morale and welfare of 
active nurses in the department's work force. 

3. Department of Meatal Health and Substance Abuse. 

The Department of Mental Health and Substance Abuse (DMHSAl is the sole public agency 
available and authorized to provide inpatient and outpatient meatsl health services to the 
people of the Territcny of Guam. The Department was created by Public Law 17-21 in October 
1983 through a merger of the former Mental Health and Substance Abuse Agency and the 
Community Mental Health Center. 

The Department's philosophy stresses that all provided services must enhance the client's 
payclloJogical, soci.al, and economic situation as well as improve his physical well-being in order 
to make him an optimally functioning member of our eommuaity. 

The Department of Mental Health and Substance Abuse is a Government of Guam line agency, 
administered by a Director and Deputy Director with the assistance of an appointed Adviscny 
CouaciL DMHSA is \ocated in a three-story state of the art facility at 790 Governor Carlos G. 
Camacho Road in Tamuaing. It occupies a new, $12 million-dollar building which replaced the 
dilapidated facility at the old Guam Memorisl Hospital. DMHSA has the capability to operate 
a 48-inpatient bed capacity comprising of 16 inpatient beds for children, 16-inpatient beds for 
adults, and 16-inpatient beds for re-idential treatment of drug and alcohol clients. However. 
the limited funds and shortqe of staff, Table 52, has created problems in the effective 
operations and qua1ity utilization of the 48-inpatient bed capacity. 

Additionally, it hampers the provision of a multitude of services and programs that can be 
provided through their various administrative and service divisions. The Division of Medical 
Services is comprised of Child Inpatient Services, Adult Inpatient Services, Medication C1inic, 
and Emergency Services " Consultation Liaiaon. The Division of C1inical Services consists of 
Intake, CounaeIing Branch, Drug" Alcohol Branch, Case Management Branch, Prevention and 
Training Branch, and Residential and Day Treatment Branch. Special Programs include Rape 
Crisis, Therapeutic Foster Care, and New BrgitmingR. 

4. Department of Education. 

ChUdren, from the moment of birth, are passive recipients of medica1 care. However, the child 
must be allowed to gradually become an active participant and eventually, an BggI essive seeker 
of good health. The school8, as a me,jor socisl structure, provide an educational setting to foster 
these goala. 

'lbird EditioD 
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Table iiI 
DPIIASS H_th Prof ·1IIIIIl 

11DC18uppot"tt Belli PemaaDel 

POIIitioDII Allotted and Funded Filled 

Physiclana .. 2 
NUl'IIeII (NP) 3 1 
N1IftIeII (R.N) 28 18 
NUl'IIeII (LPN) . 10 7 
NUl'IIeII (Aides) 12 12 
Laboratory 18 12 
Health Educators Ii 4 
Pharmacists 3 2 
X-Ray 2 2 
Dental Specialists 20 19 
Dentists 8 4 
Speech PathologistB 1 1 
Nutritionists 10 7 
Nutrition Aasistanta 11 10 

Total 133 98 

Source: Department 01 Public Health and Social Services. Guam 

page. Primary c:are eenices are offered by physicians IIJld nurse practitioners (NPs) wbere 
indicated; other services are provided by various specialized personnel 

Utilization data for the programa at the regiooal centers were unavailable. However. Table 49 
shows the utilization of the various nursing services for F'18C8l Year 1993. 

The Department in FY95 bas 149 locally funded FTEs, 7 unfunded FTEs, 88 federally funded 
FrEs. IIJld 2 unfunded FrEs for a total of 246 employees in the Division of Public Health. The 
number IIJld type of personnel within the various health professionalllJld support eervices are 
shown in Table 51. 

The shortage of physicians. nurse practitioners, registered nurses, licensed practical nurses. and 
nurse's aides, as shown in Table 51. places significant stress on the Department. The northern 
IIJld southern regional centers are aJl'ected by the shortage and at times clients must bypass the 
center closest to them to obtain c:are at the central clinic. Outreach progrIIIIIlI and health care 
program planning are limited in range due to the dual duties and responsibilities of the nUl'lleS. 
The problem is further compounded with the reduction in program funding from the federal and 
local governments. The demand for bealth care and eervices is high hut the resources to 
provide public assistance are at low levels. . 

Besides the dDemma of decreasing financial resources, funds allotted and approved Cor personnel 
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recruitment and for purchase of crucial medical items and equipment are processed sluggishly 
by the agencies and departments responsible for processing such documents. The requisition 
priority for medical supplies is the same lIS the -requisition for office supplies and equipment. 
The recruitment process for health professionals vitally needed by the Department takes 
anywhere from six months to one year. 

Health professionals are <:xempt from the hiring freeze currently imposed on ~ernment of 
Guam departments/agencies. However, perllonnel actions to recruit and hire nurses have been 
returned to the department without action. Thus, through employment termination or 
retirement, the shortage!l continue to occur and take their toU on the morale and welfare of 
active nurses in the department's work force. 

3. Department of Mental Health and Substance Abuse. 

The Department of Mental Health and Substance Abuse (DMHSA) is the sole public agency 
available and authorized to provide inpatient and outpatient mental health services to the 
people of the Territory of Guam. The Department was ereated by Public Law 17-21 in October 
1983 through a merger of the former Mental Health and Substance Abuse ~ and the 
Community Mental Health Center. 

The Department's philosophy lib eSles that all provided services must enhance the client's 
psychologica1, socia1, and economic situation lIS well lIS improve his physical well-being in order 
to make him an optimally f\mctioning member of our community. 

The Department of Mental Health and Substance Abuse is a Government of Guam line agency, 
administered by a Director and Deputy Director with the assistance of an appointed Advisory 
CoIUlciJ. DMHSA is located in a three-story state of the art facility at 790 Governor Carlos G. 
Camacho Road in Tamuning. It occupies a new, $12 million-doUar buDding which replaced the 
dilapidated facility at the old Guam Memorial Hospital. DMHSA baa the capability to operate 
a 48-inpatient bed capacity comprising of 16 inpatient beds for children, 16-inpatient beds for 
adults, and 16-inpatient beds for residential treatment of drug and alcohol clients. However. 
the limited funda and shortage of staff, Table 52, baa created problems in the effective 
operations and quality utilization of the 48-inpatient bed eapacity. 

Additionally, it hampera the provision of a multitude of services and programs that can be 
provided through their various administrative and service divisions. The Division of Medical 
Services is comprised of Child Inpatient Services, Adult Inpatient Services, Medication Clinic, 
and Emergency Services & Consultation Liaison. The Division of C1inical Services consists of 
Intake, Counseling Branch, Drug & Alcohol Branch, Case Management Branch, Prevention and 
Training Branch, and Residential and Day Treatment Branch. Special Programs include Rape 
Crisis, Therapeutic Foster Care, and New Beginnings. 

4. Department of Education_ 

Children, from the moment of birth, are passive recipients of medical care. However, the child 
must be allowed to gradually become an active participant and eventually, an aggressive seeker 
of good health. The schools, as a lIIII,jor social atructure, provide an educational setting to foster 
these goeIa. 
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TableD 
DMBMA Health Pwf ·=_1 

IIIld Suppcwt Senicea Pa&JUDei 

Positions Allotted aud Funded 

Psychiatrist8lPhysiciaus 
Psychiatric N11J'8e8 (RN) 
NDnJeIJ <LPN) 
ClInical Administrator 
Supervi80l'8/Social 
Workera/DA:A Co1lD8elol'll 

Psychiatric Teclmiciaus 
Psychologist 
Admin Support Staff 
Mental Health Administrator 
Personnel omcer 
Quality Assurauce Coordinator 
P1aJment 
Program Coordinator 
Becreational1berapist 
Secretaries 

Total 

3 
18 
6 
1 
« 

67 
2 

20 
1 
1 
1 
3 
7 
2 
10 

173 

Filled 

2 
11 
6 
1 

31 

48 
o 
15 
o 
1 
o 
3 
8 
1 
7 

131 

Source: Department or Mental Health and Substance Ahu8e, Guam 
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No other commlDlity setting even appr'Ollclles the magnitude of the l!Chool eduea.tion enterprise 
ranging from Kindergarten (K) through grade 12, with its 'captive" audience for l!Chool health 
eduea.tion and the resources IMIiIable for reachjng that audieru:e. 

In 1991 the Department of Eduea.tion (DOE) adopted an integrated, comprehensive health 
eduea.tion curric:ulum for aU children, from kindergarten through grade 5 and continuing in 
grades 6 and 10. DOE believes that a comprehensive health education will provide students 
with information that wi1111118iat them in e,...mining how their attitudes and behavior may harm 
health. It aIso provides students with akiIIs that will help them change these behaviors and 
adopt new ones that promote a healthier lifestyle. 

The l!Chool health CUI'Tic:ulum seeka to provide students with a persona1Jeaming and growing 
experience. It outlines concepts and student·oriented performance objectives in a sequential 
manner for eadi grade leveL These eoncepts and objectives have been designed to acquaint 
students with health information and practices that are both personally relevant and interesting. 
The curric:ulum for K·through 5 stresses the fonowing subjects: 

Family Life and Human Sexuality; 
Child Abuse (given at the 5th grade level); 
Environmental Health; 
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Personal Safety; 
Physical and Mental Health Development; 
Nutrition; 
Disease Prevention and Control; and 
Substance Use and Abuse to include tobatto, alcohol, and drugs. 

The curriculum for the middle and high school grades is organizt/d as above with the exception 
that the objectives for the subjects, listed, have been expanded to give students a broader view 
of the subject matter. 

DOE guidance on health clasaes is that at least one health education class be given at the 
middle school and high school level Previously, the claaaes were given to students at the 6th 
and 10th grade level Now, participation of students in health d8lIaes at a specifIC grade level 
varies with each school Any efforts to have a full-year health course taught to all middle and 
high school students must have the approval of the Board of Education and the DOE 
administration. The approval must not only include the added c:urriculum, but the alloeation 
of funding, manpower, and classroom resources as well. 

Currently, health teachers, registered nurses, and 1icensed practica1 nurses, are in most of the 
schools on Guam and are available to provide information and health education instructions. 
However, health teachers provide majority of the instructions at the middle school and high 
school level The registered nU1'Sell and 6censed practiea1 n\ll'llell are situated in a nurse's 
station to provide health services at the school and, at times, are called upon to conduct health 
classes. N\I1'IIeS are re6ed on by the teachers, staft', and management of the school not only in 
the conduct of health clasaes but, also, in tending to emergencies as they arise. 

Table 53 shows that 91 percent of the registered n\l1'lleS positions are filled with 80 percent of 
the 6censed practical n\l1'lleS filled in DOE. Assuming that the ratio is one registered nurse per 
1,000 student population, the 34 positions would allow for one registered nurse per 932.7 
student population which accommodates the nurse/student ratio. However, with the current 
filled positions of 31, the nurse/student ratio is 1/1,023. 

5. Private Health Care Facilities and Services. 

Private sedor facilities cousist of 28 private clinics and physicians 01T1CeS that offer a full range 
of mediea1 services in an ambulatory setting. 

a. Health Maintenance Organi78tiODII (HMOs), 

Individuals and families can get a variety of mediea1 services for a prepaid annual or monthly 
membership fee. This is obtained through health maintenance organizatiOllll, or HMOs. A 
primary pbysician is aasipJ.ed to the member. In some instances, there are restrictions on the 
members on the specialist and hospitals they see or patronize. 

There are currently two federally qualified HMOs on Guam. One, the Guam Memorial Health 
Plan (GMHP), provides its services through various clinica, group practices, and private 
physicians' offices. The other health mainteuance organi%lltjon, FHP, Inc., baa its own mediea1 
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II!Id health facilities and staff of. health providers. The total enrollment for these two HMOs 
W1I8 approximately 55.8 pereent of the island's population (approximately 81.000 as of June 
1995). 

Table Ii3 
De~ fIJlEdM atloa Schooi N_ 

b7 8cbool1Uld Btudeut Popu'attcm 
BY Il1N-l_ 

Student RNs LPNs 
School Enrollment FI'E·Position Filled FI'E·Poaition Filled 

Elementary 

Apna Heights '"1 1 1 0 0 
Apt 902 1 1 1 1 
Upi 1.097 1 1 1 1 
B.P. CarbuIlldo 632 1 1 0 0 
Ordot/Chalan 639 1 1 0 0 

Pago ~ 

M.A. Ulloa 1,268 1 1 0 0 
F.Q. Sanchez 129 1 1 0 0 
lnarajan 444 1 1 0 0 
Merizo 336 1 0 0 0 
P.C. Lujan 851 1 1 1 1 
H.B. Price 927 1 1 0 0 
J.P. Torres 3&8 1 1 0 0 
C.L. TaltaDo 787 1 1 0 0 
Talofofo 388 1 1 0 0 
Tamuning 806 1 1 0 0 
Wettengel 771 1 1 1 . 1 
H.S. Truman 588 1 1 0 0 
Ylgo 982 1 ' 0 1 1 
LBJ 384 1 1 0 0 
Chief Brodie 731 1 1 0 0 
Harmon Loop 811 1 1 0 0 
J.Q. San MIguel 590 1 1 0 0 
Flnegayan 1.509 1 1 1 1 
M.U. Lujan 881 1 1 0 0 

Total 18.818 24 22 8 8 

Source: Department of Education 
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'hbIe 63 (CaatiDaed) 
Deputmeut of Edr+ 'i.rm & h==ol N __ 

by 8 ..... <01 aDd 8e. .. It Pnpnlptian 
BY IBN-l8116 

Student RNII LPNII 
School EnroHment FTE-Position Filled FTE-Position Filled 

Middle School 

L.P. Untalan 1,231 1 I I 1 
A.I. Jolmllton 1,338 1 0 1 1 
Dededo 1,718 1 1 1 1 
Plti 880 1 1 1 1 
F .R. Leon Guerrero 1,400 1 1 1 0 
lnara,jan 659 1 0 0 0 

Total 7,104 8 " 5 • 
High School 

Oceanvlew 1,041 1 1 1 1 
lnara,jan 780 1 1 0 0 
George WBllhlngton 2,234 1 0 1 1 
John F. Kennedy 2,219 1 1 1 0 
Simon Sanchez 1,715 1 1 0 0 

Total 7,989 5 • 3 2 

DOE Division 

Headstart 1 1 1 0 
Special Education 3 3 0 0 
Pupil Pel"llOnnel Services 1 1 0 0 

Total 5 5 1 0 

Overall DOE 31,711 34 31 10 8 

Source: Department or Education 

Another HMO on island, though not federally qualified, is HML, Inc.. a wholly owned ilubsidiary 
of FHP. Inc. Tbe avenues uaed to provide services through this HMO are similar to th!)8e of 
GMHP. HML members have complete aa:ess to the auxiliary services offered by the FHP 
Guam Medical Center. Total enrollment for this HMO wu appioximately 6,200 all of 1995. 
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b. Medical CliDics IIDd Pb)'llician'. Oftlces. 

The Seventh Day Adventist Clinic, the Doctor's CHnic (formerly the Family Medical CHnic), and 
the Pacificare Medical Center clinics provide a full range of medical specialties and ancillary 
services. The remainder of the private medical facilities are either solo or group practices. 
Services offered include family practice, obatetricJgynecologic:aI care, pediatrica. internal 
medicine, otoiaryngology, urology, dermatology, orthopedics, genera1 surgery and others. 

B. Health Promotion and Protection. 

The principal miasion of health promotion and protection programs is to encourage individuals to take 
responsibility for their own health and well-being. With this in mind, the genera1 public is now beginning 
to associate individual behavior with health status. Communications on health promotion and protection 
are widespread amid advertising and marketing campaigns that still foster immediate gratification through 
alcohol collllUlllption, cigarette smoking and 'fast food" dining without regard to the consequences for 
health. 

The iru:rease in health care expenditures and improved ~ to care has had little impact on the 
iaIand'a health status with i espect to chronic illnl!ll8, disability, and premature death and shows the need 
to improve on individual behavior and lifestyle. Figure 18 shows the principal causes of death for the past 
three decadea for people past their middle years are still heart disease, cancer and stroke, diabetes, and 
unintentional ~uries. The medical care strategies implemented or in the process of being implemented 
for these conditions have conaumed and will COD8UIIIe millions of dollars. When considering that most of 
the costly chronic and disabling cIiaeases and unintentional itVuries are preventable. it becomes apparent 
that money is wasted when people do not take the proper measures to prevent their occurrence. 

Consequently, perapa:tives on health and well-being which emphasize health promotion and 
protection have repIao:ed the traditional emphasis on the treatment of illness. This change has been 
prompted by the acquired knowledge that environment and lifestyles are important determinants of health. 
Thus, each individual must bear responsibility for biB or her well-being. 

1. Health Education, 

Currently, health education plays s major role in educating the public about health problems 
such sa heart disease, diabetes, hypertension. aIcohoIiam and drug addiction, sa well as 
unintentional ~uriea, ' through strategies leading to individual lifestyle modif"JC8tion and 
community action. Previoualy, it merely supplemented the medical care system by informing 
the public about the availability and value of various services, how to recognize symptoms and 
seek help, or by providing individual instruction in the compliance of treatment regimens. 

Health education comprises a set of six activities. These activities strive to: 

Tbird EdHiaa 

inform people about health, illness, disability, and ways in which they can improve and 
protect their own health, including more efficient use of the delivery system; 

motivate people to change to more healthful practices; 



126 

'IbIrd Editloa 

Guam Health Piau 

Figure 18 Deaths Crom Specific CaUllell • 1984 to 1993 
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teach the neeesaary okiIIa to adopt and maintain healthful practices and lifestyles; 

foster teedUng and eommunication okiIIa in all thOH engaged in educating consumers 
about health; 

advocate changes in the environment that will facilitate healthful conditions and healthful 
behavior; and 

add to 1mow\edge through resesn:h and tmduation concerning the most effective ways of 
achieving these objectives. 

Briefly. health education is meant to be a process that informs, motivates, and helps people to 
adopt and maintain healthy practieea and lifestyles. Ideally. it should be a lifelong process that 
starts in early childhood. It should be provided in achool, at the place of work, in tNery prinwy 
health care setting, and on a community·wide basis. Sudl health education should include 
information on general health maintenance and illness prevention. as weD as disease-specific 
education for anyone with an identified chronic iOnesa or a propensity to develop such iOness. 
Moreover. health education should also advocate the environmental changes needed to faci1itate 
its program pis, and conduct professional training and research towards the same ends. 

On Guam, health education is provided through several mechanisms. These mechanisma ere 
achool health education, patient education for persons using a particular health service. 
eommunity health education for the general pub1ic, and education and information provided by 
Guam '8 voluntary groupe. 

a. School Health Education. 

The achool health education program (See Department ofEducationl allows children to become 
proactive for good health. The achooIs provide information and the setting to encourage 
children to examin<e attitudes and behavior that may be detrimental to their health. They 
stimulate behavior modification in students to adopt healthier lifestyles. 

b. Patient Education. 

Patient education is the learning process which is generated during preventive. diagnostic, 
therapeutic, or rehabilitative treatments or services. Any contact with a health professional is 
a learning experience in itself; but this process does not necessarily lead to the improvement 
of the patient's health. A 1arge proportion of patient education is done on an informal one-to­
one basis by physidans in their own ollices, as weD 811 by nurses, therapists, and other health 
professiona1s. These providers ere usua1Iy under severe time constraints and cannot provide 
either in-depth coverage of the instructional materis1 or foDow-up. The quality and content vary 
widely. 

An alternative method of providing patient education is through a formal setting such &II 

organized classes. The primary providers of orpnized patient education are FHP. a health 
maintenance organization, the Seventh Day Adventist C1inic (SDAl. The Guam Memorial 
Hospital Authority (GMHAl. and the Department of Public Health and Social Services 
(DPHSS) • 
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Patient education at Guam Memorial Hospital is geared toward compliance and maintenance 
of treatment regimen, and aelf-care after discharge from the hospital. Instructions for post. 
partum and post-surgical care, as well as for acute gastroenteritis, diabetes, and cardiac care 
are tailored to individual needs. 

The Department of Public Health and Social Services provides health care education according 
to the individual patient's needs. Instrw:tions are provided on home nursing care; tuberc:ulosia, 
leprosy, and sexusIly transmitted disease control; immuniution; nutrition; family planning; 
prenatal care, infant care; and dental care. Patient education services are available at the 
regional public health c:IiniI:s, or are brought to the homes of patients by public health personnel 

c. Community Health Education. 

The objectives of community health education are two-fold. The first objective is to foster 
individual and community awareness about health risk Iiu:tors and harmful lifestyles. The 
second objective is to change lifestyles and to encourage the adoption of behavior patterns that 
will have beneficial. influence on health status. The programs are directed towards prevention 
and often promote the concept of ae1C·help. 

Community health education is comprised of many aspects: 

needs 89seaament studies, 
community organizations networking, 
problem-solving, 
training, 
health screening, 
educational planning. and 
the dissemination of health information. 

These health education programs focus on specific target population groups, usually those at 
risk, and are reinforced with media presentations. 

Guam's major provider of community health education is the Department of Public Health and 
Social Services. Vanous divisions offer information and education, and partic:ular emphasis is 
placed on family planning, sexually transmitted diseues, immuniution, dental health, nutrition, 
maternal and child health. risk reduction, and sanitation. 

The DPHSS Health Education Section provides health education services through outreach 
activities at public health facilities, schools, community centers, and other organizations. The 
Health Education Section is responsible Cor the planning, development, coordination, 
implementation, and evaluation of activities related to qury prevention and control, health and 
weIlness with emphasis on risk faetors for cancer and heart disease such as tobacco use 
prevention and control, and phyllic:al fitness. The strategies used by the Health Education 
Section include advocating and networking Cor comprehensive school health education, initiating 
community health promotions and media c:ampaigna, and providing related tec:hnical e..m.tance. 

The DPHSS Health Education Section is involved in numerous health promotion activities on 
the island, olleo working in collaboration with other health organizations. Pi omotions which 
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the Health Education Section has been involved include the Great American Smok~ut, the 
Clean Indoor Air Act, Restricting Youth Accea to Tobacco, Breast Cancer 
AwareneaalMammography Day, Guam Safe lUcia Week, Immunization Promotiona, World AIDS 
Day, PediculO8is Prevention, and the Fun for Fitness Run. The Health Education Section 
produces Sinangan Lina1a' • Guam'. Wellness Promotion Neweletter and the ~ 
Information Network (SIGN> newsletter. 

The Ofliee of Highway Safety (OHS), in an attempt to reduce road fatalities, provides 
community education on traffic-related riek factors. It eponaors the Motor Vebicle Occupant . 
Protection program which encourages people to use seat·belts and cbild restraints while driving. 
and diecourages the traneportation of people in the bed of piclt·up truck. It bas aleo helped in 
initiating the Student Against Dnm1r. Driving (SADD) I'JImpeign within the public high schools. 
Various educational materiaIe, sucll 81 pampblets, slide&, and movies are available to any 
interested group in the community. OHS works in close coqjunction with DPHSS and the 
Guam Police Department. 

Several other government agencies offer health education services. The Department of 
Administration informs all new employeee of safety bezarde at the work place through a 
mandatory workshop combined with a media presentation; the Guam ponce Department offen! 
c:1aesroom presentations at the requeet of teachers to raise awareness about iseues sucll as 
personal safety and trafIiI: accidents among school cbildren and has started the Drug Abuse 
Resistance EdUl'Jltion (DARE) program for upper elementary through high school grade levels; 
and the Department of Mental Health and Substance Abuse (DMHSAl Prevention Branch 
preeents a worbhop, "Drug-Free Workplace Compliance Training,' at the request of 
Government of Guam departments and agencies and aleo conducts Alcohol Abuse Intervention 
Training.' 

Guam's three health maintenance organizations (lIMOs). FHP. Inc.. Health Maintenance LiCe 
Inc.. (HML). and Guam Memorial Health Plan (GMHP) are active participants in community 
health edUI'JItion efforts. They hIIve eponaored and participated in activities which promote good 
health through phy'IIical fitness, anti-tllllOking mmpeigna, and health ICI'eening events. 

d. CommllDity Health Education by Voluntary Grau.,.. 

Voluntary civic groupe are community resources with an increaeing benefICial impact on health 
awarenesa and health education. The Guam Chapter of the American Red Crou provides 
inetructions on methoda to prevent accidents, promote individual well·being, 111M! human lives, 
and prevent or reduce human suffering. The Red Cross offen! courees in First Aid and Cardio­
Pulmonary Resuacitation (CPR), a Healthy Pregnancy/Healthy Baby Prepared CbiJdbirtbc:ourse, 
Dieester Response Training, and a Child Care Providers course. Additional clauea include 
water eafety (ewimming) and boating safety. Courses vary in degree of difficulty 10 that they 
are applicable for everyone from homemakers, businl!llllDeD, and school cbildren, to specific: 
groups. sucll 81 families of cerdiac patients, ambu1ance attendants, and rescue workers. The 
more popular clauea are held on a regu1er baeiI while other clauea are held 81 demand 
neceseitates. 

The American Cancer Society (Guam Chapter). provides concrete assietance through their 
service and rehabilitation program, l1li well l1li public education to Guam's population. 
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Literature, films, and speakers are provided free-of-charge for both adult and youth audience:!. 
The fOCUll of these activities ill reducing cancer risks and encouraging early detection. A 
computerized data bue filled with the latest information about cancer ill dlade avaiIable to thoae 
with the diaease as well as to the publie at large. The American Cancer Society also sponaors 
life-saving media messages on cancer risks and early detection. 

Other civic groups offer community education and services through their respective programs. 
The Guam Diabetes Association provides counseling and nutrition information to newly 
diagnosed diabetic:s and support to patients and their families through monthly meetings. The 
Guam Ostomy Aeeacia+ion supports ostomy patients and teaches them self-care 80 that they 
might continue to lead a normal and productive life. The Lytieo and Bodig Aasociation provides 
needed medial! equipment and supplies to patients, and informs and educates the patients and 
their families about the progress of the disease and the care for the patients. 

Some of these voluntary groups participate in health fairs held from time to time on the island. 
Accordingly, the educational efforts of the above voluntary groups have made an invaluable 
contribution to Guam's health awareness and illness prevention efforts, psrtic:uIarly since they 
often enhance and complement health education activities of Guam's public and private health 
care system. 

C. Prevention and Detection Services. 

Prevention and detection services are intended to promote the optimum physical and mental well­
being of the individual and the community. They prevent the development of disease and illness, or 
identify disease and illness at the preosymptomstie or early stage when timely intervention is possible. 
Government and private health organizations provide prevention and detection programs that addresses 
immunization, communicable diaease control, and community screening. 

The Communicable Disease Control Unit of the DPHSS provides a wide array of services as part of 
the detection, diagnosis, treatment, surveillance, follow-up, and outbreak control measures for infectious 
and communicable diseases. Each of the services augments the Unit's overall effort to limit the incidence 
and prevent the epidemic spread of disea8e. 

The community screening programs are offered through 1leYera1 different providers and generally for 
specifIC target populations. While the Department of Education and the Department of Public Health and 
Social Services have made great strides in reaching the lIChool-age population, screening efforts aimed at 
the adult population have not been as IIIICCesSfuL 

Part of the problem stems from the lack of jolHlite screening. The Health Education Section of 
DPH&SS is quite effective in reacl!ing large portions of the adult population. More importantly, work site 
programs ellllhied ongoing efforts in health education and allowed for reguIarIy lICheduled medial! contacts. 

Most health screening for adults is done in private clinics as part of routine physical eumination. 
The exams themselves are generally offered through inauraru:e plans that are not equally accessible to the 
island's population and do not require the insured to get an annual pbyIicaL The uninsured and the 
medically indigent are oftentimes eligible for services at DPHSS but may be unaware of their eligibility 
and the services that are available. 
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The overriding COIlCet II, however, is the Iaclt of community awareness in the benefita of health 
screening. In order for health screening, and prevention measures in general. to be effective, the 
population must be educated as to the a'l1lilability, accessibility, and necessity of routine screening. Health 
education and health screening then must be done in COI\iunction with each other. 

The acope of maternal and child health services on Guam adheres to the standarda established by 
Department of Health and Human Services (DHHS). Both lDedical and non·medical services are readily 
available and accesaible. . . 

Despite this, the utilizlition of such services on Guam continues to fall below mainland standards. 
While the overall percentage of mother'll who receive prenatal care in the first trimester of pregnancy is 
lower than that of U.S. mothers, Chamorro and Micronesian mothers show the poorest utilization patterns 
of aU. This in turn corresponds with the higher incidenee of low birth weight babies among Chamorro and 
Micronesian women. 

In addition, the teenage birtha continue to account for a significant ptO}llJl"tion of the island's total 
births. At present there is insufficient date on the aceeaa and availability of family planning to teenage 
women, 88 well 88 for the utilization of appropriate obstetric services. Accordingly. data collection and 
anaIysia on adoleecent pregnancies has become a priority in the maternal and child health programs. 

D. Dlagnoals and Treatment Services. 

DiagnOllia and treatment _ 'ds refer to the I!YIIluation of individual health status, 88 well 88 the 
identifialtion and alleviation of disease and ill health. These services currently consume the 1argest 
proportion of health care dollara nationwide and, as a result, have come under close 1ICI"Utiny. Health 
officiala are WDiking to measure the impact that diagnostic and treatment services have on health status, 
and are moDitoring the efficiency and effectiveneu of service utilization. 

1. Dental Services. 

Guam's dental servic:es are provided through both private dental clinics and the Department 
of Public Health and Social Services. Moat private clinics are located in the Agana, Tamuning. 
and Harmon areas; public health centers are located in Mangilao. Dededo. and Inarajan. 
Residents in the southern viI\ages who are not eligible for free public dental care must travel 
more than 30 minutes to the Agzma·Tamuning area for service. 

Dental care in the private sector ranges from complete examinations and diagnosis, to routine 
cleaning and fillings, and on through the more specialized root CIIIIIIl treatments, oral surgery. 
and orthodontics. Services in the private clinics are available weekdays and on Saturdays, 
between 7:30 Lm.. and 8 p.m.. 

The dental section at the Department of Public Health and Social Services, on the other hand, 
providea a limited acope of dental services, which includes esamination, X'rays, diagnosis, 
cleaning, aeaJing of teeth, fluoride treatment, treatment planning. and the performanee of the 
eertain treatment required. Orthodontic treatment, complicated oral surgery. and root .cana1 
therapy of multirooted teeth are not performed, but appropriate referrals are made. This 
dental care. like other public health services, is generally available Mondaya through Fridays 
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during regular working hours. 

2. Emergency Medical Servicea. 

Emergency medical services (EMS) have been defined by federal statute to include "those 
services required for alleviation of severe pain, or immediate diagnosis and treatment of 
unforeseen medical conditions, which, if not immediately diagnosed and treated would lead to 
disability or death.· Services are to be delivered through a we1l-coordinated system that 
incorporates 15 specific components. These include: 

a. manpower i. training 
b. communications j. transportation 
c. facilities It. critical care units 
d. publie safety agencies 1. consumer participation 
e. accessibility to care m. transfer of patients 
f. standard medical record keeping n. evaluation 
g. public information and education o. mutual aid agreements 
h. disaster linkage 

The Office of Emergency Medical Services (OEMS) is the organizational unit within the 
Department of Public Health and Social Services that is responsible for EMS planning and 
development. Baaed on the rules and regulations governing emergency medical services on 
Guam, the OEMS licenaes and certifies ambuJances and attendants as we1l. Guam's EMS 
System has been designed to provide three classes of care. 

Incident Care covers the range of operations from receiving an initial call for assistance to the 
dispatch and completion of the first aid triage, or determination of appropriate and necessary 
treatment. 

Transport Care involves the management and coordination of resources to assure that 
appropriate medical response and transport decisions are made to provide either basic or 
advanced life support. Such "field care" is generally provided by Fire Department ambuJance 
personneL 

Definitive Care includes those activities in the hospital setting which range from first aid to 
referraJs for appropriate specialized medical services. These referrals may involve local 
treatment at either the Guam Memorial Hospital or the u.s. Naval Hospital; they may also 
involve a request to transport patients off·ialand for treatment that is unavailable on Guam. 

Incident care and transport care are provided by the Guam Fire Department. Firefighters who 
have Emergency Medical Technician • Basic (EMT. B) training perform land and sea rescues and 
provide ambulance services. 

Definitive care is given by 1icenaed physicians, nurse practitioners. and nurses in the emergency 
rooms at GMH or Naval Hospital Those patients who are brought to Naval Hospital, but who 
would otherwise be ineligible for medical care at a mi1itary facility, are atabilized and released 
or stabilized and transported to the Guam Memorial Hospital for further treatment. 
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The lDI\iority of emergencies fall tmder two diatiuct plwes, each of which requires specific types 
of per!!01IDeL The "pre-hospital phue" begins with the initial call Cor aid and ends with the 
patient's admiasion to a hospital ema gene! room. The manpower needed includes dispatchers, 
Emergem:y Medical Technician (EMT) first responders and IJDlbuiance attendants. 

All of the pre-hospital ema gelAo'! care providers on GUIJDl are GUIJDl Fire Department EM'!' 
per!!01IDeI who are dispatched to ~e scenes of medical emergencies. Stalling and training 
personne1 has been and continues to be a priority with the 0fIiee of Emergency Medical _ 
Services and the GUIJDl Fire Department. . 

The "emergency department phue"ccmsists of evaluation and care given upon admission to the 
ar.el geno:y room. Treatment rendered during this phue is provided by licensed physicians and 
nursing per!!01IDeL 

GUIJDl Memorial Hospital Authority staffs its emergency department with a physician 24 hours 
a day. There are, however, private clinics that provide emergency treatment services, but only 
on a limited basis. 

Since it'. inception in 1973, as a federally funded program tmder the Office of Highway Safety, 
Department of Public Works, the Emergency Medical System's progress was sluggish with a 
lethargic approach by the Agencies responsible for setting it in motion. The first few years were 
dedicated to training and purchase of training aids, foUowed by the purehase of fM! IJDlbulances 
in 1975 and three more IJDlbulances in 1980. The Department of Public Health and Social 
Services became involved in the EMS deftIopment in 1975. An EMS Coordinator in DPH&SS, 
whoae sa1ary was funded by the OBS, evaluated the EMT-A training programs and was 
responllible for applying for funds to continue the training prognIIIIII. Within this same period, 
the 0ffiI.'e of Compreheusive Health Planning received a $45,000 grant from the Depar tment 
of Education and Welfare to develop a Comprehensive Ett.ergeu.:y Medical Service plan which 
was completed in 1976. With the plan in p1sce, Legislators introduced Bill MA which became 
Public Law 14-11 on April 5, 1977. The legisIstive intent or purpoae ofP.L. 14-11 was to, 

" ... promote the establishment and maintenance of an effective system of emergency medical 
services, including the necesury equipment, per!!01IDeI and facilities to insure that emet geucy 
patients receive prompt and adequate medical care throughout the range of emergency 
conditions encountered." 

Furtha mcne, the Department of Public Health and Social Services was given the duty and 
respollllibility to: 

'Deve1op an effective emergency medical services communication .,.tem in cooperation with 
concemed public and private organizations and persons." This includes "plans for the 
establishment and implementation of the universal emergency telephone number '911' and 
criteria for the utilization of citizen-operated radios in alerting authorities about emergency 
situations." 

Wrth the enactment of PoL 14-11, the wheels were set in motion in establishing GUIJDl'. 
Emergency Medical System. However, the wheels whirled in p1sce without forward motion tmtil 
one yeM (April 1978) after the enactment of the law when a permanent EMS Mministrator 

'IbirclI!'.cUtInn 
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was recruited. Furthermore, the law created the Guam Emergency Medical Services 
Commission whose purpoee was to •... whenever pouible, provide tedmical and advisory support 
to the Administrator in fu1IiI1ing hia duties and responsibilities under thia Article.' It did not 
empowered the Commission to oversee the EMS program and did not allow the Commission to 
plan, develop, and implement programs to ensure an efficient and effective EMS program. 
Thus, the system went through a Blow process of implementation. The law transferred all 
existing grants for planning and implementation of the EMSS and all equipment and staff 
funded by the grant to the EMS Administrator's oflic:e. But even with staff, equipment, and 
funding transfer, the EMSS planning and implementation process was still slow. 

The appointment of a fu11-time "dministrator for the Oflic:e of Emergency Medical Services and 
the introduction Bill 303 which became Public Law 17-78 on December 12, 1985 show significant 
strides in the implementation of the EMS. P.L. 17-78 established the Guam Fire Department 
as an ageney independent of the Guam Police Department within the Exec:utive Branch. It gave 
the power and responsibility to the Fire Department of maintaining an emergency medical and 
rescue services system. The maintenance and operation of equipment needed to convey and 
provide services to the IlCUteiy iI\, injured, incapacitated or helpless and requires emergency care 
was tasked to the Guam Yin! Department. However, plan development and implementation 
for the EMS WIllI still neglected. 

The Guam Health Plan - 1985 to 1990, developed by the Guam Health Planning and 
Development Agency and the Guam Health Coordinating Council, discussed the Guam's EMS 
capabilities and limitations for providing emergency medical care. The Plan mentioned 'both 
the OEMS and Fire Department personnel are working together to develop a staffing pattern 
that separates EMT-As from firemen, and to allow for specia\i%ation in emergency medical 
training. Additionally, the Plan mentioned that the goa\a and objectives of the OEMS included 
the communication and transportation networks. However. the implementation portion of the 
plan by the Agency WIllI not monitored due to its dissolution in 1987. 

Since 1985, the Governor of Guam was involved with the is1and's emergency communications 
problems between ema geucy and reseue departments and the coordinated efforts between 
these departments and a private organization (Motorola) tasked to set up communications 
systems. 

In November, 1991, Bill 603 which became Public Law 21-61, appropriated $1,343,160.00 from 
the General Fund to the Department of Public Works for the lease/purchase and installation 
of automatic multiple site selection trunked radio transmitters/repeaters at Mounts Sasa1sguan. 
Aiutom, Barrigada and Cabras Island and for the procurement of an emergency 911 
communications system for all public safety and anergency response agencies. It further 
mandated that the Department of Public Works coordinate the construction and implementation 
of the 911 system with the Guam Police Department, Guam Yin! Department, Civil Defense, 
and Guam Te\ephone Authority. On December 26, 1991, the Department of Public Works 
issued purchase order in the amount of $1,343.160.00 to Motorola to cover the lease purchase 
of AMSS radio communications equipment WIllI part of the SMARTNET BOO MHz Radio 
System. However, thia purchase order WIllI questioned and on February 6, 1992, the Attorney 
General advises DPW to caneel and renegotiate with Motorola. The controversy for an 
emergency 911 system between the Government and Motorola continued through to the latter 
part of 1993. From thia controversy, the 911 Task Force, organized on May 12, 1992, WIllI 
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formed to oversee the 911 system throughout its installation. implementation and training of 
911 c:aIJ takers. The Task Force recommended to the Governor that Civil Defense would be the 
overseer of an enhanced 911 system. But the drafted pIan to budget, set procedures and 
training for 911 personnel WIllI never finalized for implementation. 

Bill 459 WIllI enacted into law on Deeember 2, 1992 and beaune P.L. 22·52. This law WIllI 

introduced due to the legislative findings that the Guam Fire Department's mission WIllI 

hindered by the Iaclt of proper vehicles, equipment and supplies: Therefore. through this law 
the Guam Fin! Department'. Capital Outlay Revolving Fund WIllI created to 'purchase essential 
emergency rescue and firefightingvehicles, and emergency life support and medical equipment." 
Regressing to the period 1975 to 1980, a total of eight (8) ambulances were purchase to service 
the community. As an observation at this point, the Guam Fire Department has a total of 12 
ambulaocea of which only IIf!YeD (7) are operational There are proposals to purchase three (3) 
ambulances. However. the total number of ambulances needed to service the current island 
popuIation and their strategic location around the iaIaod must be carefully considered. 

As mentioned at the wry beginning there is a need for an efficient and effective system to 
handle emergency medical and rescue situations u they occur. History shows complacency to 
Bill introductiooa, enactments of Billa into law, studies, and researches on Guam's emergency 
medical S}'IItem. 

EMT training for qualification and certification at Guam Community College must be planned, 
coordinated, implemented, and progress from Firat Responder IIDd EMT-A to EMT-D, EMT-I, 
and EMT-P. Along with EMT training, caIl-takersldispatchera for the 911 system IIIUIIt be 
trained, have the primary respoD8ibility to receive and transmit c:aIJa and moat importantly. 
must have the ability to prioritize the dispatching of emergency medical and rescue units. But 
this doesn't end with training for all the training given can not be effectively pncticed or 
tnrercised without the right equipment IIDd supplies. This i.e especially true when _ view the 
communications link bet~ the field operators, the diapatcller IIDd the hospital u _II as the 
rescue units. The efforts of the Guam Fire Depertmeot, Guam Police Department, and the 
Hospital must be coordinated and linked together. 

The Guam Emel gency Medical Services Commission should be empowered, via amendment to 
P.L. 14-11. to oversee the planning IIDd implementation of the· Emergency Medical Serviee 
Systems instead of its mandated role as a teclmicaI and advisory body. If it becomes a 
hindrance to the Administrator. then Section 49252.2 (b) must be applied. This Section allows 
the Administrator to. 

'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." 

Conducting research IIDd studies IIDd planning are not too difficult to accomplish. 

Implementing corrective actions to resolve the deficiencies found during the research. studies, 
IIDd plaoa are difIicuIt but presents a challenge that must be met head on with a proactive 
approach. 
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The program has made COIIlIiderable strides in the sclministration and provision of emergency 
medical services. However, a more concerted effort must be exerciaed to improve upon the 
EMS system. 

The ability to communicate is the vital link that ties together the patient, the manpower, the 
transportation, and the hospital. The development of a communications network has several 
objectives. Among the most important ones are; easy public aceeaa to the EMS system; 
effective control and coordination between and among EMS resources; and effective patient 
management and medical supervision during the pre-haapita1 and, to a somewhat lesser extent, 
the hospital stage (especially dW'ing inter-institutional transfer): 

Guam's telephone system is an integral part of the EMS system. With improvements in the 
capabilities of the ialand's telephone exchanges, the opportunity is available to implement the 
widely accepted emergency phone number 911. While this ability to use 911 on Guam certainly 

. indicates progr! , the need to upgrade two-way radio communication remains Two-way radios 
are used primarily to allow EMS personnel and transportation resources to be dispatched to the 
scene of the accidentfmcident, to allow communications with medical personnel at EMS facilities 
(either while in transit to a facility or while in transit between faciljties, as is the case in an 
inter-institutional transfer), and to allow EMS transportation resources to report their state of 
readiness after a run has been completed. Pre-hospital manpower training on Guam cannot be 
fully utilized if the ambulance and hospital emergency department cannot communicate. 

The existing radio system allows for dispatch-to-ambulance and ambulance-ta-ambulance 
communication. The OEMS is CODCeined with the uae of VHF frequencies which are used 
elsewhere in police operations. OEMS ofIiciala are trying to change over to the UHF 
frequencies which are generally reserved for medical communications. 

3_ MedicalllDd Surgical Services_ 

This category includes the diRgl" .. is and treatment of disease or ill-health conditions through 
medical procedures or operative techniques. The level of sophistication in the delivery of these 
services comprises the whole range of primary, secondary, and tertiary care. 

The simpler and more common diagnostic and treatment procedures for general medical 
conditions or minor surgery are usually delivered in an ambulatory setting. Those services 
requiring a greater degree of care are usually delivered in the abort-stay, inpatient setting. This 
section briefly diacuases the medical services available on an outpatient basis, and focuses on 
surgical services offered in both the ambulatory and inpatient settings. All services discussed 
below exclude those provided by the military. 

&. MedicalllDd Surgical Services. 

Outpatient medical care services are provided at numerous clinica around the island, 28 of which 
are in the private sector and 4 of which are government-operated. The services include periodic 
health BSS ......... ents as well as the diagnosis and treatment of minor illness and iqjury, and are 
offered by licenaed physicilm-specia and nurse practitioners. 

Private clinic hours vary, but medical services are lIVIIilable weekdays and Saturdays as early 
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as 7:30 a.ID. and as late as 11:00 p.ID. Services are available to both self·paying and insured 
patients; referrals from the Depu bnent of Public Health and Social Services are accepted as 
well 

The medical care provided at DPHSS clinics is primarily oITered through the Women'. Health 
CIinica, the Youth CIinica, and the Family Health Clinics. Eacll of these is part of the maternal 
and Child Health Care Program. Aa:ordingIy, eaclI clinic is intended to serve women, children 
and young adulta who cannot afford private health care or inourame. The adUlt male 
population that would be otherwise eligible for government health care is referred to clinics in 
the private sector; diagnosis and treabnent aervit:eo receiVed are subsequently paid for by the 
DPHSS Medically Indigent Program. 

Outpatient medical care is a1ao available at the Guam Memorial Hoopital. However. the services 
are generally limited to emergencies, inhalation therapy, physical therapy, and hemodialysis. 

b. Inpatient Surgical Servicell. 

The Guam Memorial Hoopital ofTers a wide range of inpatient ourgicalservices to the island's 
population. The hoepital maintains app .... jmfttely 100 beds in ita medical, surgical, and special 
care unita. This comprises about two-thirds of the total acute care beds. 

c. Ambulatory Surgical Services. 

In addition to the IIUrgic:al procedures that require inpatient ItayB, there bas been a growing 
proportion of surgeries performed on an outpatient basis. Those outpatient surgeries requiring 
general anesthesia are performed either in the hospital or in one of the lIUrgi~tera. Some 
of the simpler procedures (e.g., skin grafting, biopaies, setting fractures, dilatation and 
curettage) can and often are performed in a pbyllician'a office. 

Some argue that the COIIta uaociated with these office procedures are much less than those 
incurred by operations conducted in the hospital or surgi~tera, and that the riska involved 
in the two types of surgeries are relatively the same. At this time, however. there are no 
estab1iabed guidelinea as to which aurgical procedures may be safely conducted within a 
physician's office, not whether or not emergency back·up facilities are and should be required. 
Likewise, reimbursement policies and patient-cioctor perceptions on these office procedures are 
unclear. 

Nevertheless. the number of surgeries conducted within a phyaician'8 office will affect the 
demand for outpatient surgeries done in the hospiteI as well as in the surgi~ters. Just as 
hospitals and ambulatory surgery centers are required to meet certain atanderdB, 80 too muat 
doctors who perform operations within their own offices. The costa saved in office procedures 
cannot substitute for the need to ensure qU8lity. 

Approximately 40 percent of the operating room cases done at the Guam Memorial Hoopital is 
on an outpatient basis. At least two ambulatory surgical centers provide-sucb services as well. 
The ambulatory IIUrgic:al centers, on the other hand, schedule procedures according to facility 
c:apabilities and doctor-patient preferences. The FHP Surgi·Center usea the hours between 8 
LID. and 1 p.m. for ita IIUrgic:al procedures. The remainder of the regular working day is 
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reserved Cor recovery from general anesthesia. The Dededo Medical Center scl1edules surgeries 
at the convenience of the patients and the surgeons. The operations are most frequently 
scl1eduled Cor early mornings and early evenings, but genera1ly do not fill a 4G-hour week. 

The need Cor additional freestanding surgical suites on Guam will largely depend upon the 
number DC hours of operation in the ezisting Cacilities, and whether or not proeedures performed 
in physicians' offices will be regulated and subsequently conducted in surgical suites. If the 
hospital and the surgi-centers increase their hour.! of operation to accommodate a rising demand 
Cor ambulatory surgeries, then additional surgical Cacilities may be ~ecessary. A decrease or' 
retention DC c:urrent working hOUl'll maY, on the other hand, neceasitate the development DC 
additional ambulatory surgical rooms. If such a development occurs, then a critical review DC 
reimbU1"!leUlent policies of third·party payora and the management practices of surgical Cacilities 
may be warranted. 

4. DiagnOBtic Radiology Services. 

Diagnostic radiology services are aimed at detecting physical disease and other iII·health 
conditions through the uae of radiant energy. All diagnostic radiology techniques are intended 
to provide easential information regarding the structure DC internal body syatemII and are 
applied to a broad range of conditions. Aa is elsewhere. Guam's diagnostic radiology services 
CIIII into five ~tegories. 

General Radiology reCers to the basic x-ray examination DC the body. The images produced Crom 
the conventional x-ray devic:es are limited to the dense structures DC the body, particularly the 
bone!. 

• 
Contraat Radiology refers to the consumption or injeetion of radio-opaque sublltances in 
COI1iunetion with either plain film or fluorOlleopic x-rays. By inserting or injecting the 
appropriate fluid mixtures, the Cunetional characteristics DC certain organs and the distribution 
DC blood in these organs can be explored. Among these are intestinal structures, the kidney and 
liver, the uterus, as well as the skeletal struc:tureoJ. 

DiagnOIrtic IDtrasound is a non-invasive method DC imaging the body's internal structures by 
using high Crequency sound waves instead of radiation (x-rays). Currently. the major appJic:ation 
DC ultrasound technology is concentrated upon studies DC abdominal structures aince the 80ft 
tissues are easily penetrated by lIDund. IDtrasounda can aJso produce trausverse images DC the 
brain and eyes, but thua Car the use DC ultrasounda Cor such purpose!! has been limited. 

Computerized Tomography Sc:anners (CT Sc:anners) emit a thin sheet-like beam DC x-rays that 
penetrate the body and are detected hy ionization ehambera. The detector! Ceed the data into 
a computer which COII8truct8 a 2-dimensional image of the plane's CI'OIIII lleetion. Each eroaa­
sectional image is collected, stored by a computer, and then reconstructed into a number DC 
"slices" to provide a complete picture. Problema with overlapping shadows have been virtulllly 
eliminated. 

Magnetic Resonance Imaging (MRl). sometimes ~ed nuclear magnetic resonance (nmr), is one 
of the most powerful imaging techniques c:urrently available. It involves the use DC a large 
cylindric:almagnet and radio aignaIa to generate thin CI'OII8-IIectio images of the body that can 
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show details that are unobtainable by any other means. 

Nuclear Medicine involves the use of radioisotopes and gamma cameras. lIIjected intravenously, 
certain isotopes lICCtID1u1ate selectively in apecific organa 811 an indicator of function. Gamma 
cameras, or isotope seJllIOl1I, can produce images that illustrate a body pathway, indicate the 
rate of an organ's function, measure the size of a body compartment, or depict focal areas of 
disease within an organ. 

The availability of diagnostic radiology on Guam is contingent upOn manpower and resources: 
The diac:ussion below fcic:uaes on the capabilities and limitations of diagnostic radiology loea1ly 
given the current availability of qualified manpower and equipment. 

.. Service Capabilities. 

The Guam Memorial Hospital is the primary provider of diagnostic radiology on the island, and 
the only provider of CT Sam services. There are, however, privete clinics that do basic x·rays, 
as well as one HMO that performs conventional x·ray examinations and certain contrast studies. 

Radiologic:al serviee capsbilities on Guam have expanded over the years. Through an agreement 
with the Hospital, a privete c:ompsny was recently allowed to utilize a portion of Hospital 
propert, for placement of a mobile magnetic resonance imaging (MlU). Although situated on 
Hospital grounds, the MRI is privetely maintained and operated. 

5. Medical Support Services. 

There are several health care services which do not involve direct medical care, but which 
facilitate the provision of personal health care services. These medical support semees enhance 
the provision of direct services at any point along the health care continuum. They include 
pharmacy services, laboratory tests, vision care, blood banlring. facility mainteDllIlCe and 
housekeeping, 811 well 811 administrative and medical records services. 

.. Laboratory Services. 

C1inical laboratories perform various tests which aid the physician in the diagnosis and 
treatment of patients, and the screening of disease as well. The tests are performed in either 
an inpatient or outpatient setting, and are available at both public and private health care 
facilities. 

Most of the c:uatomary laboratory services are available in aU the laboratories on the island. 
These servic:ea include clinic:al chemistry, hematology, cytology, urina\ysiII, immunology, blood 
typing (ABO and Rhl, and other miseellaneous tests. Blood han!ring is done primarily at Guam 
Memorial Hospital, although the FHP Clinic and the Department of Public Health and Social 
Services do so on a smaller aeale. Microbiology is performed primarily in the hospital or DPHSS 
clinics, although routine studies such as throat, blood, urine, and stool c:uitures are done in the 
privete laboratories. Anatomic pathology is available solely at GMH. Specimens and c:uitures 
for unusual and seldom performed tests are sent to reference Iabe in Hawaii and California. 

'lbinl ReJItIgn 
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However. the DPHSS laboratory serves as a reference lab for the Territory's epidemiologie 
investigations. 

Lab services are concentrated in the Tamuning area, with DPHSS as the only exception. The 
private laboratories, Physician Diagnostic Laboratory (PDL) and Biopathology medical 
Laboratory. as well as the public health facilities aceept the privately insured, the self-paying 
patients, and those on public assistance. The health maintenance organization, FHP. services 
its enrollees primarily but does accept referrals. 

The clinical laboratories are staffed by lab technologists and teclIDiciaos. Neither the personnel 
nor the faci1ities are regulated or 1icenaed by law on Guam. However. the laboratory personnel 
is generally certified by the American Society of Clinical Pathologists (ASCP) or other 
professional organizations. The lab facilities at the hospitsI are evaluated by the Joint 
Commission on Accreditation of Health care Organizations (JCAHO). or by representatives from 
the Health Care Financing Administration (HCFA) in the event that accreditation is pending. 
Private laboratories who participate in Medicare are evaluated and certified on a regu\ar basis 
by HCFA's Division of Health Standards and Quality. 

In addition, the island's laboratories participate in quarterly or monthly proficiency testing. 
Each re!!pective lab subscribes to an independent laboratory which then sends sample!! to the 
local lab faci1ities for testing. The results are returned to the proficiency testing organization 
and eemined for precision and 8CCI1l"1ICY in test results. In return, the island's clinical labs are 
graded and evaluated for performance. 

b_ Pharmacy Services_ 

Pharmacy aenices on Guam are available in various settingll: the local drug stores, the hospitsI 
and clinics, and in freestanding pharmscie!!. Regardless of the setting, the pharmscies are 
staffed by 1icenaed pharmacies and pharmacy aides. 

Pharmscists are highly-trained professionals whose role traditionally baa been one of health care 
support. In recent years, pharmscies in the U.S. have become increasingly oriented toward 
patient care services and this trend baa led to the expansion of the pharmacist's involvement 
in the health care system. Pharmscists have skills and knowledge which they should be 
encouraged to share with patients and other members of the health care team. The pharmacist 
is trained to consult with the physician on the effects of given drugs on various diseases, as well 
as the possible side effects or reactions which may occur with certain drug therapies. Such 
training can be used effectively with patients as well 

The pharmacist's role on Guam baa been limited to the preparation and distribution of 
medicinal and therapeutic products. The pharmacist is often reluctant to practice patient­
oriented services, and the patient is UDlikely to expect such care. However, as the role of the 
pharmacist in the U.S. continues to develop, the expectations in pharmacy services on Guam 
will chauge accordingly. 

The island's pharmacy services can be expanded to include additiona1 patient-pharmacist 
consultations at the time of dispensing druga, DIODitoring of patient complisDce with their drug 
regimen, and increased communication between the phyaician and pharmacist. The medical 
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profession aa a whole baa moved towards diligent patient education and participation in 
individual health care treatment. It is essential that the pharDulcist ill included in such efforts. 

c. VIsion Care. 

Proper eye care involves acreening, diagnosis, aod treatment for ocular disease and systemic 
diPease that affect the visual system; it also includes the measurement and enhancement of the 
visual system'l functional cspabilities and efficiency aa weD. 

Jt. elsewhere, cataracts rank as the leading cause of blindness on Guam. Yet while primary 
pwcoma ill the second leading cause of blindness in the United States, diabetic retinopathy 
ranks second on Guam due to the higher incidence of diabetes mellitus experienced on the 
island. Other leading causes of blindness include ocular iqjury and congenital abnormalities 
(ranked third), as well aa IJIIICU!ar degeneration (ranked fifth). 

Ophthalmologic treatment includes all generally recognized medical, surgica1, optical, and 
orthoptic means. The treatment providers, or ophthalmologista, are phyllicians who have 
specialized training to ocular disease in addition to the usualllkills in defining refractive errors 
aod ocular mus:le jmbelence. 

Optometriata, on the other hand, specialize in the evaluation of the functional ability of the 
visual system, and in the diagnOllia and treatment of refractive error with corrective lenses. 
Often the optometrist ill the initial contact for the consumer seeking eye care, and therefore it 
ill the optometrist who mOlt often provides the preliminary diagnOllia of ocular disease of ocular 
manifestations of systemic disease. 

In addition to the ophthalmologists and optometrists on Guam, there are leveral opticians who 
are I1IWI1ly trained in vocational aool programs to grind lenses aod lit them into £rames. 
Diapenaing opticians, similarly trained, sell and atljust frames to the wearer. Opticians 
frequently work independently or for ophthalm01ogista aod optical dispensing firms, but not 
generally for ophthalmologists and optometrists are licensed on Guam; there are no licensure 
requirementa for opticians. 

8. Other Health Professionals. 

The delivery of health care sen ices baa traditionally been a.ssociated with physicians and nurses. 
In recent years, the health industry baa seen the rise of two new health professions: nurse 
practitioners (NFl) and physician aasiatantl (PJt.). These new health professions developed as 
result of physician shortages, and enabled the limited medical manpower to provide an extensive 
rIIIIge of services. Jt. publie and government olJiciala began to lIclmowledge the emtence of 
neglected areas in health care, the roles of NPI and P Jt. became instrumental in addressing 
problems of availability, accesllibility, and costa of primary care. In addition, the new health 
professionals have demonstrated competence in providing chronic care, in prevention, patient 
education, and health maintenance. More and more, NPI and P Jt. rsise the posaibility of 
medical pnu:tice that ill increasingly independent of physicians. 

The discus8ion below identifies the roles of nurse practitioners and physician Ulliatantl on 



142 Guam Health Plan 

Guam. As health professiona1l! and government officials explore the possibilities for the cost· 
effective delivery of quality care to the ialand's population, a closer look at these new health 
professiona1l! is essential 

a. Nurae Practitioners. 

NW'lIe practitioners are registered nW'l!es who have elected to obtllin additional training in a 
specialty area. The training usua1ly involves between 9 to 18 months of classroom instruction 
and clinical work. ' 

The nW'l!e practitioners work in both private and public health facilities under the supervision­
direct or indirect-of a physician. The services performed generally include the diagnosis and 
management of common acute illness and chronic diseaIIe. Emphasis is placed on health 
maintenance, health education, and COUlllll!ling. 

b. Physician Assistants. 

Physician assistants are trained to be interdependent practitioners under physician supervision. 
The training generally involves a 2· to 3·year graduate program that is offered in either a 
medical school or an allied professional school The fJJ'St year is primarily didactic, while the 
remainder of the program requires its participants to rotate through the various medical 
practices. Upon graduation, each PA sits for a 2·day examination. (Each certified PA is then 
required to fulfill continuing education requirement&, as well as to sit for exams every 6 years,) 

As a rule, the PA takes a patient's history and, unless in doubt, makes the appropriate 
diagnosis and treatment. In the event that a patient requires specialized care an appropriate 
referral to a physician is made. 

E. Me~tal Health Services. 

A community's mental health services system should encompass a continuum from the most 
restrictive (inpatient) settiDg to independent living, with therapy and all necessary support services 
available to those in need. The necessary manpower includes psychiatrists, psycllologists, nW'lles, social 
workers, psychiatric aides, and community workers. 

On Guam, there are severa1 practicing psychiatrists and psycllologists in the private sector. In 
addition, professionals trained in the various fields of psycllology or social work also provide therspy and 
counseling to Guam's civilian papulation. While most mental beaJth needs of the active-duty military 
personnel are met through the military's medical care system (at the Navy Regional Medical Center or the 
Anderson Air Force Base Family Clinic), the militsry, including the local U.S. Veteran's Affairs 
Administration, contracts with local providers through the CHAMPUS reimbursement plan and also refers 
dependents to the Department of Mental Health and Substance Abuse for psychiatric evaluation and 
treatment. 

The Department of Mental Health and Substance Abuse (])MHSA) is the sole public agency available 
and authorized to provide inpatient and outpatient mental health services to the people of the Territory 
of Guam. 
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DMHSA provides a multitude of services and programs through their variOWl administrative and 
service divil!icma, each of which is diacuued below. 

The DMHSA Adult Inpatient Unit is a ahort-term care fllcility that provides treatment for persons 
with mental health problems that cannot be resolved in open society. Treatment modalities include, but 
are not limited to: medication, milieu therapy, music therapy, art therapy, recreational therapy, behavior 
mcvlif ..... tion, and psychotherapy. 'nle Adult Inpatient Ul!it is a sixteen bed fllcility. 

Like the Adult Inpatient Unit mentioned above, the Children's Inpatient unit provides the ssfety and 
security of a twenty-four hours per day locked unit for the psychiatrically ill Children and adolescents who 
are aeriOll8iy emotionally diaturbed, acutely suicidal, psychotic, and/or those with alcohol and other 
substance abuse problems are given IlCUte or intermediate care as necessary in this sixteen bed facility. 

Long-term afteN:are services for the c:bronicaIIy mentally ill are provided by the Department's 
Medication Clinic. This group of clients need periodic evaluations and assessments which require the 
combined efforts of doctors, nurses and social workers. FIVe hours a week are specifically set aside for the 
screening, aslesl'Mllt and evaluation of children. The clinic also has allocated one day escl1 week to 
screen, IUIIIeIII, and pt OCelli persons with out-of-controlsubPtance abuse problems. 

DMHSA is mandated to provide 24-hour emergency care, including weekends and holidays. Clinical 
staff (psychiatrists, psychologist, and a psychiatric nurse) are available on the premises and are on call at 
all times for the Department and the Guam Memorial HOIIpitaI Emergency Room. Services consist of 
immediate s:reening, evaluation, and intervention or treatment for patients who either call or walk into 
the Department, or whD are referred from GMB or other entities. 

The CounIoeIing Services Brandl provides direct cliniA:al services to individual adults and cl1iIdren as 
well as to families, couples and groups of people with problems in Iiving which may or may not occur 
because of substance abuse or mental illness. This branch eenes clients whose c:ognitions are unimpaired 
and for whom the primary treatment modality recommended is psychotherapy. 

The Case Management Branch assists in facilitating the reintegration of mentally ill persons into the 
community by providing individual and family supportive counseling; periodic home visits for assessment, 
intervention, and follow-up supportive care; managed care activities such as client assessment and 
outreach, service planning, 1inkage with requisite services, monitoring of service delivery and client 
advocacy. 

The Drug and Alcohol Treatment Service branch provides assessmomt, education, individual and group 
counseJinWtherapy and aftercare to adults and adolescents who are suffering and recovering from the 
effects of substance abuse. Referrsls are made on a case-by-case basis for other supporting services for 
the client. 

New Beginnings is a l&-bed drug and alcohol residential rehabilitation treatment program for men 
and women dependent on alcohol or other drugs. Its purpose is to help these people identify, underltand 
and change the destruc:tive patterns of chemicaI addietion. In a drug-free community where people ahare 
the everyday respollBibilities of malring a household work, people live for up to six weeks receiving 
individual, group, and family c:ounseIing. Individual ass went and treatment plans are provided by a 
subPtance abuse counselor. Information and referraJp for detoll:ification are necessary. Family and couple 
COIJIIIII'ling, weekly medical ass! "ent by a physician, and six-week aftercare programs for clients and 
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family members are part of the program. 

Adult day treatment services are provided for acute and chronically mentslly ill persons. The services 
offered are primarily in group settings; however, individual and family therapy sessions are also offered. 
This branch operates the Guma Ifil Program. 

The Guma Ifll Program is a fourteen-bed residential program that provides 24-hour supervision and 
a supportive living situation for seriously mentally ill persons as they make their transition to independent 
living in the community. All of the residents receive case management, day treatment and/or medication 
supervision if needed, therapeutic COIDlBeIing for individuals, groups and families (as indicated) and life 
skiIJs education. This is a large step in moving the seriously mentally ill clients toward greater 
independence and self-sufficiency in the community. 

The Prevention and Training Branch provides opportunities for various target groups (i.e., parents, 
youths, school personnel, etc.) to engage in activities which focus on reducing the incidence and prevalence 
of alcohol and other drug-related problems, and to promote overall health and wellneas. Additionally, the 
branch has adopted the national public health model which recognizes that prevention is an ongoing, 
lifelong process and attempts to reduce both the supply of and the demand for alcohol and other drugs. 

Four Special Programs report directly to the Department's director: 

1. Guma Manhoben Program. 

This program provides focused intermediate to long-term treatment services which include a 
low security but structured residential care environment for children (9-16 years of age) having 
established histories of emotiOlllll/behavioral problems. Clients are those who have been 
deemed by professional mental health U! iiient as having serious deficits or maJaqjustments 
and therefore are in substantial need of the program. A range of services are offered including 
milieu therapy, individual therapy, individual and famny therapy, group activities, recreational 
therapy, social casework, and other remedial opportunities and interventions to assist the client 
in developing sociaJ, behavioral and insight competencies to function effectively in his/her 
natural environment. 

2. Therapeutic Foster Care Program. 

This program provides treatment for emotionally disturbed children within the private homes 
of trained families. It provides a home-like environment supported by intensive behavior 
management, crisis intervention and specialized treatment interventions, thereby creating a 
therapeutic environment in the context of a nurturant family home. Therapeutic Foster Care 
is considered the least restrictive of all services for seriously emotionally disturbed children and 
adolescents. 

3. Healing Hearts Center. 

The Healing Hearts Center provides survivonI of sexual assault with a supportive and 
nurturing atmosphere to help begin healing. It is open on a 24-hour basis, seven days a week. 
Aesisting the regu1ar staff are volunteers who have completed an intensive eighty (SO) hours 
worth of training. Healing Hearts offers support, information. and referrals for all survivors of 
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sexual-wt. A specially trained doc:tor or nurse exambm- who can perform the medica1legal 
examination on site, in a safe and wann environment, is available if the survivor wishes to 
pursue reporting the assault to police. Survivors who do not wish to make a report are offered 
a medical examination for their own health. 

4. Regulatory Affairs and Quality Allsurance. 

Quality assurance activities in a health or mental health care institution ensure that servic,es 
are delivered in an raw. opt iste facility of high quality and administered by qualified staff in a ' 
cost-effective manner. 'This program is designed to assure the quality of program services 
offered and to make • ecommendatiims for improvements to the director. 

The Research, Planning and Development branch of Support Services is responsible for the 
writing and preparation of grant applications and grant reports; development and implementa· 
tion of the State Comprehensive Mental Health Plan; capital improvement projects; coordination 
and implementation of in-hOUle and DOA training programs; and the planning and implementa· 
tion of new employee orientation lH!IIIIions. 

The need to prcMde for accurate detailed information for effective treatment and organizational 
management has led to the employment of a management specialist since May 1993. The 
Department has received a stage I, Mental Health Statistical Improvement Project Grant of 
$348,000.00 for a three year project to establish a data collection and decision support system. 
This grant has been awarded by the Center for Mental Health Services. Twenty-two new 
computara and ten aistiDg computers will be connected via a Local Area Network. 

In addition to the regular services provided by DMHSA, each branch aIao offers a variety of 
-w:es to the community. Some I!lIIIiDples are listed below. 

The Department continued its second year of involvement in the Multi-Agency Sexual Abuse 
Treatment Program (MAS.T.). The program entailed an agreement between counselors from 
DMHSA, the Superior Court, and the Navy Family Services Center. It provides a systematic, 
structured group treatment appt'OllCh for incest victims, their mothers. and the perpetrators. 
The long-term treatment is held on Monday eveningB and there are about 50 individuals that 
have been aa:epted into the program. The program'. goal is to cease the re-occurrence of 
sexual abuse. 

A group treatment program for adolescent males with behavioral problems. Family Ties is a new 
program developed and implemented by DMHSA. One of its goals is to alleviate behavioral 
problema and promote understanding between family participants. The Family Ties Program 
developed from an earlier pilot treatment group for adolescent boys with conduct disorders. 

The Na Para Program. was developed and implemented by DMHSA for couples in violent 
relationships. In the Chamorro 1anguage "M para" means 'to stop'. The program includes a 
memorandum of undentanding between the Department and the Attorney General'. Office to 
facilitate referrale and compJiance to treatment. 

The Drug &0 Alcohol Adolescent Group is a ten-week educational/therapy group designed for 
adolescents age l2 to 18. The educational portion uses a variety of different media, i.e., videos, 
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homework, self-tests, etc., while the group portion is a selC-help support-type group with one 
and a haJC hour per week sessions. 

F _ Chronic Care Medical Servicea. 

Chronic illness and long-term physical impairments are major health problems in the United States. 
as well as on Guam. This is a result of lower mortality from infectious and parasitic diseases, acute illness, 
and injuries; improvements in medical technology and care which prolong life for those with chronic 
problems; and increased social stress. 

Chronic diseases can cause death in any age group; however, they are much more frequently the 
cause of disability and death for those aged 45 and older. Elderly persons often suffer from multiple 
chronic conditions; circulatory system diseases, diabetes and arthritis are particular problems of the older 
population. 

Unlike acute illness, chronic illness is often gradual in its onset and of a lifetime duration. In some 
cases, chronic conditions stabilize over time. In others, the individual's condition deteriorates, sometimes 
with periods of stabilization or even improvement between periods of decline. Receipt of chronic care 
services for a particular condition does not preclude the need for preventive, acute, or rehabilitative care. 
A chronic condition may increase an individual's susceptibility to other iJlnesses and may, therefore, 
increase the need for and use of other components in the health care system. 

Chronic care aervic:es are designed to maintain a chronically ill or diaabled individual at an optimum 
level of functioning. Medical care and maintenanee aervic:es (as described in Section I of this chapter) are 
necessary to control the effects of the disease or disability, prevent deterioration due to chronic conditions, 
and enhance an individual's ability to function as independently as possible. Chronic care medical services 
are provided for Guam'8 population by aU the medical providers. In addition there are severs! speciiIC 
programs for persons suffering from hypertension, diabetes, arthritis, end stage renal disease (ESRD), as 
well as lytico and bodig (AlS and PD). 

1. End Stage Renal DiIIeaae (ESRD) and Chronic Renal Dialysis Servicea. 

End stage renal disease (ESRD) refers to the state of advanced renal impairment which is 
irreversible and can lead to death · if untreated. Once diagnosed, ESRD patients genersJJy 
undergo renal dialyais for the remainder of their lives. 

Renal dialysis is a process used to remove harmful waste products from the blood of persons 
whose kidney function is impaired or has stopped. The renal dialysis process performs the 
kidney's purification function. The most common form of dialysis treatment is hemodialysis 
which entails circulating the patient '8 blood through an artificial kidney machine to remove 
impurities caused by the body's metabolic processes. 

Peritoneal dialysis is another method of purifying the blood. This pi ocess introduces a chemical 
solution into the abdominal cavity of the patient to remove waste products from the peritoneal 
membranes and flush them out of the body. 

Dialysis treatments can be received at home, in the hospital, or at a center. Many patients, 
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when properly instructed, can reeeive their diaIyIIia at home. Thill requires the necessary 
equipment a trained partner, and the availability of purified water and a back-up electrical 
system. Home diaIyIIia is preferred by many patients because of the increased freedom and 
fiezibility. It has also proven to be more cost-effective. Home diaIyIIia is not suceessful when 
initiated at the onset of treatment, as persona who have settled into the routine of diaIyIIia at 
a center become dependent on the center and its staff, and are therefore reluctant to switch 
to home dialysis. 

Dia\yIIia at a facility or center can either be self-administered (peritoneal dialysis) or staff­
lISIIiated Chemodialyllia).- Peritoneal dialysia patients have been trained to dialyze themselves 
with minimal assistance under appropriate profeuional superviaion. Hemodialysis patients are 
those who are unable to perform any of the diaIyaia tasks for themseIvea. Hemodialysia is more 
expensive than peritoneal diaIyaia because it requires a greater amount of staff time and 
supervision. 

An EaRD patient usually requires three treatments per week in order to make dialysis effective 
and to prolong the life of the patient. Treatments normally Iaat &om S to 4 hours, and in some 
instances even longer. An EaRD patient must receive diaIyIIia treatments for the rest of his or 
her life unless he or abe has a succeaaful kidney transplant. Dependency on the kidney machine 
becomes a fad of life and must be accepted as such. 

A number of non-medical problema face the diaJyIIis patients. They are of an economic, aoc:ial, 
and emotional nature brought on by the c:hanges in employment status and interpel'llOnai 
relationship with family members and friends. Furthermore, there is the immen .... streea of 
coping with a life-threatening disease. 

The EaRD facility must therefore be more than just a treatment center for the diaeue; it must 
also consider the emotional, financial, vocational, and rehabilitative needs of 'the patients. 
Patient eare plana at the hemodialyaia facility must reflect the peyclllHlOcial and functional 
needs of the patient. The extent to which these needs are addressed by a facility are 1DI\i0r 
determinants of the acceptability of the eare and the patient's active participation in treatment. 

Guam Memorial Hospital provides hemodialysis for EaRD patients. Hemodialysia eare is 
provided by an interniat/nephrologiat, who supervises a staff of 9 nurses and 6 hemodialysia 
tf":/IDiciana All personnel have received specialized training in dialysis. There is an initial 
training and orientation program for new staff members, and continuing specialized in-service 
training for all staff members in the unit. 

In July 1995, the unit provided 308 hemodialysis treatments per week to 102 patients. 
Peritoneal diaIyaia is done for emergency calles only at GMH and is done within the hospital but 
not in the diaIyIIia treatment room. For renal dialysis to be effective, 3 treatments per week 
for eacll patient are required. However, due to lCbedu1ing difIicultiee, advene medical 
conditions of the patient, or unavailability of a diaIyaia station, a patient sometimes receive only 
two treatments per week. Currently, 99 patients receive treatment three times per week; 2 
receive treatment five time per week; and, 1 receives treatment twice a week. 

Complimenting the hemodialysis treatments at the hospital is peritoneal dialyBia, a service 
available at the Pacific DialyIIia Clinic. The clinic has a total of 41 patients receiving peritoneal 
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dialyms treatmenta. Each patient 1Uldergo a 15 day training period on self-administration of 
treatments. Patient cost per day during the 15 day training period is $258.40 for Medically 
Indigent Program cHenta and $300.00 for insured cHenta. Upon eompletion of the training, 
patienta administer treatment to themselves at home and are charged a daily rate of $105.60 
for MIP cHenta and $200.00 for insured cHents. The monthly follow-up viaita to the PacifIC 
Dialysis Clinic are included in the daily rate. F"1fty percent of the peritoneal dialysis patienta 
are covered by the Medically Indigent Program. The number of patienta seen at the clinic per 
day varies from 4 to 13. 

Table 54 shows the annual cost an ESRD patient incurs for 'treatment under the various 
funding source baaed on three viaita per week. ' 

A kidney transplant is the preferred aitemative to hemodialysis. Transplantation is a surgical 
, procedure that involves the removal of a kidney from a donor, preferably a patient's relative, 

or a cadaver, and the substitution of the donor kidney for an individual's nonfunctioning one. 
The major impediment to a auccesafuI transplantation is the transplant patient's rejection of the 
new kidney. When this oecurs, the patient has to return to hemodialysis or wait to receive 
another donor kidney. 

'hbIe64 
a-u·.,.1UId Peri ..... 1 J)IaIyIda 

Ti ...... t Yearly CoBC; - July .... 

Hemodlalysla Treatment Peritoneal Treatment 
Funding Souree Annual Cost Per Patient Annual Cost Per Patient 

Medicare 
MIP 
Private IDsurer 

.18,892.00 
20,904.00 
81,200.00 

.18,892.00 
18,473.80 
31,200.00 

Source: Guam Memorial HOBpitai AuthOrity, Department of Public Health and 
Social Servioell, Paclflc D1a1ys1a, Guam 

The chances for long-term kidney survival are 70 to 90 percent when the donor kidney eomes 
from a sibling or parent and is well-matched. Chances for kidney survival when organs are 
ta1ten from cadavers drop to 40 to 60 percent, since there is a higher risk of rejection. The ages 
of both the donor and the receiver of the kidney are determining factors in a succesaful 
transplantation. Additiona1ly, such operations tend to be more IIIlCCeS8fi.d when performed 
during the first year of dialysis. 

A succesafulkidney transplant offers aeveraI advantages over Hfe-long hemodialysis, mainly an 
improved quality of Hfe due to greater energy and vitality, a 1ess restricted diet, and freedom 
from the twice-weekly dialyms treatment. Kidney transplantation, if succeaful, is also the leas 
costJy method of treatment for ESRD patients. The one-time cost for surgery, approximately 
$30,000 is about the same as the cost for 1 year of staff-assisted hemodialysia. Maintenance 
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care, and immuno-suppresaive drug therapy after surgery costs about $5,000 per year, which 
ill considerably lower than the costs of dialysis for the same period. 

Federal policy stipulates that every person diagnosed with ESRD is to receive appropriate care 
regardlesa of his or her ability to pay. Public Law 92·603, Section 2991 was enacted in 1973, 
and mandates that quality medical care must be accessible to all ESRD patients, and must be 
provided in an efficient and COBt-effec:tive manner. 

The Medicare program was charged with the responsibility of providing coverage to eligible 
ESRD patients under both parts A and B, subject to the standard deductibles and coinsurance 
conditions. Part A covers hemodialysis services in all settings (inpatient, outpatient, free­
standing and home), as well as the hospital and surgical costs involved in a kidney transplant. 
Part B pays for sen ices provided to patients hospitalized for routine maintenance diaIyaia. as 
well as for outpatient diaIysia lervices provided in any diaIysia facility. Part B also reimburaes 
for the rental or purchase of equipment and necesaary aupplies for both transplant and dialysis 
patients. 

On Guam, ESRD patients under Medicare pay 80 percent of the charges for dialysis. 'Ibis does 
not include physician charges for services rendered during the dialysis aesaions. MOIIt of the 
GIlBID ESRD patients (about 70 percent) are covered under Medicare; the othera are covered 
by Medicaid and private insurera. For those ineligible for any of these program, the Medically 
Indigent Program pays for the required dialysis services and phylrician costs. 

2. CbroDic Cue for Lytlco (AlB) and Bodig (PD) Patient.. 

At present, there are 140 confirmed CBSS or I,ytieoIbodig in GUBID. The number of people 
diagnosed with the disease iI decreasing as patients are pa-ing. They receive chronic medical 
care on a regu1ar basis at the cIinica. Sa. ices COIIIIiIIt or laboratory tests and pbyaician visits 
to monitor the progreMion of the dilease. CT IICIIDS, EEGa, and EMGe are !!dministered as 
necesaary. 

Some of the patients are admitted to St. DomilUc's for custodial care at a rate of $90.00 per 
day. The Medically Indigent Program was charged with the responsibility of paying the 
9pensetl for all care related to these conditione during the 1980's into the mid· 1990's based on 
two reasons: 

Care must be given on a continuous basis to the lytico and bodig patients, and 

DOne of the major heelth insurers provide coverage for these dis_ 

However, due to the Government's financial situation and the debate posed on funds to provide 
free care, patients with these diseases and the three other diseases (BSRD, diabetes .insulin, 
tubercuiOllia) under the free care program must undergo a meana test, P . L. 23·35 to qualify for 
government assistance. Patients not meeting the eligibility standards and the meana teat must 
pay out·or·pocket or through a heelth inaurance plan that covers th_ diseases 
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G. Habilitation and Rehabilitation Services. 

Habilitation and rehabilitation services are intended to &Mist the developmentally disabled individual 
in acllieving or restoring his or her fullest pbyaical, mental, socia1, vocational, and economic capabilities. 
This definition addres8es a wide range of patienta and services. The deaf; blind. mentally ill mentally 
retarded. physically handicapped. and socially and culturally disadvantaged are all included in the 
rehabilitation target population. Services available include phy1rical, oreupational, speech, language, and 
recreational therapy, medical restoration, edueation, emotional and vocational coWUleling, as well as job 
training and p1acement. Not all of the patienta require or receive the same services, but the same steps 
are included in every penon's habilitation/rehabilitation process. 

Step 1: 
Step 2: 
Step 3: 
Step 4: 

Evaluation of the patient's condition and prognosis. 
Treatment and/or training. 
Referral or p1acement. 
Follow.up to guarantee continuation of any services needed. 

Many states have combined all physical restoration services into Comprehensive Physical 
Rehabilitation Facilities. Aa yet there is no such facility on Guam. Instead, services are provided in 
various aettinga by a multitude of care gM!ra. 

1. Guam Memorial Hospital. 

The rehabilitation services available at the Guam Memorial Hospital include medical restoration, 
as well as physica1, oreupationa1, and recreational therapy. In addition, the hospital regularly 
conducts patient status evaluations for referrals to the Department of Vocational Rehabilitation 
(DVR), and can perform evaluations for placement testing as needed. Inpatient as well as 
outpatient services are offered M~ through Friday between 8 a.Ol. and 4:30 p.ol.; all 
services are on a 'first come first served basis. 

The habilitation and rehabilitation staff at the hospital consists of one physical therapist, three 
physical therapy technicians, one oreupational therapy technician, one recreation supervisor, and 
two recreational therapy teclmiciana. The hospital operates under a fee schedule; charges 
depend on the treatment ordered and the time spent. 

The hospital's service capabilities are limited by a Jack of resources. There are several unfilled 
positions for physica1, occupational, and speech therapists; and certain conditions, such as closed 
head injuries, cannot be treated because of a shortage of qualified staff and proper equipment. 
Moreover, no psychological cOWUleling for the disabled ill offered. As a result it is unlikely that 
Guam Memorial Hospital can function as the island's Comprehensive Physical Rehabilitation 
Facility at this time. 

2. Department of Education. 

The Department ofEdueation, through ita Division ofSpeciaJ Edueation, offers habilitation and 
rehabilitation services to children from pre-school through the age of 21. These services range 
from identification and screening, through education and therapy, to job placement. 

Though the Division of Special Education offers the widest ranging continuing habilitation and 

'l1aird EdItion 

I 
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rehabilitation servic:es 5 days a week during the g·month lICbool year. it ill not without its 
problems. Stafting shortages pose the greatest concem. There ill a need for psychologists, 
vocational instructors, elementary and secondary speciaJ education teachers. as well as physicaI. 
occupational, 1anguage, and rec:reation therapists. 

Addressing other additional needs, more vocational program for secondary students and 
residential treatment centers for emotionally impaired children, ill also dependent upon funding. 

3. Department of VocatiODal Rehabilitation. 

The Department of V ocational Rehabilitation (DVR) offers an array of servic:es for the physically 
and mentally impaired with the goa1 of preparing these individuals for gainful emplayment. 
'These lib .ic:es include but are not \imited to: diagnosis and evaluation (medica\, vocational, and 
psycho-social); counseling; medical restoration (corrective ~ry and therapeutic treatment); 
boepitalization; prosthetie and orthotic devic:es; eyegIasaes and visual services; all aspecta of 
vocational training (training and training materials, job placement, tools, initial stocks and 
supplies, and IIIIlIIIIgIlDIent servic:ea for amall bn±eaes); interpreter services, daily Iiving skills 
instruction, and rehabilitation teacher services for the blind; transportation; advocacy and 
support services for persons with disabilities and their families; and any other goods and 
services necessary to render a handicapped individual employable. Other than counseling and 
p1acement, most of these services are purchased from private practitioners and facilities. 

In addition, DVR administers the Developmental Disabilities Program; and the Disability 
Determination Service Program.; DVR also o.a sees the Guam Rehabilitation and Workshop 
Center. Inc. The Developmental Disabilities Program identifies gaps in the service network for 
dewIopmentally impaired individuaJa who are ineligible for lib .ices by any agencies or 
organizations due to severe disabilities. The program is 90 percent federally funded. 

The Guam Rehabilitation and Workshop Center. Inc. provides vocational and work evaluation, 
personal and work·alijustment, and job p1acement to DVR clients and sheltered workers who 
are unable to enter the competitive 1abor market. 

All services to clients are free of charge, including the cost of orthotic and prosthetic devic:es and 
other special appIianc:es. DVR pay!! the private practitioners and facilities who render services. 
Counaeling and placement services are avai1able at DVR from B a.m. to 5 p.m. weekdays; all 
other services are avai1able at the discretion of those offering them. 

4. Department of Labor • Guam Employment Service. 

The Guam Emplayment Service (GES) of the Guam Department of Labor acta as a job market 
for all those seeking jobs, including persons with disabilities. It has no organized program for 
servicing persons with disabilities, but offers job counseling to prepare them for entering or re­
entering emplayment. Counaeling is offered 5 days a week, from B a.m. to 5 p.m. 

& a pre-requisite for many federal grants, the Guam Emplayment Service is required to have 
at least one person equipped to handle the needs of persons with disabilities applicants. 

For emplayment service purposes, the GES utilizes a long \ist of handicapping conditions which 
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range from missing digits and limbs, blindness, and respiratory impairments, to being a law 
offender, alcoholic or drug addict. 

Two main barriers to effective utilization of persons with disabilities remain: fear and money. 
Potential employers are hesitant to hire disabled workers because of tbeir perceived limitations 
and misunderstanding of the prospective employee's disabilities. Some disabled employees have 
lost self-esteem, little self-confidence, and often refuse positions or fail to show up for 
interviews. These are areas in which counseling may help. Budget constraints limit the GES 
to only one person who can concentrate on job placement for the handicapped. and limits the 
available jobs. No expansion of the counseling program is expected in the near future. 

FHP offers physical therapy treatments on an outpatient buis, between the hours ofB a.m. and 
6 p.m. Monday through Thursday and from B a.m. to 12 p.m. on Saturday. 

A standard viait may include whirlpool treatment, hot or cold packs, wound care, electrical 
muscle stimulation, therapeutic exercil!e, ultrasound gait training (in which a patient is 
instructed on how to improve walking after having suffered a stroke or the amputation of a leg), 
or any combination thereof. Although the FHP Guam Medical Center's Physical Therapy 
Department does not supply or fit special appIiances such as orthotic-prosthetic devices or 
hearing aids, they do order appIiances for patients from a Hawaii supplier who visits Guam 
every three months. In addition, the physical therapists will traio the recipient in the use of 
the assistive device and offer counseling to the recipient's family. 

H. Long-Term Care. 

Long-term care refers to a continuum of interrelated health and socia1 set vkes. This encompasses 
both institutional and non-institutional services and requires coordinstion of public policies, funding, and 
case IDIII1Ilgement to provide apptoptiate options for services to individuals whose needs inevitably change 
over time. Long-term care is intended to provide the individual users with choices among a variety of 
services, used singly or in combination, that will minimize the disabilities of chronic: disease or debility, 
support as independent a lifestyle as is practical, and prevent further compIication of chronic health 
conditions. 

Long-term care and services can be provided in a facility, in a community. setting, or brought into the 
homes. Sometimes services move from one setting to another, or overlap. Medical chronic: care and 
rehabilitation services have been dis:ussed in previous sections of this chapter; institutional, community, 
and home services are detailed below. 

Currently,long-term institutional care is provided by the Guam Memorial Hospital Authority and the 
Saint Dominic's Nursing Home. There are 33 beds for skilled nursing level care at the Hospital 
Intermediate and custodial care is available through the 5t. Dominic's Senior Care Home located in 
Barrigada Heights. 

5t. Dominic's Senior Care home accommodates the frail and disabled persons in true need of 
institutional care, either at the intermediate or the supervised residential care level However, 
institutionaIization should take place only as a last resort. Every effort should be made to retain a person 
at home in his familiar surroundinga as long as possible. 
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Home health care is provided by nurses eRNa, LPNs, nurses' aides) from the DPHSS Bureau of 
Commwlity Health and NuraiDg Services, who visit bedridden patients at home and tend to their medical 
needs. The nursing services are augmented by home visits from the Catholic Social Services Homemak­
ers/Health Aides who perform light holJllekeepiDg, meal preparation, and penonal care services. Medicare. 
Medicaid, and private insurance compmies reimburse for services rendered by the Bureau; and the 
HomemakerlHealth Aide Services are funded under Title m of the Older Americans Act. 

FHP. Inc. and Health Maintenance Life (HML). hoth HMOs, offer home nursing services as well. 
These services are available to FHP and HML subscribers in need of home health care. 

The Interfaith Volunteer Caregivers program was recently est.abliahed to provide friendly visits and 
escort services to the frai1 and disabled. This pilot program is funded by the Robert Wood~ohnson 
Foundation and relies on volunteers from various religious denominations in the commwlity. The program 
intends to promote the IIOcial and emotional well-beiDg of shut-in and isolated persons through regu1ar 
visits, or to provide a few houn of respite for the regular care giver. 

Most of the public services available to the elderly are provided through the federal Older Americ:ans 
Act, Titles m and IV. which are administered by the DPHSS Division of Senior Services (DDS). The 
Division provides all administrative functions for the services as well as the Information and Referral 
Program for Seniors. The other serW:es are contrected to providers in the commwlity. These services 
generally favor the more able-bodied and ambulatory seniors on Guam. 

The Guam AJmociation of Retired Persons (GARP). for example, operates the 16 Senior Centers 
around the ialand. Its subsidiary, SPIMA (Servi.cio Para I MaMMo), provides transportation serviceII for 
Guam's elderly and handicapped persons in mini-vans designed to lICCOIIIIIIodate wheeJchairs. General 
Enterprises is contracted by DPHSS to prepare meale for those at the Senior Centers and for the 
homebound clients as we1l. 

Housing aasiatance for needy seniors and disabled persons is provided by the Guam Housing and 
Urban Renewal Authority (GHURA) through its Section 8 program. GHURA developed GUIDa 
Tranki1idad, a housing project specially designed and built for able bodied seniors, and has plans for simi1ar 
housing developments. 

Legal aid for the elderly and disabled are available through Guam Lep1 Services, and job training 
and placement for seniors are offered t.hrotigh the federalJy funded Senior Commwlity Services 
Employment Program (SCSEP). Those needy elderly or disabled persons who are unable to work are 
usisted through the Food Stamp Program, cash psyments under Old Age Assistance or Aid to the 
Permanently and TotsJJy Disabled, and the Medicare of Medically Indigent Program. 

In addition, cue IJIIInIIgement is available for persons who can no longer take care of their own affairs 
and who need aasistance in obtaining IIOcial or medical benefits. Catholic 5oc:ial Services is contrected by 
the Division of Senior Citizens to provide case lIIImIIgeDIent to Guam'. seniors, which includes referra1a 
to appropriate agencies or programs, and follow-ups on such referrala. 

The previoUl sections examine long-term care services provided to Guam's frai1 elderly and 
handicapped persons. Institutional long-term care at the intermediate and CUItodiallevel is inadequate 
in terms of setting as well as availability. 
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Changes in Guam's society have limited the possibility of keeping the elderly and disabled at home. 
The traditiona1ly close-knit extended famiJy unit has been replaced by nuclear ones. Most of the seniors 
with families on Guam have adult children who work full-time and cannot afford to forego employment and 
income in order to stay at home with the ageing or disabled parent(s). The elderly without families have 
no choiee but to Jive on their own. As a result the able-bodied elders are left to care for themselves at 
home; those who need constant care and supervision but are not quaJified for skilled nursing level of care 
are pJaced on the waiting Jist for admittance to the St. Dominic's Senior Care Home. 

The choice between caring for oneself at home or being admitted for institutionalized Care need not 
be the only choiee. Other communities, faced with similar problems, have ameliorated them by 
implementing services that are designed to help a family with the care of a frail or feeble relative, while 
allowing family members to work, or to provide a family for a singJe, older person. 

Senior or Adult Day Care, Foster Care, Respite Care, and Hospice Care have become successful 
alternatives to institutionaliz.ation. Additiona1ly, in-home services have been increased and cash ineentives 
have been offered to provide support to families wiling to care for their elders at home. Each of these 
programs has been developed to prevent early and inappropriate institutionaliz.ation, as well as to provide 
a less costly alternative to institutional care. 

Senior day care centers have been in the mainland United States and the European countries for 
many years, and enjoy great sua:esa. These centers provide a level of care for senior citizens who are no 
longer capable of rl"maining in their home environment unattended, but do not need 24-hour institutional· 
ization. A day care eenter offers a person a therapeutically structured day while allowing him or her to 
remain within the community for as long as possible. Responsibility for the elderly in the evenings and 
on weekends remains with the famiJy, thus preserving close family ties and preventing institutionslization. 

Senior day care has been contemplated by Guam's care providers for many years. Severa1 studies 
have shown that such care is needed, is appropriate, and would be acceptable to the island residents. The 
lack of a suitable facility and funding Cor the day care eentar operations have, however, prevented senior 
day care from becoming a reality. 

Family foster care provides frail elderly and handicapped individuals an alternative to ICF or nursing 
home care by placing individuals in family settings. Usually, appropriate social and medical support 
services are provided as a component of the program. 

Foster families are recruited from the community and are screened extensively for suitability. All 
families found acceptable must successfully complete the family care training. The training covers practical 
aspects of caring for a handicapped or elderly person at home, including personal hygiene, bladder training 
and incontinence care, skin care; exercise, special diets, nutrition, and medication. The Comprehensive 
Family Care Manual is provided during training and can be used for further referenee. 

The Cash Incentive program functions similarly to the Foster Care Program, but the caregivers of 
the frail or disabled persons wou1d be relatives who have elected to quit work or stay unemployed in order 
to take care of the relative at home. Training and supervision would be the same as in the Foster Care 
Program; and the families would receive cash support for the provision of full·time care at home. . 

Respite care offers short-time relief from patient care, ranging from a few hours to several days, to 
families and caregivers. This relief time is intended to avoid or delay institutionaliz.ation, by lending 
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professional support to the caregivers IIDd ameliorating the problema that result &om the constant strain 
of caring for a sick or diaabled person. Respite care can either be provided in the home by a person 
temporarily moving in, or in a facility which ill orpnized to provide such services. On Gwun, such serviees 
wiD be partieularIy helpful to those people who need to travel off-island for medical or family reasons, and 
who have no one to look after the patient during their absenee. 

The eoneept of hospic:e care for the terminally ill is relatively new, but baa found great aeeeptanee 
in a short time both in Europe and the United States, Hospiee invoivell the ak:iIIed and comJlllllllionate care 
for the dying IIDd their families. Hospice is a program rather than a facility. It can function as a home 
care program or as a department in a hospital. The program is designed to give a patient a ehoiee as to 
his p!aee of dying. If he or she wanta to die at home, then the support services of a multi-disciplinary team 
of physician, nlll'8ft, aoc:iaI workers, and hospice volunteen wiD help the patient and family to do so. 
Should the care at home beeome too difJicult, then the patient can be moved to the hospital, with the same 
multi-dlaciplina team following him. 

Guamanian families draw together and support eaeh other when one of their members dies. Rituals 
have been established over the eenturies that are eomfOTting to the bereaved and ease their mow,Ung. 
However, there are now many non-Guamanians J'e8iding on island, many of them without famlIy support. 
For these persons, a hospice program beeomes a neeewity, as weD as a less eostIy alternative to 
hospitalization. & Medicare now JlIIYII for hospice serviees, Guam's health care providers are exploring 
the feasibility of adding hospiee care to the island's long-term care eontinuum. 

Long-term care is eostIy care. High eosta are ineurred by a population with proportionally small 
incomea. Aerisis in the finllJlCing oflDnlf'term care baa developed in the United States due to an inc:rease 
in the number of aged and an inerease in longevity. People live longer, have more ehronie diseases, and 
need more eostIy care. 

In the mainland, institutionallDnlf'term care is primarily finaneed by Medicare, 881 (Supplemental 
Seeurity Income) and Medicaid. Very few health insuranee eompanies eover expenses for long-term care 
in institutions. On Guam, 10ll8"term care services are finaneed through various programs. 

Long-term services provided in the home are reimbUl1l8b1e through Medicare and Medieaid, as well 
as by most HMOs and third-party insurers. In-home serviees, such as the Homemaker/Health Aide 
programs, are financed by Title XX funds and Title m, Sec:t.ions B and C of the Older Americ:ans Act.. 
Eaeh of the homeeare serviees-baa proven to be eonaiderably more eost-elreetive than institutional care. 

Senior day care is an optional servic:e provided under Medicaid and reimbursed under 881 Title XIX 
of the senior day care eenter follows a mediea1 model For a aoc:iaI model of day care, Title XX monies are 
used. In addition, Title moB monies for nutrition can be eomhined with the above funds. 

Foster care for senion is usua1Iy funded by the Titles XIX and XX monies with loealsupplementa. 
Community-based long- term care activities are mostly provided through the title m monies, augmented 
by loeal funds, or are finaneed through phi1anthropie granta. Hospiee care is reimbUl1led under a apec:iaI 
provision of Medicare, and some HMOs IIDd third-party payers have added such care to their henefita 
pacltage. 

Laclt of financial resourees is not an aa:ess barrier to in-home services for any Guam senior; however, 
the eurrent programs are understaffed and cannot meet the ezisting demand for home care nursing and 
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in·home support services. The fllWlCing of institutional long-term cme, on the other hand, presents a 
uugor problem for individua1s, families, and the community at large. No federal support monies are 
available for any care below the SNF level. Medieaid under Title XIX and Supplemental Security Income 
funds are used in the U.S. mainland to provide supervised residential care and intermediate nursing care 
for the physically and mentally disabled and fraiL Guam receives neither Medicaid nor 881 monies for 
these purposes. 

I. Alternative Health Care Providers. 

Due to Guam's location as weD as its historie bsckground and ethnic: composition, health services are 
provided in various ways. On the whole the western model of medic:a1 care has prevaiJed, and in the last 
few years this model has been slowly expanding to inc:o. porate the emerging health professions. Among 
these growing professions are the doctors of c:iUroprac:tic: whose services are now being used on Guam 
either as a supplement to medic:a1 care or as an alternative. 

In addition, the older Cbamorros and people from the Asian countries feel in many instances more 
comfortable with "native" or traditional health providers. These include the Chamorro 1IIU'Uhanas. 
surahanos, and kakahnas, the Filipino hDots, and the more widely known acupuncturists from the east 
Asian countries. 

1. Suruhanu or Suruhanoa. 

These are native healers who use natural berbe in combination with m_ge to cure a variety 
of aiJments. The name is believed to come from the Spanish word "cirujano," for the ship 
doctors who c:sme to Guam with the Spanish galJeons. 

Suruharuis and suruhanOll are c:onsidered to be 'good" people who have received their powers 
from God. In addition, it is also believed that the pow ... 8 are inherited, and that they usuaJly 
stay in the family. However, if there is no famiJy member who can continue with the heaJing, 
then a suitable apprentice is trained. A working knowledge of curative herbs, where and when 
they grow, how they are converted to medicine. as weD as anatomy of the human body is taught 
over the c:ourae of aeveral yeara. Being a auruhana or a suruhano relies heavily on former 
experience and suc:c:essea with a partic:ular treatment. Some IIUf1lhanss and suruhanos 
specialize in partic:uJar fields such as problema of pregnancy and c:hDdbearing. others wiD treat 
matters related to the skeletal or musc:uJar system. 

A combination of massage and appropriate herbs, mixed and usually brewed into a liquid or tea, 
is said to cure the foi1owiug aiJments: 

Shortness of breath/asthma 
Problema with sleeping 
Loas of appetite 
Pain of any kind 
Problema with the eyes or ears 
High blood pressure 
Control of fevers and c:hiIIa 
ParaJyaia and shalring 
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Mental illness 
Skin disorders, boils, and sores 
Stomach ailments, diarrhea 
Diabetes 
Female problema, infertility 
Problema ofpregnaDCy, breach positions 
Impotence. 
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Many people swear by the suruhanaa and suruhanos, claiming that they have been helped by, 
the traditional healers ilfter western medicine failed to do so. Sua:esa in the control of high 
blood pressure and diabetes through the regu1ar intake of herbal infusions has been 
documented. 

A suruhana or suruhano does not eharge a fee. It is believed that by taking money for the 
healing, the power to heal would be lost. Therefore, compensation is usually in kind, and left 
to the individual. Fresh tiab. produce from the garden or farm, or groceries are an accepted 
mode of payment. Suruhanaa and suruhanOll also refuse to advertise for business. Either one 
1m0W1l one of the healers, or is referred to one by an intermediary. No licensing requirements 
have been established for !uruhanM or suruhanOll. 

2. HIlota. 

Hllots ere traditional Filipino healers, who function much the same way suruhanIIII and 
suruhanOll do. Naturally, the hDot's senicea ere used more frequently by those of Filipino 
deacent than any other ethnic group. 

3. Kakabn.,. 

This partieular group of healers is no longer as prevalent now as it was in the years before the 
second World War. Kakahnaa healed through supernatural powers and were also considered 
to be &OI'CeI e. s who could be hired to put speIla on peop1e and make them ill. Folklore holds 
that kakahnaa could invoke the souIa of the desd, the "anite', and could communicate with the 
Taotaomonaa, or 'Old People," who ere believed to be the spirits of the ancient Chamorroa that 
have returned to the island to watch over the right and wrong doings of the island's inhabitants. 
Taotaomonaa are supposed to guide the suruhanaalsuruhanOll or kskahnaa to the proper 
medicinal plants in the jungle. 

Kakahnaa are feared and avoided by the island people when not needed. They have largely 
dissppeared on Guam, but ere still found and feered in the neighboring islands of the Northern 
Marianaa. 

4. Acupuncturi8ta. 

The healing method of 8CUpUIII:ture came to Guam from the East, mostly mainland China, 
Taiwan, and Korea. The practice refers to the stimulation of a certain point or points on or 
near the surface of the body by the insertion of needles. Acupuncture is intended to prevent 
or modify the pen:eption of pain, or to normalize physiological functions. Acupuncture effects 
pain contro~ treats certain diseases or dysfunctions of the body, and generates a feeling of 
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general weIl·being. 

Acupuncture has been employed in China for several thousand years and is still practiced 
throughout China lIS the major form of medical treatment. It has found great acceptance in the 
Western World, particularly in Europe IUld the United States. It is non·invasive, non·toxic. and 
does not produce harmful after-effects. At times acupuncture is enhanced by the application 
of electrical currents, the use of oriental ma •• "IIP., such lIS-acupr~ breathing techniques. 
exercise, nutritional advice, and the prescription of drugless substances and herbs as dietary 
supplement to promote better health. 

Usually 3 to 5 treatments are needed to give a person relief from his pain or illness. Chronic 
illness requires more treatments than acute cases. Coat of acupuncture is currently in the 
range of $50.00 to $100.00 per visit. Herbal prescription or dietary supplement are sometimes 
included in these prices. 

The fact that the major health insurance companies have included the costa for acupuncture 
treatments in their benefit packages is evidence that this method of health care is becoming 
more IUld more acceptable. In may states of the U.S., Medicare aIao reimburses for 
acupuncture. 

On Guam, various insurers, lIS well as Workman's Compensation pay in part or in full for 
acupuncture treatments. Medicaid at this time is not able to pay for acupuncture due to 1aclt 
of funds, IUld our ma,ior insurers, FHP, Staywell, GMHP, Health Shield, and Multicover are 
currently not reimbursing for such care. 

II. Chiropractors. 

Chiropractic is the llCience IUld art of examination, diagnosis, IUld treatment of the body by 
manipulations of the spine IUld other articulations of the body to cure illness and alleviate pain. 
Treatment CIUl be in COI\iunction with the application of heat or cold, light, electricity, and 
mechanical and nutritional modalities. Treatment CIUl improve IUld properly maintain collateral 
IUld reciprocal innervation, which in tum will stimulate the neuromU8CUiar functions of the 
afferent, autonomic, cerebro-spina1, exitory, inhibitory, motor, parasympathetic, IUld efferent 
nervous systems. Chiropractic healing is based on the princip1e that a misaJjgned spine will put 
pressure on the various nervous systems thereby causing illness and disease. Consequently, 
treatments to a1ign the spine properly will alleviate pain IUld cure illness IUld disease. 
Chiropractic services are now being used in Guam as primary care providers or l1li a supplement 
to medical care. 

Chiropractic is performed by a Doctor of Chiropractic, who has trained and received a D.C. 
(Doctor of Chiropractic) degree from an institution accredited by the Council of Chiropractic 
Education (CCE). Licenaingrequirements stipulate that IUl appliClUlt must have graduated from 
IUl accredited school of chiropractic; must have satisfectorily completed one year of internship 
training; must be at leaat 21 years or older; must be a U.S. citizen or a permanent resident of 
the United States; and must be a person of good moral character. 

At present, several private insurance companies, l1li well l1li workman '8 compensation, provide 
coverage for chiropractic treatment; Medicaid is unable to do 80 due to the unavailability of 
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funds. AilcotdWg to the Guam Chitoptactic AMociatjcm, the majority of patients seeking 
c:biropraetic care are between 20 and 49 years of age, and nearly baIC are employed in the 
private sector. 

J. Merbanlsma for FiDanciDg Health Care. 

No Guam resident is denied aa:esa to medical care beeause of an inability to pay. This policy is 
specifically stated in Title XLVll of the Government Code of Guam (P.L. 7-101) Sectipn 49008, which 
reads: . 

" .. It is the policy of the Government of Guam that no person sbaIl be denied =plete medical care 
and services by reatlon of his partial or =plete inability to pay therefore. All persons, however, 
sbaIl be required to pay for auc:h care and aervices in aa:ordance with their means .. ." 

A major portion of Guam's population is covered by various private health insurance plana, Medicaid 
or Medicare, and those without insurance receive 10cally funded medical assistance, either through the 
mandated "free" health servicea for special conditious or the Medically Indigent Program CMIP). The 
figures detailed in the aucceeding pages are lappt",j",ate but IItill allow for a more or le8s IICCtIJ'Ilte picture 
of health care fiMnring for Guam's c:ivilian population. 

1. Health Maintenance Orpnintiollll. 

This form of ptepaid health care c:ovenge baa been readily aa:epted by Guam's inhabitants and 
is the moat preferred way to safeguard the health of individuals and their families. Almost baIC 
of the population, 55 percent, is covered by either FHP or GMHP. 

.. FIIP.lDc. 

This federally qualified, Ca1iCornia-baaed HMO is built upon the foundation of a medical group 
conaiating of approximately 40 health professiOllllla in various apecialties who are practicing at 
the FHP C1inic in Tamuning. The clinic is eaaentially self-contained, sinee it operates its own 
dental clinic, X-ray department, clinical laboratories, pharmacy, pbyaical and occupational 
therapy unit, u well u home care aervicea. Persona c:overed under FHP also have the option 
of utilizing the Seventh Day Adventist C1inic which offers total patient care servicee similar to 
those provided at the FHP clinic. Approzimately 25 health proCessionals representing the 
various medical apecialties are employed at SDA, providing a wide spectrum of preventive, 
diagnostic, primary, and apecialized aervices. 

Government of Guam and federal government employees make up the bulk ofFHP enrollees. 
Those c:overed under the plan pay only minimal co-payments for physician care and drug 
pri!iICI iptiona. However the amount of the co-payment varies with the benefit package 
negotiated by difrerent employer groups. 

b. GWUII Memorial Health Plan. 

GMHP origiDat.ed u a division of the Guam Memorial Hospital Authority and ..... aponaored 
by the Government of Guam to provide low'i:OSt health care c:overage to the citizens of Guam. 
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GMHP bas since severed its ties with the government and is now a private, non'profit and 
federally qualified health maintenance organization, which offers its services to government 
employees as well as any other interested individuals in the community. The HMO is organized 
along the lines of an independent practice association (1P A) by which the services of the Guam 
Memorial Hospita1, approximately 75 physicians providing primary and specialized care, 9 dental 
clinics, 18 pharmacies, 9 optometrists, and 3 clinical laboratories are contracted for the 
subscribers of GMHP. 

GMHP is one of the major insurers of Gwernment of Guam employees; 45 perceilt of these 
employees opting for health insurance 'have purchased sucll inSurance from this health plan. 
Only minimal co-payments are required for pbysicilin visits and pharmaceuticals. For off·island 
referrals GMHP covers 80 percent of the first $5,000 and 100 percent of all chsrges incurred 
thereafter, up to a maximum of $100,000. 

2. Group and Other Indeamity Plans. 

The second most popular mode of health insurance for Guamanians is the purchase of or 
participation in group health plans. AppiOximately 25 percent of Guam's population are covered 
under these insurance programs. 

HML, Staywell, Health Shield, Mu1ticover, and about 20 other group plans available on Guam 
are indemnity insurance programs. Because of the customary deductible and co-insurance 
features that are standard among sucll plans, the group plans have been subscribed to at a far 
1esser degree than either FHP or GMHP, which offer lower out-of·pocket expenses at the point 
of service at a somewhat higher premium cost. The lower market penetration of these group 
and other indelDllity plans on Guam is in direct contrast to their predominance in other places, 
and stands as clear testimony to the local preference for the more organized health maintenance 
forms of programs. This probably, in the case of GWIDl, stems &om the earlier days when 
virtually all medical care was provided in highly organized, governmental clinic settings as 
opposed to the more traditional solo pbyBician office setting in the U.s. mllinland. 

Figures 19 and 20 provide enrollment data of Gwernment of Guam Employees enrolled in 
group health plans. 

3. Federally Supported Health IDsurance. 

In addition to federal programs and grants·in·aid which support 1arge1y special health programs 
and services, Guam is also eligible for the Medicaid and Medicare programs. Services for 
Veterans or retired military personnel are provided by the U .S. Naval Hospital or through the 
CHAMPUS program. 

a. Medicaid. 

'The Medicaid AIIsistance Program is a federaJ.state rnaU:hing program under Title XIX of the 
Social Security Act to provide medical care for persons receiving welfare benefits and those who 
are medically indigent. For all the ststes of the union, the Federal share is determined by a 
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Figure 19: GovGuam Active Employee Health Insurance Enrollment - 1991 to 1996 
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Figure 20: GovGuam Retiree Health Insurance Enrollment· 1991 to 1995 
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statutory formula baaed on per capita income. 

State Share - <Natjona! per capita income) 
(State income) 2 x 45';{, 

Federal Share - 100';{, minus the State share 

163 

By design, the formula provides a higher percentage of federal matching fWlds tc! states with 
low per capita incomes (up to a statutory maximum of 83';{,); and a lower percentage of federal 
mlltrhing funds to states with high per' capita incomes (down to a minimum of 50 percent). All 
states have an open-en!ied allotment ceiling, ' which means that the federal government will 
match (depending on what the required state match is) the state share with no funding ceiling 
identified as a limiting factor on the total expenditure of the program. 

The Government of Guam has taken severa1 measure to ensure the program'. integrity and the 
provision of health care to all needy peraona. The scope of serviees wYered has been kept to 
a minimum, and emudes ICF prosthetics, adult dental care, as well as eyeglasses for adults. 

As a result of the limitationa on aenices that are available Wlder Medicaid, the Government of 
Guam has been compelled to a 100 percent 10cally funded program to address the needs of the 
medically indigent population. Guam', Medically Indigent Program is for those people who do 
not qualify for Medicaid becauee of the etringent eligibility requirementa and yet cannot afford 
to pay for their medical bil1B. 

b. Medicare. 

Medicare was established in 1965 under Title xvm of the Social Security Act. Ita intent was 
to ease accetIII to quality beIIIth care for the elderly population aged 65 and older. Medicare 
provides hospitalization and medical insurance for those who are eJqp"b1e for Social Security or 
Railroad Retirement benelit&. 

Medicare embodies two insurance formate. Part A is the hOllpitai insurance program and ofTen 
a variety of hOllpitai and inetitutional services. Benelita are IIUbjec:t to apecific deductible and 
coinsurance requirement&. 

Part B is a supplemental insurance to Part A. It is a voluntary program which provides for 
physician servieee and outpatient hOllpitai serviees. Monthly premiume are paid in part by the 
federal government and the beneficiary. 

On GJ,18111 there are only about 2,000 pereonB enrolled in the Medicare Program, eince many of 
the island's seniors have not aa:rued the necessary Social Security benefita to make them 
eligl"ble for this program. 

4. SeIf·Payors and UniD8ured PerBODB. 

Approzimately 16 to 20 peicent of Guam's population or 23,000 to 29,000 persona (based on 
1994 population of 145,881), are not covered under any insurance program. It is assllmed that 
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about 5 percent of the population (7,000 pel'8Ollll) can and will pay for their own medical 
expenses. This leaves approximately 16,000 to 22,000 persons in our community, vulnerable to 
illness or accidenta, with no identiflllble means. of paying for medical care. 

Some of these persolllJ receive health care services from eategorically funded special health 
programs such as the Maternal Child Health services provided by the Department of Public 
Health and Social Services. Others are cared for through the locally mandated "free" services 
for special diseases. Those not eligible for any of these programs will be cared for by the 
Medically Indigent Program (MlP). In addition there are those persons who have exceeded the 
niaximum coverage of their health plan and need help with the additional medical billa. 

The fmancing of health care for the uninsured, underinsured. and the indigent is a major issue 
which is currently under investigation by Guam's policy-makers and health eare providers. 

K- Conclusions and Recommendations_ 

1. MII,Ior Health Care Facilities. 

The first of several priorities in the health eare deIivery system is the reaccreditstion of the 
Guam Memorial Hospital. This accord is foremost among Guam 'sleaders, government offu:ials, 
hospital authorities, and health professionals. Since 1986, the hospital has begun to address the 
structural deficiencies, the need for additional improvements in its facilities and provision of 
~ices, and the maintenance of such services. Real:creditation plans are in pIsce with the 
management and staffperforming daily ·",ggnments and responsibilities at JCAHO standards, 
conducting mock surveys. obtaining continuous public input, and conducting positive 
advertisement via the media and hospital staff. Additiona1ly, allowing GMHA to set their fee 
schedule without legislative impediment and the instaUation of a IDIII1IIg!!ment information 
system to improve billing procedures will impact positively towards accreditation. 

Optimum utiIization of the regional centers of the Department of Public Health and Social 
Services must be encouraged to improve the effectiveness of health care accessibility. Improved 
utilization and accessibility of the regional health centers by DPHSS clients would deal with 
excessive waiting perioda at the central facility. Recruitment and hiring processes as well as 
requisition and purchase of medical items and equipment must be given a higher priority. 
Increased tum-around time from requisition to receiving medical items and equipment may be 
achieved by giving these essentials higher priority or by the designation of a medical supply 
section within the procurement system. Shorter recruitment and hiring time may be 
accompIiahed via immediate action of the processing agencies. 

The shortage of health professionals in DPHSS and GMHA must be rectified immediately in 
order to provide the necessary numbers ofhealth professionals authorized for the organizatiolllJ 
to ensure the timely delivery of quality health eare and services. Additionally, health 
departments within the Government of Guam that are authorized full-time equiva1ent health 
professionals must conduct needs _ents and coordinate their efforts in meeting "their 
needs with the Governor and the Management Team. Thera should be an estahIiahed operating 
policy and protocols that will enable school health nurses to fully use their nursing skiIIa and 
thereby make health services more readily available to students. 
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The problem oC shortages might also be approached by conducting a study to determine the 
number of licensed nUl'llel1iving on the island who are not employed in this profession, and why 
this is so. A 1993 study by Dr. ,Maureen Fochtman and Kenneth White, SuPPly and Dl'mand 
for Nurses on Guam· United SWes Territory of Guam' Toward Year 1996. states: 

'Since the Guam Board oC Nune Euminers' Hst totaIa 498 and the number of employed 
nurses is 297, the remaining 201 (40 percent) who poaaetIII a!icenae to praetice nursing !It 
Guam are either unemployed. or employed outside of nursing, or they no longer reside in 
Guam.' 

As of July 1995, there were 614 licensed nurses on the Guam Board of Nurse Examiners' 
Hsting. Maximum utilization of these resources must be made on island. 

The multitude of aervices and programs provided by the Department oC Ments) Health and 
Substance Abuae through variOWl adminiatrative and service divisions must be weaned from 
federal and local government funding lIOurce dependency 110 DMHSA can become a revenue 
producing organization. Done properly, this weaning from government funding will aave local 
money while allowing for the funding needed to maintain the programs currently in place until 
they gain greater aeIf·suflicieucy. 

The government eIlCOUrllgl!ll group praeticeI in clinical eettinp which lessens the cost of medical 
services on our isIand. The consolidation of sites for the delivery of health care also lessens the 
operating costs of health providers which means savingB for consumers and iru:rea8ed ease of 
aa:esa to providers. 

2. Health Promotion and Proteetton. 

It is clear that a lllllior reorientation effort towards pi OUlOting health and preventing disease 
is needed on Guam, and that health education is the vehicle by which such reorientation will 
most likely be aceomplished. UnfortunateIy, Guam's health education efforts and reIIOUI'CeII are 
fragmented and sporadic, and need to be coordinated in order to achieve the desired impact. 

Health education is provided by diverse organizations, that have simiiar purposes and target 
groups, but lack mutual goals and coordination. Furthermore, health education efforts have not 
reeeived a sufficiently high priority for 'funding allocation. Hhealth education is to aucceed, then 
both the coordination of health education lICtivities and the funding for such activities must be 
well established within the organi%J!tions. 

3. Dlagnoais and Treatment Services. 

Nearly all of the available public dents) services have been used by the isIand's children below 
the age of 17. Most of the aenices were originally restorative in nature, however, the emphasis 
has recently been tranaferred to prevention and promotion programs. Nevertheleaa, the public 
health dents) program has continued to Cocus on the school age population, almost to the 
escluaion of all other eligible clients. 

With the development of dents) insurance plana that cover dents) care for children, the policy 
of free care for all children should be reevaluated. The public dents) program could be better 
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WIed to provide direct care to the medically indigent and senior citizens, as well as to continue 
its prevention and promotion efforts. 

The emergency medical system continues to suffer from the 1aclt of coordination in the program 
administration and operations. Both the OEMS and F"U'e Department personnel are working 
to develop a staffing pattern that separates EMT-As from fJrelllen. and to allow for specializa­
tion in emergency medical training. Such training is to include Work in the emergency medical 
training. Such training is to include work in the emergency room at GMH. In addition, 
upgrading and maintaining the communication and transportation network has been identified 
in the OEMS goals and objectives. . 

As the EMS proeram continues to develop, it is essential that the basic components, manpower, 
training, transportation, communication, and facilities are flnDiy established. This requires 
above all a weII-i:OOI'dinated effort among EMS edminimators, providers, and educator.!. 

In recent years, ambulatory surgery has received much attention among health care provider.!. 
The island currently bas two freestanding surgi-eenter.s in addition to GMH, that do some of 
their surgeries on an outpatient basis as well. Nonetheless, other health care provider.! are 
considering· the poasibilities of establishing additional surgi-eenters. It is essential that the 
Guam Health Planning and Development Agency continue to monitor the trends in outpatient 
surgeries, since these trends wiD ultimately afl'eet the need for more ambulatory surgical 
facilities. 

The radiological diagnostic capabilities on Guam have expanded over the yeara. Great strides 
have been made by the Hospital in upgrading its facilities and equipment. The private sector 
has also contributed to the avaiI.ability of radiology services to the public. 

The customary medicallIUpPOI't __ rices on Guam are both available and aa:easible to those in 
need of such eerW:es. The perIIOIIIlel that provides medical support is generally well-trained, 
however, it is difIicuIt to monitor and maintain the quality of care without appropriate licensure 
and certification requirements. As is the cue with all the licensure programs, comprehensive 
rules and regulations for program administration must be developed and implemented. 

As the roles and responsibilities of nurse practitioners and physician assistants continue to 
evolve, the public and private bealth aectOrll must continue to monitOl' the effectiveness, safety, 
and efficiency of using new health professionala. Legislation that addressee these concerns 
needs to be enacted. The legislation must be compreheJlllive, it must reflect the roles of NPs 
and PAs on Guam, and it must be strictly enforced. 

4_ Chronic Care Medical Services. 

Increased public awareness through health promotion and education efforts is seen as the most 
important activity to lower the incidence of hypertension and diabetes, and to prevent the 
complications of these diaease if they remain wtreated. 

Chronic or end stage renal disease is devastating to the patient and his family. The disease is 
costly and drastically infringes on a person's emotional and socio-economic well-being. 
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Federal legislation baa done mueh to UIIUJ'e sound medical care, either through dialysis or 
kidney transplants, for ESRD sufferers. Guam's speciaJ legillJation provides financial assistance 
to needy ESRD patients for the purchue of equipment, supplies, medicine, an high protein food 
or to pay for transportation. With this, aJllK:eI!IIII barriers to appropriate ESRD care have been 
removed. 

Currently, GMH provides hemodialysis and, on an emergency basis only, peritoneal dialysis. 
Pacific DiaJysis Clinic in Dededo compliments the needs of the island's ESRD patients by 
providing peritoneal diaJyBia. Every effort must be made to trained ESRD patients in self­
administration which coat less per treatment and can be done at home. 'lbia frees the units at 
GMH for the more severe cases requiring staff-assisted treatments. If the increasing ESRD 
patient trend continues (increase over 67 percent within the last decade), then additional 
stations will be needed to provide three treatments per week to each client enrolled in the 
program. 

lGcIney transplants are under-utilized by Guam's ESRD patients. 'lbia is believed to be due to 
an W1IIVIIiJabiIit of donor kidneys and the great distance between Guam and the Regional 
Transplant Center in Hawaii, at the 8t. Francis HoepitaL 

The feasibility of performing kidney transplants on Guam, and "harvesting" and preserving 
donor kidneys locaJIy should be further investigated by GHPDA, DPH&SS, GMRA, and the 
iaJand's health care providers. 

5. Habilitation and RehabWtatioa Servic:es. 

HabiJjtation and rehabilitation senices available on Guam can and do serve aJI sections of the 
population. They can begin before a disabled c:hiId enters school, and can last aJI the way 
through his adult life. The services can help provide the disabled person equal education under 
the law, aIIIIiat him in acquiring job skills and finding a job, and can help him to overcome the 
paydio1ogicaJ and social barriers present in evayday life. HabiJjtation and rehabilitation 
providers offer medical care and counseling to those newly disabled, those disabled from birth, 
as well as to fllDliJy members. The services are offered in both the private and public sectors, 
and while some are based on the person'. ability to pay, no services are refused to those who 
need them and are unable to provide financial compensation. 

The major shortcomingB of aJI aenices presented here are fmancial in nature. The extent of 
services is constricted by budgetary restraints, and no expansion of any services is planned in 
the future. 

In addition to the funding problems, ill the fragmented network of services. While the 
Department of Education, Public Health, and Voc:ationaJ Rehabilitation, as well as the Guam 
Memorial Hospital aJI share a referral system, the duplication of their efforts in screening for 
disabilities and the absence of a central location for the screening process, as well as 
rehabilitation, counseJing, and training causes some disabled persons to fall through the craclaI 
of the rehabilitation net. Some persons are forced to traveJ from pJace to place for the different 
steps of the na1uation and training cycle, and as many disabled do not drive, they must rely on 
a c:aretaker to transport them. 'lbia in itaelfbaa a diacouraging effect on the disabled person's 
sense of independence. A central facility for the medical, physical, emotional, and vocational 
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habilitation and rehabilitation of the disabled may be a goa1 to strive for in the future. 

A problem encountered on the island is the Iaclt of training facilities and programs in the 
rehabilitation field. Any training necessary must be done off-island. Because there is no pool 
of trained personnel locally, oftentimes positions remain vacant for years until off-island 
personnel can be recruited for jobs. 

8. Long-Term Care_ 

Providing and financing long-term CIIJ'e have become major issues both nationally and on Guam. 
Greater longevity, change in family composition, increased rates of inflation, high costs of living, 
and the increasing number of working women have all contributed to the growing problems of 
long-term care. 

Among these problems is the increased need for institutional care. For some persons, 
institutiona1ization is necessary. However, for the majority of disabled and frail elderly, long­
term aervices need to be planned and provided in such a manner that the individuals will 
receive coordinated, comprehensive quality servic:es. The services should include: 

Adequate, supervised, residential CIIJ'e for those who Iaclt families but W1IDt to live in their 
communities. 

Special services for those who live at home but need help from outside; for elt8ll1ple, 
transportation or shopping em_anee, or help with meala and personal care. 

A range of alternatives between the hospital and the nursing home, including a system of 
home health care, senior day care, or foster CIIJ'e. 

Innovative and compassionate ways of caring for the terminally ill outside the traditional 
hospital or nursing home. 

Guam has already established a wide array of long·term services. There are some gaps, 
however, in the continuum of care, which should provide services for a11levela of need, from 
those of the minimally dependent to those needing total care. In-home services, such' 88 home 
care nursing and homemakerlhealth aide services, must be increased in order to make a 
noticeable impact on the length of stay in hospitala and long-term or lifetime institutionalization. 
Those in need of institutional long-term care must be placed in appropriate fadljties. 

GMHA's sixty-bed Long-Term Care Facility at Barrigada Heights was substantially completed 
in the latter part of fiac:al year 1995. St. DomlniI:'s Senior Care Home accepts patients and 
clients for intermediate or supervised residential care according to their needs. 

With appropriate facilities established. stepe towards financing long-term care must be taken. 
Major efforts must be made to aecure an increase of Guam's Medicaid allocation to allow for the 
payment of intermediate nursing care; and leas costly alternatives to institutiona1ization,' such 
88 Senior Day Care, Foster Care, and Incentive Pay for Relatives, must be provided. In 
addition, fmancial responsibility for 100000term CIIJ'e must be delineated by determining whether 
or not adult offspringa are liable for the cost of care for their parents. 
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Loc:aI and federal resources allocated for health care IU'e no longer sufficient to meet the rising 
demanda of a grown popuiatiOlL Only where able individuals usume greater responsibility for 
their well-being and the cost of health care, will a eommunity be able to provide appl 0PI iate 
health care services to all its members in an equitable fashion. 

7_ Alternative Health Care Providel'll. 

Guam ill located on the crOMi oada between East and West. The illiand population is a 
conglomerate of ethnically and culturally different people with distinct characteristics. Saine. 
of these cllaracteriatics· pertain to concepts of health and we11nesa. 

It ill an established fact that the degree of a penon's belief in the effectiveness of a particular 
medical proc:edure or practice ill closely related to the success of the treatment. One can 
therefore reason that a person should awil himself of those medical care services in which he 
has the most faith. 

The most prevailing form of medical care provided to the iIIland population follows the westem 
model, originally brought to the iIIIand by the U.s. Navy government. The traditional or 'native" 
healers, the suruhanas or suruhanos, were slowly replaced by the more scientifte western 
medical care, but IU'e stil1 considered useful and sought after, especially by the older populations. 
The Filipino immigrants brought their own hea1ers, the hilota, with them. Acupuncture began 
to flourish on Guam with an increased influx of Asian people to Guam. Chiropractic care has 
only been estab1iahed aD Guam in the 1ast two decades, but ill becoming popular with Guam's 
popuiatiOlL 

Many of the U.S. health insurance companies provide coverage for IU:UptmCture and c:hiropractic 
treatments, 811 do Medicaid and Workman's Compenution in the llllliority of states. Thill 
coverage attests to a growing popularity and acceptance of these services in the speetrum of 
health care services on the mj!inland; similar trenda IU'e DOW developing on Guam. 



0 

170 C-Be.ltb PIaIl 0 
0 
0 
0 
0 
[ 

0 
U 

0 
[ 

( 

[ 

[ 

[ 

[ 

[ 

'l1Iird Editiaa [ 

[ 



Gama Health Plan 

VI. HEALTH CARE POLICY 1880ES 

'lbird EdHioa 



0 
Guam Heelth PIaIl 0 

0 
[ 

. . [ 
[ 

[ 

[ 

[ 

[ 

[ 

[ 

[ 

[ 

[ 

[ 

[ 

'l1drd Edltioa [ 

[ 



VI. Health CIU"e Polley Iasues 

Policy is the definite coune of action,-selected from various alternatives in view of given conditions. 
to guide and determine present and future decisions. Health policies are formulated at a number of 
difFerent levela on Guam, taking into a=nmt prevaillng unique conditions. federal funding and regulations 
pertaining to the funding, local revenues, and general trends in the health care delivery system. Sound 
health care policy concentrates health resourcea and allocates them to ialandwide health needs and 
priorities, usuring an equitable distribution of the available health care services to the people of-Guam. 

Guam's health care policies are analyzed by using the six' general criteria of Availability, 
Acceaibility, Cost, Quality, Continuity, and Acceptability. Analysia ofthia nature wiD provide the 
health care providers, as well as the legialatorll and decision makeJ'll within the Government of Guam, with 
i ecommendationa for the revision of current policies and auggesUOIIII for shaping future policies. 

A. Availability. 

Availability is a measure of the island's supply and makeup of health services and manpower, both 
professional and ancillary, as well as the capacity of these resources for providing care. The services and 
manpower requirements are clauecl into four categories: Preventive, Acute/Specialized, Chronic, and 
Long-Term Care. 

1. Preventive. 

Preventive services eDCOIDJIIIIIII health promotion and protection as well l1li Di8eue prevention 
and detection. The services include health and nutrition education, immunization, communica· 
ble diat!lise control, and a:reening programs. Health education and promotion prognma are 
available to Guam's population from both public and private providers, but there is a lack of 
coordination among the delivery entities. Prevention services and health education are not fully 
available in the achoola. Thill is due to the fact that school nlll'8eS are not given the 
responsibility for providing health III!I'Yic:ea and education. Insurance plana do not cover health 
education _ ,ice& and lICIIIIetimes discourage use of primary care provideJ'll for health ac:reeningII 
and phyllical ezaminationa. The Department of Publie Health and Social Services Health 
Education section must continue to playa much stronger role in bringing cohesive education to 
the people. 

Loca1 and federal budget c:uta wiD have an adverse impact on the availability of health services. 
Base on hiatorical esperience, in times of austerity, the Public Health preventive service budget 
allocatiOllll are reduc:ed to offset other health care cost, i.e., inpatient care, welfare benefits, etc. 

Manpower shortages that affect service availability are in the allied health and health education 
area. Thill particular field has also failed to receive a high priority in the put. A solution would 
be to f!III:OIii'IIP undergraduate and graduate etudents to concentrate on health education and 
hire them to fill the preaently empty poeitions. 

The heads of the Department of Public Health and Social Services, Guam Memorial Hospital 
Authority, and the Department of Mental Health and Subetance Abuse do not meet to discuss 
and resolve health care issues (i.e.. continuity of patient care, Cl'OIII-utilization of certain 
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services/resources, etc.). There is no existing structure that ' forces' the government health 
agencies to meet on a regular basis to discuss health issues. 

2. Acute/Specialized. 

Diagnosia, treatment, and mental health services are part of the Acute/Specialized services 
awilable on Guam. They cover maternal and child health, dental health, emergency, medical, 
and surgical services, diagnostic radiology, as well as inpatient and maintenance mental health 
services and community programs. All services are presently available to the population. - . 

Shortcomings in the Acute/Specialized area of services include the lack of a complete neonatal 
unit at the hospital; limited free dental care to the medically indigent and elderly; and the need 
for newer diagnostics radiology equipment at the hospital. which would expand the amount of 
services offered. Manpower needs include a neonatologist, a second radiologist, cardiological 
support personnel, an emeJ geney medicine specialist. The training and staffing of ambulance 
personnel needs to be upgraded, with more specialized emergency training courses added, and 
the two-way communicatioll8 between ambulance and personnel need to be improved. 

Mental health services are available to those in need of them; however, there is, at present, a 
glaring gap in the service continuum caused by the shortage of a psychiatrist and a clinical 
psychologist. Vacancies in the mental health administration and the DivisiOll8 of Community 
Support Services and Research and Development need to be addressed 80 that present and 
future mental health service needs can be accommodated. 

3. Chronic Care. 

Chronic care services for those with hypertension, diabetes, and arthritis are awilable through 
private providers for those with insurance. For indigent peraOIl8 with an established economic 
and social need, the Chronic Disease Prevention and Control program provides care; but lack 
of funding limits the IICOpe of services and the number of people in the program. Medical care 
for those peraOIl8 suffering from end stage renaI disease (ESRD) and Iytico and bodig (ALSIPD) 
is available to all those identified with the diseases. However, the government funding source 
is being depleted and new sources of funding to care for these diseases is under investigation. 
The ESRD section at the hospital has adequate trained manpower, and inservice training 
programs for upgrading sldlla. With the two new private facilities for dialysis treatment, 
patients are receiving the most effective number of hemodia1ysis treatments. ALSIPD services 
were being provided by the clinic run by the National Institute of Neurological and Communica­
ble Disorders and Stroke CN1NCDCl. but these services have been phased out and trallBferred 
to the Medically Indigent Program for pIIYiIlent and to private practitioners for treatment. 
However, with the repeal of the 'free care" legislation, patients in need of assistance from MIP 
must undergo a means test to quaIiCy for enrollment in the program. If the patient fails the 
means test, then the patient must either pay via health insurance plan or self-pay. Health 
insurance providers are providing coverage for these diseases along with tuberculosis and insulin 
diabetes. 

4. Long-Term Care_ 

Habilitation, rehabilitation, and long-term care are available to all who require such care. At 
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present, habilitation and rehabilitation services are adequate. but delivered in a fragmented 
manner. The services could be much improved and expanded with the addition of qualified 
trained 1IIIlIIpC)WeI". especially speech, pbysical. and occupational therapins. 

Long-term care is adequate in the area of COIDIDWlity facilities and programs. but under-staffed 
at present in the area of in·home lie! .ices. Institutional long-term care is inadequate at the 
intermediate and cuatodialll!YelB. After its completion in 1986, St. Dominic's Senior Care Home 
acmmmodated those in need of intermediate care. relieving the GMH skilled Nursing Facility 
of the responsibility for providing care to patients inappropriately placed there. The 60 bed 
Long-Term Care Facility and the University of Guam's Institute for Aging that was constructed 
in 1994 and completed in late 1995 was to provide space in GMHA for the delivery of 
Rehabilitative Services, Dietary Services and other support functions to meet the residential 
needa of patients. However. the LTC facility at Barrigada Heights stands vacant due to lack 
of human and material resolll'Cell. 

B. Acce88ibility_ 

The Government of Guam usured aa:eaaibility to an its constituents by including, in the Guam Code. 
a stipulation <P.L. 7-101, Section 49002) that medical care and services are to be provided to an pel'llODS 

regardless of the inability to pay. Other IlI:I:e8II factors, which were not addressed in this Public: Law, are 
diI!cussed below. 

Attetsm"bility is defined as the measure of the degree to wbicb a system inhibits or facilitates the 
ability of an individual or group to gain entry to and receive appropriate aervices. ConaideratiODll, besides 
the ability to pay, include temporal, geographical, and aociCHiemograpbic aa:eaaibility. 

1. Temporal A_. 

Tempora1l1CCe1111 refers to the ability of patients to receive services at the time when either they 
need them or can make use of them. Because of transportation problema, and more 
importantly, the fact that work hours often coincide with the hours during which medical 
services are usua1ly provided, IIIIIDY persona have diOiculty in obtaining medical services. Some 
patients "walk-in" for health care and do not follow the appointment system. 

In Guam's health care system, most private providers have office hours that begin before and 
extend after normal working hours to anow those who are employed IICCeIIII to services. Those 
services oITered by the government, however, are limited to 40-hours per week operations. The 
hours of operation have a direct effect on waiting time, both between and before visits. 
Patients of private providers have complaints about the length of time they have to wait 
between requesting an appointment and receiving services, or the time spent in a doctor's office 
waiting to be seen. Me,jor private hee1th providers have extended their office hours into the 
evenings and weekends. However, the clinics are not always prepared for large numbers of 
walk-in patients. Patients of public providers, on the other band, have many complaints about 
how much of their time is 'wasted" waiting to be seen, and of the length of time between 
making appointments for medical care and actua1Iy being seen at a clinic:. 

At times, the GMH Emergency Room is used by both consumers and providers for ambulatory 
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urgent care ignoring the fact that the Emergency Room is established to address life­
threatening situations. 

Manpower considerations also affect temporal access. At this point in time, Guam must 
appr1lise the health IIIIIIlJIOWeT" shortage areas and improve on it's recruitment and retention 
efforts. While not overly abundant, the supply of health professionals is sufficient to meet our 
present needs. The distribution of this manpower within the Government of Guam and. with 
the majority in the private sector, may ease the difficulty of schedu1ing visits that was 
mentioned earlier. 

2. Geographical Acceas. 

The geography of a certain area can I!erVe as the ~or impediment to obtaining health services. 
On Guam. this translates to the geographical placement of the health services. Most are in the 
north-central villages of Agana. Tamuning. and Dededo. As a result, the residents of the 
southernmost villages must travel an average of 45 to 60 minutes for health care. For this 
reason, the Southern Regional Community Health Center was opened in Inarajan. Unfortu· 
nateJy, due to limited operating hours and the accepted habit of travelling to the center of the 
island, the health center has been underutiIized. As many of the island's other businesses are 
located in Agana IUId Tamuning. the trip to these villages for routine health care is not seen as 
a hardship for most southern residents, but as a chance to conduct other business as well as a 
health visit. 

Geographical access to off·isJand speciaIi.st care does not seem to be a problem, as FHP, GMHP, 
Medicaid. and the MIP prognun have contracts for service with qualified specialists and 
hospitaIII in Hawaii IUId in the U.8. Mainland. 

3. Socio-Demograpbic Acceas. 

Health beliefs, cultural mores, attitudes, and 1anguages can cause significant problems for the 
individual or group in obtaining or maintaining aa:ess to health care. Despite the advanced 
degree of westernization of Guam's culture, non·westem medicine is preferred by some 
segments of our community for certain health problems. The bartering nature of payment for 
the Bel • ices of the Chamorro II1II"IIhana or suruhano and the Filipino hilot makes it difficult to 
ascertain the extent to which traditional healing and western medicine co-exist on this island. 
The weD established acceptance of acupuncture and the emergence of chiropractic services can 
be viewed as indicative of the extent to which alternative health care services are supported by 
the people of Guam. 

Since most of the population speak English 811 either a first or second language, there exists 
only a limited 1anguage barrier. This affects elderly CbamOrTOlllUId new immigrants the most. 
However, they can take advantage of the health care practitioners on island who speak 
Cbamorro or the Filipino languages; and many health education materials are being translated 
from English into Cbamorro or Tagalog to reach those who have difficulty with English. Every 
attempt is made on the part of the health care community to reach aU segments of Guam's 
multi-cultural population with information or services. 
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4. FiDaDcIaI AcceM. 

Financial access is the ability of the population, or a segment thereof, to obtain available health 
services as determined by financial reaoun:es. Through HMO enrollment, mandated free care 
for certain diseases, and the Medically Indigent Program, many of the fmancial barriers to 
access of primary health care have been removed. Care for catastrophic illness lacks fmancial 
coverage, bringing considerable hardship to some individuals and ~eir families. People without 
insurance coverage cannot get served by clinics and at times refer patients to the Emergency 
Room for ambulatory urgent care. 

C. Health Care Cost. 

When diacuasing health care C08ta, one usually means the total ezpenaes and economic consequences 
resulting from the provision of health care service!l and goods. Measures of cost include consumer costs, 
direct provider C08ta, total program C08ta, indirect costa, capital C08ta, and operation costs. An additional 
factor on Guam are the costs to the commtmity, through the Government of Guam's general funds, for 
health care provision to the UDinsured, under-insured, and indigent inhabitants of the ialand. 

A measurement of cost is effected by looking at data-facts and figures which have been collected over 
time. Unfortunately, to this date Guam has not established a SYStem to collect tmiform cost data from 
public and private providers. We have 'approximate' cost ligures arrived at by totaling available federal 
and local funding and their disbursement recorda; by summing the premiums paid by employers and 
employees for health insurance CO'Ieulge; by looking at reimbursement information from Medicare, 
Medicaid, and the JDIIior insurers on ialand; by the operation costs of the hospital, and by hospital charges. 
However, information is patchy and does not in any event include opportunity costs and societal costs. 

-While exm:t ligures on total costs for the provision of health care are unavailable, Guam's health care 
providers, legialators, and decision makers have inc:reasingty become aware of the many issues of providing 
health care and medical service!l to the rather large portion of the population not covered by insurance or 
considered medically indigent. They are equally aware that the current ceilingB of the HMOs and third· 
party insurers, and the funding limitations of Medicaid, Medicare, and the Medically Indigent Programs 
do not allow for catastrophic illness coverage for the population, Furthermore, it is recognized that the 
overall escalation of medical costa, particu!arIy thoee for chronie care and long-term care, must be contained 
so that a proper bel-nee can be found in the resource allocation for health care across the generations. 

These issues are the subjects for diacuaDon under this section, Not included, however, are the costs 
of medical care provided by the U.S. NaYlli Hospital to the ialand's veterans, military retirees, and their 
dependents. 

1. Health Care ProviBiODli for the UninBured, Under-iDsured, and Indieent Population. 

Health insurance, either through pre-payment or indemnity. has been called the backbone of 
the health care SYStem as it __ at:ee8II to needed health care. Employer-subsidi%ed health 
insurance covers a JDIIiority of Guam's population, 

Health insurance is often offered to employees as a fringe benefit by which the employer pays 
all or part of the insurance premiums. The Government of Guam pays an average of 48 percent 
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of the premium for single employees, and approximately 20 percent towards the premium of 
employees with dependents. Figures 21 and 22 on the foUowing pages shows the expenditures 
for health insurance by the Government of Guam and its active and retiree 
employees,respective1y. 

a. Uninsured Population. 

The decision to purchase health insurance is an individual one. Most people feel comfortable 
knowing that they are protected in case of accident and illness. Others perceive' themselves as 
so healthy and invincible that they feel 'health insurance is a waste of their money. Yet others 
feel that they can pay for any illness with less monies than they would spend on the aggregated 
insurance premiums. Underlying this is the genuine belief that the Government of Guam wiD 
provide health care, ifand when needed, regardless of the inability, or even deliberate intention 
not to pay for such care. Approximately 5 percent of the population faD into these categories. 

A certain segment of the population cannot afford to purchase health insurance, even with the 
employer paying part of the premium. In the case of our local HMOs, insurance premiums for 
an employee and his family 1UD0unt to approximately $3,000 out of which the employee has to 
pay $2,000 and this lUDount can often not be accommodated by the limited budget of a large 
family with a single breadwinner. It is estimated that 16 percent of the population belong to 
this group. 

Of course, this category of people who cannot buy insurance because of their low income wiD 
moat likely be eligible for the Medicaid or Medieally Indigent programs, or one of the categorical 
programs of the Department of Public Health and Social Services, such 88 the MatemallChild 
Health program and the Servicea for Handicapped Children. Some of these categorical 
programs are supported partiaUy or totally by federal grants, while others are entirely funded 
by local revenues, 88 part of the Govermnent of Guam's health care services. 

b. Health Care for the Under-Insured Population and Catastrophic Dln_ 
Coverage. 

A person is under-insured when his insurance payments do not cover his or her medical 
expenses. This can then become a financial aecess barrier to adequate health care. There are 
two categories of under-insured people: those whose insurance is not adequate for needed 
primary and specia1ist care, and those who have enough primary care and specia1ist coverage. 
but lack sufficient funds to finance care for catastrophic: illness. Medicare subscribers are in the 
first category and almost aD of Guam's population are in the second. 

(1) Medicare Coverage. 

Medicare is a health insurance program for which persons 65 or older and prematurely disabled 
persons who have contributed to the Social Security or Railroad Retirement Fund are eligible. 
Part A provides for medical care in hoapita1s and is considered an entitlement for those 
qualifying. Part B is a supplementary program. and can voluntarily be purchased by those 
entitled to Part A. It provides payment for a variety of physician and outpatient hospital 
services. The cost of premiums are co-ahared by the beneficiary and the federal government. 
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Figure 21: GovGuamlActive Employee Annualln8urance Espendlturea - 1891 to 1996 
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Figure 22: GovGuam!Retiree Annual Insurance Expenditures· 1991 to 1995 
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There is DO doubt that Medicare has had a tremendous impact on the health status of older 
persona since its inception over 40 years ago. Even though deductibles. co-insurance. and 
iIID_~ed ezpel1lll!ll cause considerable hardship for persona living on a limited 
retirement budget, basic mediea1 eare is assured through Medieare to approximately 2 percent 
of the population. However. with the tremendously accelerating costs of health eare. the 
amounts required for deduetibles. co-iDsurance, medications, and health aids have risen much 
higher than any increase in pensions, interests on savings, or Social Security benefits. Serious 
and chronic illDetIII often depletes the lifesaving of seniors. At this point, a penon ihen becomes 
eligible for Medicaid, which covers the deductible and provides co-insuI'ance after the Medicare 
benefits are used up. . . 

Medicaid eligibility criteria disallows the owning ofland, which is a particular problem OD Guam, 
811 land is usually a family possession handed down from ODe generation to another and, in the 
llll\iority of cases, produces DO reveDues. Still. it precludes acceptance into the Medicaid 
program. AzJ Guam's elders uaually do not POSSetlll significant cash resources, a senior on 
Medicare must then turn to the Medieally Indigent Program in order to continue with medical 
treatment. 

(2) Catastrophic Dln_ Coverap. 

Catastrophic illDetIII coverage pertains to inauraDce which will pay for medical ezpellBeS iru:urred 
for the eare of catastrophic illness. A catastrophic: illDess is a medical condition requiring 
treatment and eare which cause expenditures in em!88 of a apecified level of threshold. Such 
conditiona can be CIIWIed by llll\ior aa:idents necessitating aeveral operations and a long period 
of rehabilitation; they em be precipitated by atroke or heart attsclt, and almost all types of 
cancer. 

Some health eare inaurera provide a level of coverage lIIlfficient for any kind of catastrophic: 
illDea. In additiOll, there are travel and eoat·of·1iving ezpenses for the patient and accompany' 
ing persona to the area for treatment in either the Philippines, JIIpIIIl, Korea, Hawaii, or the 
U.S. mainland. Few individual families have the jjMncial means to pay for the mediea1 
expenses once the inaurance benefits have been exhausted. SaviDga, monies set aside for 
educatiOll, and the sale of land must come before a penon can apply for Medicaid or the 
Mediea1ly Indigent Program. Often a family must lose all aaaets and resources which might 
have been acquired over a life time, and be declared 'indigent' before such help can be 
requested. Medicaid and MIP become in these instances the catastrophic illDeaa insurers. 
Orpnized and formal catastrophic iJInetIII coverage is designed to forestall preeisely such 
occurrences. It should be perceived 811 a necessity OD Guam, because the government's financial 
dilemma may disallow provisions for !IledDII eare, on- or off·island. 

The alternatives are either the individual directly pays for exeesaive mediea1 eare costs through 
pre-paid catastrophic: illDetIII coverage. or continue with the government paying for the eoat. The 
eoat wiD be spread among all taxpayers 811 taxes may have to be raised in order to obtain 
additiooal revenues to pay for such eare. Regardless of choice, both measures will be oppoaed 
by the people. The mindaet is clear. There are people who cannot conceive that they or their 
families can be lItricIten with a catastrophic: illDetIII. There are others who have no family and 
therefore not willing to buy catastrophic illDess inaurance, pay higher insurance premiums, or 
pay higher taxes. However, when such illDess happen to them or a family member, they fully 
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expect the government to pay for the care out of community-collected general fwtds. 

The issue of catastrophic illness coverage can only be settled when the common good of the 
community takes precedence over individual preference. 

c. Coverage for the Uninsured and Medically Indigent. 

Persons unable to provide for their own medical care may apply to DPHSS' two ' programs, 
Medicaid or the Medically Indigent Program. Both programs contrect private providers to 
render the needed medical serviCes to program enrollees. 

(1) Medicaid Program.. 

For those persons with financialllCCellS barriers to health care, Title XIX of the Social Security 
AI:t established the Medicaid Assistance Program. This is a federallloca1 matdDng program 
available to categorically and medically indigent persons who meet the rigorous eligibility 
requirements of the program. Basic medical care and some optional services, including off·island 
referrals for specialized treatments, are provided to the over 8,000 persons currently enrolled 
in the program. There are no thresholds to limit the amounts spent for care for each individual. 

(2) Medically Indigent Program. 

Public Law 17·83 pertaiins to the Medic:aIIy Indigent Program and makes references to Public 
Laws 17·25 and 17·37:7, which charge the Department of Pub lie Health and Social Services with 
the administration of the program. 

Interim guidelines state that an applicant to the program: 

" .. ls not eIigIo1e for Medicaid under Title XIX of the Social Securities Act; Has neither 
medical insuranI:e coverage nor the fmaneial ability to pay for such coverage or for medical 
services as determined by the programs; Has medical insurance coverage but such 
coverage is inadequate to cover the cost of medic:ally required treatment and is otherwise 
qualified for the program as a result of inadequate income or resources. Any supplemental 
coverage are limited to Medically Indigent Program coverages and limitations." 

The Medically Indigent Program is intended to be the last resort for the provision of medical 
services for those persons who cannot pay for medical services. Therefore, a person with 
medical insurance must refer claims to his or her insurance company first before the bills can 
be submitted to the Medically Indigent Program. Those services provided by federal or other 
territorial programs should be uti\ized rlJ1lt as the Medically Indigent Program is "the last 
dollar." 

MIP provides coverage for primary and specialist care and furu:tions in some instances as 
catastrophic illness coverage. Eligibility standards are somewhat less stringent than those of 
Medicaid since it allows additional pc opel ty to that in wbich the program applieant resides, and 
an additional vehicle to that being used as the "family car." Coverage is considered somewhat 
more fielDole and generous than that wbich is provided by Medicaid, partic:ularly as MIP covers 
the costs for off·island transportation where there is a demonstrated need, as well as mortuary 
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apensH when the patient expires. There is no upper limit to the coverage provided by MIP. 

MIP attests to the intent of Guam's legislators to auure medical care to each and every one 
DC the island inhabitants, regardless of ability to pay. HOW1!Yer, since approximately 16,000 to 
21,000 oC Guam's civiJian population are not covered by any other insurance program and are 
not eligible Cor Medicaid, MIP needs much greater financiaJ I"e3OW"CelI than currently 
appropriated by the legialature. 

While funding is the major problem Cor MIP, it is not the only problem. The,people's limited 
awareness oC the Medically Indigent Program waS oC concern in the past. Often one does not 
learn about the program until he or abe is struclt with an acute illness or injury. The required 
diagnostic and treatment services are much more coat1y than any preventive measure would 
have been. The MIP adminiat.rators and the Department DC Public Health and Social Services 
conducted a public awareness program that was aimed at those who were moat likely to use 
public health services and enroU in MIP. The Deptu tment and MIP made the community aware 
oC the medical IIIISistance and services that were available. At the aame time, DPHSS and the 
Medically Indigent Program administratonI advocated that those who may be eligible Cor aucll 
health services and medicalllllSistance secure preventive care beCore the need Cor diagnosis and 
treatment arises. 

Furthermore, the agreement made between the U.S. and the Federated States oC Micronesia, 
Compact of Free Association, has funneled local Cunds to residenta from the FSM residing on 
island. 

Figure 23, 24, and 25 ahowa the F AS/FSM enroUment, Medicaid expenditures, and MediI:aJly 
Indigent Prosram expenditures as a reeuJt of this agreement. 

2. Cost Coataimaeut M-. 

Increases in medical care spending have surpasaed that of the economy in general. Ia this 
respect, Guam is no different from any other commUDity oC simiJar size in the U.S. mainla"d. 
And Cor this reuon, simiJar cost containment measures abould be as effective here as eJaewhere. 

The CertiflC8te oC Need program. the control oC hospital costs by restructuring Medicare and 
Medicaid reimbursement to hospitaJa, and the promotion of HMOs were considered lJUlior steps 
in the Cederal efforts to contain rising health care costs. 

Fostering the development oC HMOs was very succesaCuI with over 50 percent oC Guam's 
population enroUed. An indirect by-product oC the HMOs was a neduction in the average length 
oC stay at Guam Memorial Hospital, and therefore a neduction in hospital costa, which is 
presumably reflected in lower premiums Cor the enroUeea. Secondly, through ita utilization 
review procedures, medical costs (and the quality of care) are continuously monitored. 

There are no problema with the rates GMHA charges to ita patienta. HOW1!Yer, coUection Cor 
hospital billa has plagued GMHA since it was purcllased by the government into the present. 
As there are a substantial number DC uncoUectible bills, a certain amount oC cost shifting must 
take place, and this necessitated an increase in hospital charges. But even with iDcreaaea, 
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Figure 23: FASIFSM Medlca1d/Medlca1ly Indigent Program Enrollment· 1991 to 1994 
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Figure 24: FAS/FSM Medlcald/Medlcally Indigent Program Espendltures· 1991 to 1994 
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Figure 26: FAS/FSM Medically Indigent Program Enrollment· 1991 to 1994 
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Guam's hospital rates are still comparatively low and do not lend themselves to any cost­
containment measures. 

Such measures must be applied to programs and services related to local funding and local 
spending. The Government of Guam represents the largest contributor to payment of health 
and medical care expenses. Approximately 40 pereent of total health care costs are from direct 
feders! appropriations for the delivery of health and human services, matching funds (suCh as 
Medicaid), locally coUected taxes, and foregone feders! revenues which are residual on Guam 
in the form of taxes or income. 

Data, direct or indirect, on the tota1 c:osts of health care, total revenues and total expenditures 
incurred by the provision of care are currently not available to thoroughly analyze the rising 
cost of bealth care and services 88 weD as determining the eost-containment measures for our 
commUDity. There is relw:taney on the part of some health insurance providel"!l and health 
providel"!l to diacloee such information. Whetber" or not the data needed to make the 
aaessment is privileged information, the lack of cooperation to provide such information 
becomes a hinderance in determining our community's health care cost. The absolute factor 
is that feders! funding is decreasing, the island's population is increasing, and the Government 
of Guam's health revenues are no longer sufficient to cover health care expenses for the needy 
population. Since the island cannot continue to rely on federal monies for all its needs and local 
revenues are insufIicient, meuurea must be taken to stretch the available monies to cover a 
large number- of people. 

Several metbods of cost-containment are ""mined. Some of them could be effective in a 
relatively short time, while other"S might take years to show their true effectiveness. 

L "Free' D~ LeglslatioD. 

The mandated free services have been repealed by P. L. 23-35 on June 27, 1995. Persons 
should receive Govermnent of Guam uaistanc:e because they are categorically or medically 
indigent, not because they are suffering from a certain disease. Negotiations with the HMO's 
and health insurauee provider"S to include these diseases in their benefit package has been 
addressed with amiable and potritive results. 

The mandate to provide free dental care to all children through age 16 has to be repealed. Only 
preventive and prophylactic services should be provided, which need to include island-wide 
Ouoridation. This makes sound financial sense in view of the relatively inexpensive dental 
insurance which can be (and has been) purchased from the major insurers. The monies saved 
could be used to provide dental care for the categorically and medically indigent children and 
adults, and in particular seniors, who at present receive no dental care at all. 

b_ ConsolidatioD or Medical A8Bistance Programs_ 

Consolidation of all feders! and local health programs into a single Medical Assistanc:e Program 
should be our goals. Currently, Medic:aidIMedicaJly Indigent Program and Catastrophic D1nesa 
Assistance Programs are administered by one Administrator in the Division of Public Welfare, 
Department of Public Health and Social Services. This would not only save on administrative 
overhead coat, but would considerably ease the burden of enroUment for the applicant. One 
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single intake procedure could identify whether a person is eligible for Medicare, Medicaid, or 
other assistance, eliminating the existing dup1ication of intake procedures. It would a1so allow 
for easier contracting of phyBicians and services, faster billing and reimbursement pi OCe5ng, 
and tighter utilizatinn review and quality control However, the management of the programs 
in the Division may be more efficient with the availability of funds for the programs and the 
recruitment of personnel to work in the Division. 

c. Contracted VenR18 In-House Medical Care. 

A thorough and earefu\ coat-benefit analysis should be performed to determUie whether it is less 
C08tIy to purchue medical aervices from the private providers in the community than to provide 
these services directly through GMRA and DPHSS at the Southern. Central, and Northern 
clinics and IIOme selected vil1age dispensaries. Such analysis should recognize the importance 
of the new health providers, such as nurse practitioners, physician assistants, and mid-wives in 
the provision of coat-effective primary care. The feasibility of tying Professional Teclmical 
Awards and Student Loans for nursing and medical8Chool students to working for a stipulated 
amount of time in DPHSS should a1so be investigated. 

d. Alternatives to Institutional Care. 

Much greater emphasis must be given to the strengthening of existing and the development of 
new home and community-based services, such as homecare nursing, homemakerlhealth aides, 
senior day care, foster care, and respite care to prevent inappropriate costly institutionalization 
and lengthy sta;ys in hoapita\ll. Any single service or combination of home- and community-based 
services has proven less C08tIy than hospitalization or instituticmalization, more emotionally 
aatillfactory to the patient, and rapPiOPiiate to ia\and culture. 

e. Promotion and Prevention. 

Funds must be allocated to health promotion and disease prevention. Preventive health 
services should be made an integral part of all health care in an effort to contain the high costs 
associated with acute and chronic illness. Particularly, emphasis has to be p\sced on the 
prevention of medical complications due to obesity, high blood pressure, and diabetes, such BII 

heart attack, stroke, ESRD, blindnesa, and amputation of iimba. 

f. Fiscal RespoDllibllity. 

The costa of needed health care should be borne jointly by the individual (depending on his 
ability to pay), the community and the government. The feasibility of mandating employ­
er/employee shared health insurance coverage for eacll employed person needa to be further 
explored. VariOUi! models of catastrophic illness insurance coverage have to be investigated and 
preliminary contact with such insurers must commenee at the earliest date poasible. 

g. Data Collection. 

A most important component or any coat-containment 8Cheme is the monitoring of health care 
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c:osta. Therefore, all health care facilities and programs should be required to use a Wliform 
repai mig system to establish utilization and cost data. The Guam Health Planning and 
Development Ageney may be the central Agency to monitor and coUect, compile, and analyze 
the data through the establishment of a Health Information Management System. Thus, by 
centrally locating all health data, it can used by government and private sectors to project 
future needs. 

D. Quality. 

The quality of health care refers to tbe level or degree of exceUence in the delivery of health services. 
It is measured in terms of established professional standards and in the consumer's judgement of value. 
Measures of quality can be conceptuaJized lIS ranging from statements of some ideal to statements of set 
minimal standards. These measures often reflect three dimensions of care: input, or the licensure and 
certification of manpower and facilities; pi DCeIlll, or the appropriatenestl of procedures in a given situation; 
and outcome, either actual improvements in conditions or reductions in harmf"u1 effects. 

Quality assurance or quality control programs are an integral part of health care. The programs are 
carried out in varying degrees, and for various reaaotUI or motivations, by health care institutions, medical 
societies, government agencies, and prepaid health plans. Overall, the goal of quality control programs is 
to iISSure an adequate level of quality in the delivery of care while, at the same time, maintaining a degree 
of control over utilization and c:osta. 

1. Quality Control by the Government. 

Lieensing and eel tification programs for both facilities and perscmnel are generally provided by 
government agencies, and are often considered as programs to iIII8UI't! quality. Unfortunately, 
there is no legislation on Guam that requires a health care fIIciIity to be Jicensed or certified as 
sw:h. However, hospital facility and free standing ambulatory care facilities, clinical Jabs and 
some X'ray facilities require federal certification to rec.eive federal fimmMj!\ participation. The 
parameter of the Jicensing and certification statutes is limited to manpower. 

The limited progIess in the government's quality control activities stems in part from the rapid 
growth of the island's health care industry. For years, the federal government provided health 
services through military personnel that were not required to be Jicensed or regulated locally. 
When the Government of Guam assumed the primary responsibility for providing medical care, 
the Jaclr. ofJicensure and certification requirements was not unwrual. Now, however, public and 
private health professionals agree that the development of health care in the private .ector and 
the ezpansion of public health services necessitates that the government provide for sound 
quality control 

Legislation that identifies the need for quality aasurance with health care institutions must be 
enacted. The implementation of detailed rules for monitoring quality control must follow. 

The legislation and the program guidelines should be created and maintained to achieve the 
highest degree of health care services for consumers. Areas of particular concern are listed 
below: 
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There should be a system for regular review of the quality in the process of medical care 
by internal and external agencies; 

All health care providers should be technically competent and have the appropriate license 
and certification; 

Health care services should only be provided when they are medically necessezy, and 
should only be offered in those facilities whicll provide for quality control; 

Health care services should improve health status; and 

Quality should be assured in all medical support services and facilities. 

2. Internal Quanty Assurance. 

Although the local government does not require quality control programs within the health care 
industry, there are various incentives that lead medical facilities and prepaid health plans and 
government. health programs like Medicaid, Medically Indigent Program. and Catastrophic 
D1ness Aasistance Program on Guam to provide for quality assurance through formal in·house 
procedures. The programs are often a combination of utilization review and quality control 

a. Utilization Review. 

The Guam Memorial Hospital Authority, Medicaid, Medically Indigent Program, Catastrophic 
D1ness Aasistance Programs, and the two federally approved HMOs each have their own 
uti1ization review CUR) procedures. Eacl1 of the OR activities is aimed at controlling costs and 
ensuring that the services provided, either within the hospital or under the respective health 
plan, are appropl iate. Judgements for app. up. iateness generally focus on the process, or the 
procedures involved in health care; and these judgements vary with the standards of each entity 

. that employs utilization rmew. 

The Guam Memorial Hospital Authority, for example, follows the standards set by the federally 
contracted Peer Review Organization (PRO) that monitors GMHA's operations with regard to 
Medicaid, Medicare, and Maternal and Child Health patients. The standards require that the 
hospital OR address the appropriateness of admission, lengthe of stay, and services provided. 

The HMOs are naturally concerned with simiIer espec:ts of the procees involved with inpatient 
care, but the standards may vary from those of the hospital. In addition. each health 
maintenance organizations monitors the uti1ization of the outpatient services, whether the 
services are provided in the HMO's own facility or in the office of one of its providers. Again, 
the cost of health care is the underlying cause for utilization review. 

b. Quanty Allllurance. 

The quality lIII8Ul"IU1Ce programs that are operative in the isJand's health care institutions 
generally go beyond the scope of utilization review. Quality IIIISUnIIlCI! addresses the facilities 
and the equipment and in the delivery of health services. As with utilization review, the 
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standards and criteria vary with the facility, but the goal of improving and maintaining the 
quality of care remaina 

The Guam Memorial Hospital Authority and the Department of Public Health and Social 
Servic:ee use natiolllllstandards and criteria in their quality control prognuDlI. The hospitaI, for 
ezample, must maintain the standards set by the Joint Commission on Al:l:reditation of Health 
Organizations in order to keep an accredited stat"",. Both GMHA and the Department of Public 
Health and Social Services serve Medicaid, Medicare, and MCH patients and therefore must 
meet the guideIinee set by these federal programs. 

Likewise, quality IIlIIIUr1InCI! is achieved to a certain extent within the two federally approved 
HMOs since they are federally mandated to incorporate quality assurance into the delivery of 
health _.itea. In addition, federally qualified HMOs must meet certain guidelines that have 
been established by the federal government and are monitored for compliance through 
appt opriate reviews. The criteria for federal reviews of HMOs are estabIiahed for services 
provided by HMO. in an ambu1atory setting, in a c1inicaI 1aboratory, and in a surgi~nter as 
well. Moreover, the recruitment process and peer evaluation of the medical manpower are to 
be included in the quality control activities. 

E. Acceptability. 

Acceptability is an individual's or group's overall aaaeaament of available health care in terms of such 
factors as quality, cost, outcome, convenience and provider attitudea. It is generally measured in terms 
of the degree to which health care COII8UIIlera and providers are astisfied with the performance of the 
health care system. 

UD1ike other characteriatica, acceptahiIity focuaea on perception of the health system rather than the 
system itself. As such, it is a subjective judgement, influenced by culture and attitudes. For ezample, 
social stigma associated with certain i1Inesaes, such as mental disorders, continue to serve as barriers to 
those requiring vitally needed services. Certain individuaIa or groups that have traditionally turned to the 
services of the church and clergy for emotiolllll help may be leas likely to utili%e emting programs and 
aervices of the Department of Mental Health and Substance Abuse. 

There are differences in cu1tures, perceptions, expectations and needs. Health care and service areas 
are also diverse. Many expect to receive all care on Guam, III8IIY expect referral for care in the 
Philippines, Hawaii or the mainland. In the past, our people expected to be cared for and accepted the 
services that were offered to them. Now, people have differing ideas of health care. Diacuaaion involves 
topics such as primary care, preventive care, ezpanded public services, cost containment, etc. Many in the 
community expect to participate in determining their health care requirements and the accompanying cost. 

Health ofliciala indicate that public aa:eptance of certain health programs may be linked to awareneaa 
of the need for a particular service. For ezample, Micronesian and Chamorro women are conaiatentIy 
below the norm in seeking prenatal check-ups during the first trimester of pregnancy; these groups of 
women have the highest proportion of low birth weight infanta. Materlllll and Child Health Program 
ofliciala feel that the low utilization of services by these groups of women is due to the lack of awarenet18 
for the need for prenatal check-ups. 
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A health care system study W1III conducted in the early part of 1980. The Health Care System Study 
of the Population of Guam reflects responses from 400 randomly-sampled hOUlleholcla on their level of 
satisfaction with quality, ~DiIity and cost of health care services. The survey showed a 90 percent 
level of satisfaction with the information received from professionals about health conditions and 
treatment. Eighty-nine percent of thOlle surveyed were satisfied with the quality of health care; eleven 
percent were not. 

With regard to out-of-pocket costs, 69 percent noted some degree of satisfaction and of the 31 percent 
who were unhappy about costs, nearly one-third were very dissatisfied. One aspect of medical care that 
the group W1III most dissatisfied with W1III the lelllith of time required from arrival at the doctor 's office 
until care W1III received. Appwajlll8tely 37 percent were not happy with the waiting time. 

A high level of positive response was received on questions concerning days and times that medical 
care and related services were available. As compared to a previous survey, the fUldings reflect that the 
extension of doctor and clinic houra into time frames outside of the usual 8 to 5 Monday through Friday 
have been well-received by the public. The levels of satisfaction rose from 11 percent and 15 percent 
respectively for times and days, to the 90 percent range. 

The majority of Guam's population Ilnd medical health care services acceptable. Prejudice against 
certain services and ignorance about the benefits of others are often rooted in cultural perception. Public 
education can e1iminste this. 

Waiting time, either at a private or public medical care provider, seems to exceed expectations and 
leada to dissatisfaction. It could not be measured whether such dissatisfaction would actually make the 
delivered health care services uuacceptable to the COIIIIUIDer, prohibiting him from seeking needed care or 
continuing with treatment. More data needs to be collected to pinpoint the reuotlII for prolonged waiting 
time before any J"eCO!IlIIlendations can be made. 

F. Continuity. 

Continuity is effective structuring, coordination, and delivery of health services on a continuous basis 
in one or more settings. Continuity is measured by the _ in which the consumer can move between 
required elements of the health care system and the degree to which these services are integrated. This 
characteristic of health care may be viewed as having three dimensions: 1) continuum of care; 2) IICOpe 
of services; and 3) coordination of services. 

1. Continuum of Care_ 

This dimension of continuity is the timely provision of health services from diagnosis to 
treatment to cure. Inherent to the problem of continuum of care is the multiplicity of local 
health care 'systems' that do exist. Many programII and services overlap; some operate out of 
separate government agencies and private settings. Certain services are supported by federal 
funcla and others by private monies. 

The availability of a regular source of care is basis to continuum of services. A major problem 
facing the medically indigent who must depend on local government health programs is the lack 
of continuity of service with any aingle provider, such as GMHP enrollees might have with a 
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primary care physician. The UIIe of the GMH Emergency Room for obtaining routine primary 
care contribute to iDcreued bealth care eoets with leaa continuity of care. 

Services offered form the ialand's regional public health centers are generally fragmented and 
continuity of care is uaured only to the extent that the same clinic and service is utilized. In 
the put, partic:ular problems have arisen in instances when a pregnant woman comes to Gl4H 
to have her baby delivered by a physician who is not familiar with her case history. 
Oecasionally, her medical records are not transferred to GMH from the DPHSS iii time. 11Us 
has led to confusion. if not complicationa. The process is then repeated in reverse order-the . 
patient and child return to DPHSS without medical notes form the hOllpital. While problems 
with continuity of care have improved with DPHSS's contracting of phyBicians for prenatal and 
delivery services, these situatioDll could reoccur if contracted services were unavailable in the 
future. 

2. Scope or Services. 

While a vast IImIy of health care is available to iaIand residents, these services are often limited 
by the lack or shortage of qualified persouneJ, necesary equipment, adequate facilities, and 
fiMneia. resources. 

Ideally, the scope of Guam's health services should addreaa not only immediate, but total 
patient needs as well. These services should encompaIIII sound preventive programs as well as 
acute, chronic, and long-term care. Health services providers should develop patient care plana 
to ensure the piovilliou of a wide range of services. One area in which there appear to be 
shortcominga in is in securing necesary services following discharge from inpatient facilities, 
such as GMH and the Department of Mental Health and Substance Abuse. Although. certain 
programs such as home care services, meal delivery, and other aoc:ial services are available to 
the public, these alone are inadequate in addressing the needs of each patient when no 
coordination exists between the discharging facility and community services. 

Another area of concern nes with off-ialand referrsI. Patients in need of health services that 
are not available locally are referred off-ialand when deemed necesary by attending phyBiciana. 
However, previous concerns on the lack or weak referral mechlmijll!lt!l and follow-up procedures 
and infrequent airline flights to the referral center should be put to rest. Referral mec:baniams 
are in place for both private and public sector. Follow-up procedures are handled by the 
referring facility and/or physician and off-ialand providers are f~mjJjar with their patient's 
situation. Both on and off-ialand medical referral ofJicea are operating efficiently. Additionally, 
daily flights are aYlliiable twice daily an a minimum. Thus, off-island physicians are not hesitant 
to release a patient for the trip back home for appropriate aftercare. 

3_ Coordination or Care_ 

Although certain programs reDect the most effective and efficient use of Guam's limited health 
care dollars, much improvement must still be made in bridging the gaps between services. 
0veraI1, the picture of health care on Guam ill one of fragmentation. agravated by the lack of 
coordination by both government and private providers. Thill is evident in the system of patient 
referrala and follow-up treatment for aD It!9eIa of care, both on and off-ialand. 

1bird EdltIoa 
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Health services should be interlinked with other social services in the commWlity. Only through 
these efforts can holistic care of patients be realized. There are adequate habilitation and 
rehabilitation services scattered among several government agencies and private clinics, 
however, they need to be coordinated to maximize manpower and financial resources. 

G. Health Care Policy Iasues ConclwdoDS aud Reco_endation,s. 

1_ AvailabWty. 

When viewed in total, Guam '8 health care delivery system can adequately serve most primary 
care needs of the majority of the population, and will continue to do so into the future. 
However, those requiring specialized care must often be referred off-island for service. Guam's 
population base is, at present, not lsrge enough to support such specialized services as 
specialized neonatal, cardiologicsl, neurologicsl, and radiologicsl care, yet the expense of off­
island referrals almost justifies the establisbment of such services locslly. With their inception, 
and the support of qualified staff, Guam could aecept referrals from other Pacifi~ island nations 
and defray the cost of such eervic:es, as well as cut down the numbers and cost of its own 
referrals. 

Theinadequatesupplyof~healthprofesai.onals (Le.,pharm!!Cists,laboratory~ologists, 
nurses) has resulted in the reduction or e1imination of certain health services. The inadequate 
supply is the result of not having a sufficient pool of trained personnel to meet the existing 
demand, the iIIck of trainiDg programs (basil: or continuing education) for ~ health 
specialty areas, and the Iaclt of priority for health professional recruitment. These areas must 
be addreased to improve availsbiIity of health care and aervices. 

For an isolated population such as Guam'a, ~ upon services IMIiIable locslIy is a ne<:essity. 
The need for mental health services is growing, and the shortage of a psychiatrist and the 
limited number of clinicsl psychologists negates the value of services being offered. 

As the population ages, with all the attendant physicsl impairments that aging brings, the need 
for long-term care facilities grows. The institutional facilities, with the addition of the Long­
Term Care Facility and st. Dominic's Senior Care Home, wiD meet the needs of the present and 
the near future, but long-range planning is nec:esasry to ensure that su~ facilities and services 
are available to all who need them in the distant future. M~ greater emphasis must be placed 
on community and in-home services to prevent institutions1ization until it becomes absolutely 
nec:esasry. 

Further ~ommendations include that: 

government health agencies should meet at least every other month to review and resolve 
health system coordination problema, 

the 'D~ Sanchez' ~olarship program should be ~ to give ~olarships· that 
support career development in public health and primary c:are, 

health professional positions within DPHBcSS and DMHBcSA should be esempted from 
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government hiring freezes, not just GMH, 

government procurement, accounting, payment, and hiring proc:esaes for health service 
agencies should be expedited to avoid delays and downtime in the delivery of health 
~ices, 

increase support for health and consum~ education through both government and private 
health and education settinp, 

establish operating policy and protocols that will enable aehool health nurses to fully use 
their nursing skills and thereby make health services more readily available to students, 

pbu:e more emphasis and priority on preventive and primary health care whieh is the most 
cost effective approacl!, and 

recognize that the role and mission of DPH&SS is to prevent and control disease and 
promote the health of the territory separate and apart from the delivery of orick care 
services and should receive separate and distiru:t funding support. 

2. Accesaibillty. 

Many geographical, aociCMiemograpbic, and financial ac:cesa barriers to routine health care 
services have been eliminated at this stage of Guam's health system development. Temporal 
IIa:eIIII is seen 81 a problem by those who utilize private and public providers of care. For those 
who are employed by the government and utilize the pub1ie health clinics, this is not 81 much 
of a hardship 81 it seems, 81 they may use earned leave time for their doctor visits. However, 
it does p\IIce a ItreII on the health care delivery sywtem because of the policy of obtaining a 
physician's slip to verify sick leave and thus, occupying appointment time for those that really 
need the service. For the low income who are not employed by the government and do not 
have leave time, this is a finl!ncjl!l hardship that may prevent individuals from seeking medical 
care for themselves or their families. Mlljor financial problems are encountered by those 
suffering from catutrophic disease. 

People/consumers must recognize the wlue of the appointment system and encourage to use 
the system. Occasionally, waiting time is reduced using the appointment system. Walk·in 
patients must realize that priorities for doctor's visits are in pbu:e at the clinics. Additionally, 
consumers and providers must be cognizant on the use of the GHM's Emergency 81 treatment 
for life-threatening situations only and should not abuse it's use. 

3. Health Care Coat. 

It is the government of Guam's policy to provide health care to all its inhabitants regardless of 
the inability to pay. The mandated "free" services and the Medically Indigent Program attest 
to this. This policy requires a large portion of Guam's financial reIIOUJ'ee8 and has diminished, 
to some degree, the initiative of individuals and families to provide for their health care. 

The ever decreasing federal programs and an ever increasing population have strained Guam's 
health care budget. The inability to pay should not determine the nature and quality of the 
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health care serviCl!ll an individual rec:eives. However, the decreasing res<lU1'Cl!ll milke it 
necessary to examine the provided services and to seek cost-containment solutions which might 
overcome some of the problems in the health care budget. 

Various cost-containment measures have been expl~ Abolishment of the mandated free 
services, consolidation of all medical uaistance programs, contrasting the c:oeta for contracted 
medical serviCl!ll to those of medical care provided by DPHSS, and investigating alternatives to 
institutional care are organizational or administrative meclumiams whieh have the potential of 
reducing health care c:oeta in a relatively short time. Increuing an individual's IH!1\.!e of 
responsibility towards his own health care will take longer, B8 this involves a change of 
attitudes. 

An increasing awareness of the close correlation between an individual's habits and lifestyle 
(smoking, drinking, eating, exercise) and his good or bad health have fostered greater personal 

. responsibility. High blood pre!l8Ul'e, heart disease, diabetes, and certain types of cancer-the 
leading caUBeS of death-are linked to persona1 habits and lifestyles. Clearly, an individual has 
a great measure of control over his or her health, and being attuned to one's body, malfunctions 
or illneBB are noticed at an early and curable stage. Financial investment in health education, 
promotion, and prevention will guide individuals towards more healthful1iving, and will, in the 
long run, be the most effective measure for containing the c:oeta for acute and chronic care. 

In addition, a large number of individuals have to be weaned away from the belief that Guam's 
health resources are boundless, and that the government can easily afford to pay for health 
care. 'Ibis attitude is a carryover from the nava1 administration when free care was diBpeneed 
to everyone, and supported by the years of 'free' care provided by GMH. However, a much 
more equitable distribution of the reeponsibility for health care c:oeta between individuals, health 
insurers, the community, and the govemment must take place. 'Ibis should manifest itself in 
an increased number of enroI1ees in the me,jor health and dental insurance prognuna. and ajoint 
effort to cover each island resident with catastrophic illneee insurance coverage. Whether such 
insurance is provided through increaeed insurance premiums, separate payments, or increased 
taxes is etill debatable, but the outcome is most important: financial security in the face of 
catastrophic illnE88. 'Ibis can only come about when individuals perceive themselves as being 
responsible for their own health and the collective health of their community. 

4. Quality. 

There is no question as to whether or not the quality of health care on Guam needs to be 
addressed. The questions involve, instead, who and how can the quality of care beet be 
monitored and evaluated. 

It is not likely that any n_legislation for facility licensure and certification will include funding 
for the actual operations of the program or for the staffing of euch a program. Moreover, the 
larger health care institutions like GMHA, DPHSS, and the HMOs are currently under federal 
guidelines and revi_ for funding and certification purposes. The 10cal government can, 
however, mandate that since these facilities serve the local population, and that since it is the 
government's role to protect the local population, the government has the right to acCI!IIS the 
federal review and certification records. The Government of Guam wiD avoid a duplication of 
regulating activities, but wiD remain informed as to the etandarda of the eerviCI!II provided. 'Ibis 
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may result in the moat effective and efficient use of the local government's limited health care 
dollars. 

It is obvious with the rapidly growing and changing technology in the health care field that what 
is available and acceptable today can radically chanse in the next 5 years. It is also obvious that 
our island can not support all services for all medical conditions. What is important is to 
determine what the requirements/expectations are of our people and the prioritize and educate 
them on what we can afford and support. Quality indicators or monitors will need . to be 
established in order to determine that quality care is actuaJly being delivered. To determine 
what the requirements/expectations are of our people. a three prong health care survey must 
be conducted. 

Survey of consumerslrecipients of health care and services. 

Survey of health care work force personnel 

Survey of health care providers, to include the Government of Guam Agencies and 
Departments, Military, Private Profit and Private Non-Profit Organizations. 

5. Acceptability. 

The tmVority of Guam's population find medic:al health care services acceptable. Prejudice 
against certain services and ignorance about the benefits of others are often rooted in cultural 
perception. PubJie education can eliminate this. 

Waiting time, either at a private or pubJie medic:al care provider, seems to exceed expectations 
and leads to d-tiefection, It could not be measured whether such dissatisfaction would 
actuaJly mske the delivered health care services unacceptable to the consumer, prohibiting him 
from seeking needed care or continuing with treatment. More data needs to be collected to 
pinpoint the reasons for prolonged waiting time before any recommendations can be made. 

Again, to determine what the requirements/expectations are of our people. a three prong health 
care survey must be conducted. 

Survey of consumerslrecipients of health care and services. 

Survey of health care work force personnel 

Survey of health care providers, to include the Government of Guam Agencies and 
Departments, Military, Private Profit and Private Non·Profit Organizations. 

S. Continuity. 

While both patient and provider have responsibility for assuring the lII8ldmum degree of 
continuity, the health system must be structured to ensure that services are delivered in the 
moat efficient and effective manner. Problem areas that must be addressed are the provisions 
of: 
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regular source of care; 

patient and medical information transfer; 

delays or interruption in service; and 

fonow-up proc:edures. 
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VB. planning for the Future 

Health plans are U8U8Ily prepared far 5 years and therefore the planning information presented in 
the previOUl chapters COYeI'II a wide range ofiasues relevant to Guam's health care provision through 2001. 
As a health system is dynamic in that it continually grows and changes, revisions are made during the third 
year of the planning cycle to lICCOIDDIodate unforeseen situations, newer technologies, or unusual population 
changes as they may arise. 

When p1anning for a 5·year period, it is only natural to look beyond this time span. This is perhap~ 
even more important on Guam than it would be on the mainland, as great distances separate the island 
from other more apecialized and aopbisticated medical providers. Health planning on Guam, therefore, is 
carried on with a view to the future and eventual aelf1llfliciency in the provision of health care. Some of 
the advocated goala, objectives, and actions can be considered as atepa towards achievements which wiD 
not be fully realized until the year 2001 or 2010. 

Changes over time that can be expected in Guam's population and ita composition, the health status 
and health system, data collection, and health care financing. are briefly diacuaaed as follows. 

A. Population Changes. 

Guam continues to experience population growth and by the year 2001, as seen in the laat 10 years, 
the I!lIisting medical facilities and medical manpower wiD DO longer be aufJicient to provide quality health 
care to the island population. 

The implieationa for planning are obvious. With an ioereaae in population, an extensive expansion 
of aU servicea and proerama in the long-term care continuum must be initiated early enough to guarantee 
appropriate placement for each peraoo in need. 

One might rightly conclude that iocreaaed efforts in health promotion and diaeae prevention will 
result in a dramatic reduction in chronic diseases and disabilities, and a aimilar decrease in the demand 
for institutionallong·term care. But since the senior population for the years 1995·2000 are already 
middle-aged or older, many carry the ~ of hyperteosioo/cardiovaacular disease, c:ancer, diabetes, 
crippling arthritis, lytico or bodig. Alzheimer's disease, or emphysema-the conditions which require care 
over a long period time. Therefore, attention must be given to the need for long-term care at aU levels. 
The next generation and those to follow mould be the ones to reap the harvest of the earlier endeavors 
of changing lifestyles and the coune of diaeaaea through promotion, prevention, and detection programs 
and services. 

B. Health Status. 

I. Reduction of Chronic Dl8N8e. 

It is anticipated that vigorOUl health promotion, prevention, and acreeoing efforts during the 
eighties and late nineties wiD mow their desired result by the year 2001. If the national 
ezperieoce holds also true for Guam, then these prevention efforts mould result in a noticeable 
downward trend in the incidence, prewlence, and mortality rates of the diaeaaea or causes for 
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premature death. 

Even though medical technologies and innovations have advanced tremendously over the past 
years, and no doubt will continue to do so at an even faster pace, it is still unrealistic to expect 
that cures will be found for Guam's 1eading causes of death in the next 10 to 15 years. 
However, lifestyle cllangea effected through health promotion and disease prevention and 
detection services will lead to greater individual knowledge about ,the diseases, resulting in 
either the prevention of disease or in much earlier diagnosis and treatment. This in tum will 
reduce the risk of life-threatening complications and premature death. 

For instance, if people quit smoking-a ~or risk factor for cancer, chronic obstructive lung 
disease, and cardiovaacular disease-many deaths and disabilities could be avoided. Control of 
obesity and streas, and an increase in physical exercise are known to prevent, or at least to 
beneficially impact on, diabetes and hypertension. Persona with controlled diabetes or 
hypertension can expect to lead a normal life; yet left untreated, hypertension leads to stroke, 
heart disease, heart attaclr, 88 well 88 end stage renal disease, and uncontrolled diabetes can 
result in blindness, amputation, stroke, and ESRD as well. The prevention or control of 
alcoholism will manifest itself in a lower alcohol-related accident rate, increased productivity in 
the community, and greater social cohesion. 

There is a dual benefit to be reaped by making a serious investment in health promotion, 
disease prevention, and detection activities. Guam will have a healthier population and will also 
experience, over time, a cost reduction for acute and chronic: care. 

2. Holi.8tic Approach to Medicine. 

The successful reduction of illnl!llll and disability through promotion and prevention in the 
mainland has yet another effect. It has proven that the way to better health does not depend 
solely upon improved technologies and more sophisticated treatment modalities for illness. 
Modern medicine has come to view the human body 88 a machine that can be disassembled and 
repaired or have its parts replaced. An entire economic structure and payment system not only 
supports this view, but pespetuatea it. 

Yet more and more evidence points to the fact that a person's illness cannot be separated from 
his body, mind, and spirit, and if any treatment or cure is to be effective, this must be taken 
into account. "HoIistie" medicine is a coru:ept that has been increasingly employed over the last 
several years. It simply means that more is needed than the preacription of a drug for an 
ailment or the excision of an organ or tumor. Ho1istic medicine recognizes that the elements 
relating to health, healing, and recovery reside only in the physique of an individual, but are 
rooted in values, pesceptions, emotions, spirituality, and other matters that are beyond the 
scope of modern mechanistic medicine. 

Until now, health planners considered health care provision and health economy from a 
technical and financial point of view. For future planning the "human" element must be 
incorporated, as the benefits of ho\iatic medicine are now being realized and the costs of 
fostering self-awareness, aeIf-actualization and weUness are considerably lower than those 
required for highly specialized medical treatments in which the patient has no faith, and 
therefore provide no benefit to him. 
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C. Health Care Delivery System. 

Guam's health care delivery system- is a conglomerate of public, private, and military facilities, 
programs, and services as detailed in Chapter V. Guam's public facilities, the Guam Memorial Hospital, 
the clinics under the Department of Public Health and social Services, as well as the Guam Mental Health 
and Substance Abuse Inpatient and Outpatient Facility, require long-range planning. While day·tc>-day 
activities continue, much thought is given to the future of these facilities and their services. 

1. Facility planning. 

.. Department of Mental Health amd Substance Abuae. 

Inpatient and outpatient mental health services are provided at Department of Mental Health 
and Substance Abuse. The new mental health center serves as a regional referral center for 
mental health care. VJ8OrOWI efforts were used to secure federaiand private funding for this 
endeavor. 

b. Guam Memorial Hospital. 

Every effort is presently directed towards having GMH rea=-edited by the Joint Commission 
on Accreditation of Healthcare Organizations (JCAHO). As such III:CI'editation is in fact the 
hallmark of the aucceaaful delivery of quality health care to the population. Mejor activities 
geared towards reaccreditation have been completed. These include the relocation of the 
HemodiaIyIIis Unit, the Skilled Nursiag Facility; the construction of a new maternal wing; the 
addition of dietary aervicesto inpatient meals including preparation; and more importantly, the 
correction of existing atructuraI deficiencies that were identified in the hospital facility. Mejor 
capital outlay is required (or this very neceaaary endeavor. 

c. Department of Public Health amd Social Services. 

The Department of Public Health and Social Services needs to establish a long·range plan for 
ita facilities and services. While the new Northern Area Regional Health Center to opened ita 
doors in 1985, the Southern and Central clinics are aver 19 years old and will require extensive 
renovations. Any plans for renovations must be tied to the Department's plans for the delivery 
of services. . 

Over the last 10 yean. budget constrainta within the Department have resulted in problema 
with maintaining DPHSS clinic services; shortages in physician and nursing manpower have 
further hampered the Department's ability to effectively deliver ita aenicea. The Department 
then, must first determine whether it is more economical to purchase services from physicians 
in the private sector or to continue providing services directly to DPHSS c1ienta. Once the 
determination is made, the plans for the renovation and equipment purchase requirementa for 
the three regional health clinics can be developed aa:ordingIy. 

2. Planninl for Medical Referral Services. 

Off·island medical referrala are generally made because Guam Iack.a the required apecialiat 
health manpower and equipment for needed diagwwis and treatment. The outlying islands of 
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Micronellia are uswilly in still greate!' need of referral because their technical capabiJities trail 
behind Guam's and their population bases are even less able to support specialized manpower. 

Cardiac procedures were diversified. ranging from catbeterization. angiogram. and angiographies 
to very intricate double and triple bypass operations. Neonatal treatment was most often 
required for eomplications of premature birth and eongenital anomalies. Radiation treatment 
to various sites was administered to effect cure or palliation in cancer victims. . 

There is no doubt that the majority of medical referrals are justified in light of the existing 
medical technologies. It is also a W:t that as remote as Guam is from other health care centers, 
the knowledge of available technologies has traveUed to Guam far in advanee of the capabilities 
to perform specialized health serviees. The media. for one, keeps ialanders traveling to the 
mainland and abroad and are expoeed to advanced medical technologies; others hear about them 
from kin residing off-ialand. There are aIao the ymmger physicians trained in the mainland who 
are returning or eoming to Guam and are trained to use the latest state-of-the art tests, 
procedures and equipment. They feel that their patients ought to have no less in their care. 
Additionally, the fear of medical malpractice litigation and the unavailability of malpractice 
insurance may in part be responsible for the increa3e in off-island referrals, since a physician 
prefers to be safe rather than sorry when uncertain about the diagnosis or treatment of a 
patient. 

The best possible way to decreue off-ialand referrals and retain health dollars on Guam would 
be to enhance the island's medical capabiJities. The GMH is equipped to provide all general 
acute care services. With MRI located on hospital grounds, patients are now able to receive 
more advanced diagnostic services that were once available off-ialand ouly. 

At this time it is important to 100lt still further ahead and plan for medical services that can be 
performed on Guam 5 years from now or by the year 2000. Since cardiological procedures, 
neonatal care, and radiation treatment eomprise the built of medical referrals, they warrant 
closer I'xamination. It must be stated that eonventional planning by which a certain population 
base is related to the need for a apecific service is not truly applicable to Guam. For ialand 
inhabitants, all medical costs are eombined with the additional high air fares for the patient and 
his accompanying caregive!' or escort, as well as the living expenses for the escort and patient 
if treatment is on an outpatient basis. Furthermore, jt must be conside!'ed that severs1 million 
dollars leave the island's economy for serviees which do not greatly impaet on Guam's health 
status and do nothing for the improvement of the health care system. Additionally, the 
emotional impact of separation caused by off-ialand referrals added to the trauma of coping with 
serious disease leads to stress which cannot be equated with dollar amounts, but which are 
nevertheless a very real eomponent of medical referrals. In view of this, it makes sense to 
explore the possibility of retaining the patients and the health dollars on Guam and aim towards 
the provision of as many specialized services as is realistically feasible. 

a. Specialized Cardiac Care Services_ 

Such services consist of diagnostic cardiae catheterization and cardiae surgery. Cardiac surgery 
might be as simple as the implantation of pacemakers, or be open or closed heart surgery. 
Open heart surgery has developed rapidly IIince the introduction of pulmonary bypass 
procedures, a technique by which the patient needs to be connected to a pump oxygenator 
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which takes over the funetion of the heart and the lung during the operation while the heart 
i8 being repaired. Open heart IItJI1Ie1'Y benefits patients with congenital and acquired heart 
defects. Coronary artery bypass grafts, eithet' siDgle, double, or triple, are the most common 
of the open heart procedures. 

Cardiac c:atheterization i8 an invasive diagnootic procedure by which a thin hollow tube is 
introduced through the c:in:ulatory system into the clwnbers of the heart. This permits direct 
measurement of intrsc:ardiac preS.ure, valve func:tion, structure, flow patters and VIIIICUI.ilr . 
RMtomy. Catheterization is performed in ordet' to make a decision about surgery; however; at . 
least one-half of patients who undergo c:atheterization are found not to require surgery. 

Closed heart IItJI1Ie1'Y refers to operations that do not need a mechanical pump during surgery. 
The repair of aneurymJll, pulmonary arteries, and systemic pulmonary shunts fall into this 
c:ategury. 

Cardiac c:atheterization and open heart IItJI1Ie1'Y require specialized staff, equipment, and 
organizational arrangements in a hospital aetting. Many factors are involved in planning for 
such services. One is the population bale for which such aervices will be performed, another 
i8 the incidence and prevalence ofheari disease for that population. From this can be calculated 
the number of ectual procedures which will be performed. National standards recommend that 
200 procedures pet' year be performed in a apedaIj_eeI cardiac c:are centes'. It is questionable 
whethet' or not that many procedures will ever be demanded by Guam and the other 
Micronesian ia\anda. Only a c:areful COIIt-anaiyIIia of referrals for cardiac procedures over the 
yean compared to the costa of providing these _ .ices on Guam will allow for realistic: planning 
and decillion making. AdditionaJ1y, it mUBt be estab\iahed what minimum volume of procedures 
and aftercare hall to be provided to a.ure the maintenance of proCesaional skiIla for quality 
c:are. 

A cardiac speciaIiat team should include, at a minimum, the following: 

Cardiologist(s) 

Cardiac Surgeon(a) 
usisted bya 
senior surgica1 
resident 

Anesthesiologist 
usisted by a 
resident or nurse 
anesthetist 

Perfusioo Team - Certified 
technici"ns or nunteS 

N unetI - specially trained 
acrub for cardiac surgery 
and c:in:ulating nurses 

Other staff - should be 
available for providing 
immediate lab work 

Besides the pump oxygenator, the othet' necessary equipment, such as x-ray, oximeters, 
cardiovertes, defibri\ators, and pacemaket' units are generally avai\able in a hospital. The 
nursing team of the Cardiac Care Unit is trained and able to provide the required c:are during 
rec:overy. 
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b. Level m Neonatal Specialty Nursery. 

At present, Guam Memorial Hospital (and the U.S. Naval Hospital) are well equipped to 
manage maternity patients not at risk, or patients at minDnal risk. At the same time, because 
of the possibility of lUlexpected complication during pregnancy, it is necesaary to have immediate 
access to a facility which provides care for infants with critical conditions. 

Such a facility should be avaiJable to all pregnant women at considerable or high risk. A high 
risk pregnancy is one with a great likelihood of requiring intensive care for either the mother 
or the infant. Guam Memorial Hospital uaea Kapiolani Women's and Children's hospital in 
Hawaii as their high risk intensive care center. The U.S. Naval Hospital refers its high risk 
maternity patients to Tripier Army Hospital in Hawaii. 

New tec:hnologies make it posaible for suc:h infants to survive, when formerly they would have 
died because of a lack of specialized care. Level m nurseries have experienced dramatic 
su«elllles with the saving of more than 50 percent of those infants weighing 1,000 grama, and 
more than 90 percent of those weighing 2,000 grams. Such specialized care assures improved 
survival and optimum physical and neurologic:al growth and development of the newborn, while 
avoiding suc:h complications as neurological deficits leading to mentsl retardation, cerebral palsy, 
diverae behaviora1 problems, epilepsy and the more subt1e, later occurring ophthalmologic and 
auditory deficiencies and learning disabilities. 

GMH's neonatal intensive care unit was originally intended as a Level m nursery, designed to 
provide care to the critically ill newborn of Guam's c:MIian and military population, and also to 
furu:tion as a retPonaI center for the other iaIanda in the Western Pacific. Lack of equipment, 
a sufficient number of nUllleS, and neonatologist have prevented GMH from providing Level m 
nursery care. 

A neonatologist is a medical apeciaIist trained to provide intensive care during the first critical 
hours and daya of a high risk infant, thereby improving recognition and therapy of neonatal 
problems. It might be questioned if there are a sufficient number of at·risk infants in any given 
year to warrant the hiring of a neonatologist and to jUltify the purcl!ase of the additional 
equipment needed to upgrade GMH's NICU to a Level m unit. Again, costs for ofT-island 
referrals have to be compared to the cost of providing such services on Guam. suc:h a cost­
benefit anaiyBia must include the COiIIIideration of the impact of separation through ofT-island 
referrals on the parents and the newborn, as well as the long-range consequences this will have 
on the infant's emotional development. Furthermore, it must be taken into IICCOlUlt that a 
neonatologist can also provide regular pediatric: care, can teac:h obstetricians, pediatricians, 
nurses, and expeetant parents about the risk fadars of pregnancy and how to avoid or deal with 
them, and thereby considerably improve maternal and child health on island. 

c. Therapeutic Radiation Services. 

Radiation therapy involves the use of equipment to bombard specific: sites of the body where 
malignant cella are located with intensive doaes of radiation for short periods of time. 

Estimates indicate that more than one-half of all patients with cancer receive radiation therapy 
at some time during the course of their diaease. Radiation therapy may be uaed as the principal 
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form of treatment or in coqjunction with surgery and/or clIemotherapy. 

Radiation therapy ill the preferred type of treatment for most cancers of the cervix and 
lymphomas, particularly Hodgkin's disease. It is the most frequently used treatment for 
esophsgeaJ, lung, and bronchiaJ cancer, as well as cancer of the larynx. The primary effect of 
properly applied radiation is the destruction of cancer cells for curative purposes (curative 
therapy) or for the alleviation of pain and llUfTeringwithout curative intent (palliative therapy). 

SeveraJ types of radiation are WIed for therapeutic purposes. Among these. are: 

ExtemaI irradiation (therapy) from SOIIl"l:el at a distance from the body; 

Loca1 irradiation from sources in direct contal:t with the tumor; 

surface irradiation using applicators loaded with radiosctive material (for example, 
molda for the treatment of certain oral and skin tumors); 

intnll:avitary irradiation in which radioaetive materials in removable applicators are 
inserted into body cavities, sudl as the uterus or IIinua; 

interstitial irradiation where radiosctive 8OIII"I:eI are inserted into tiasue; includes 
insertion of removal seeds, nonremoval seeds of radiosctive material, nylon sutures 
containing smaJJ radiosctive particles, or radioactive wire; and 

Internal or systemic irradiation by radioactive 8OIII"I:eI administered intravenously. 

There are severa1 wayII in wbic:h the various types of radiation therapy can be administered. 
Moet radiation therapy ill carried out with beams of x·rays or pmma rays. The term x-ray 
applie!l to electromagnetic: radiation produced by human made machines. Gama rays emanate 
from naturally oc:curring or artificially produced radioactive elements, (for example, Radium and 
Cobalt 60). 

Several types of mac;hines are currently being WIed to apply these rays to bombard the area 
being treated. The megavoltAge machines are the preferred equipment to administer radiation 
therapy. 

Demand for radiation therapy services is generally a function of the incidence of cancer in the 
population, the proportion of cancer patients for whom radiation therapy is deemed appropriate, 
and the number of treatments to be given during the course of therapy. The incidence of 
cancer in a population is affected by population growth and aging, and by changes in the age­
specific cancer incidence rate!!. Cancer incidence varies with age, with incidence rates among 
older peraona lIS mud! as 200 times greater than the rate!! experienced among the younger age 
groups. Since Guam's older population is growing at a higher rate than the general population, 
an increase in the incidence of cancer can be expected OYer the next 5-16 yean. 

Since radiation therapy services are needed by a smaJJ pi oportion of the population, involve use 
of expensive, highly speciaJized equipment, and require sophisticated treatment planning and 
supervision by physicians (radiation therapistlrloncologists), and other health professionalll with 
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experience in the teclmique, a regional approach to the p1aDning IIJld development of radiation 
therapy facilities is needed. Sucll IIJl approach will help to ensure the availability of a 
CODBiatentiy high level of care and the timely inc,,, potation of advances in c:ancer lIIIIIIagelIIent 
into all treatment programs. For these reasons, the need for and availability of radiation 
therapy services for Guam IIJld the surrounding island needs to be closely investigated. 

The National Guidelines for Health P1aDning state that a megavoltage radiation therapy unit 
should serve a population of at least 150,000 persons IIJld treat at least 300 cases annually, 
within 3 years after the initiation of service. A treatment is equivalent to one patient -visit. The 
guidelines permit downward adjustment in the required number bf cues where travel time and 
eJLlIenSeS to an alternate unit (1IIICh sa the ones in Hawaii IIJld the U.S. mainlMd) pose a serious 
hardship to patients due to geographie remoteness. 

It cannot be stated often enough that careful thought IIJld deliberation must be employed when 
investigating the feasibility of having Guam directly provide the specialized medical services for 
whicll people currently have to travel off-island to obtain. It baa been established that we do 
not have the population bases normally required to support cardiac specialty services, a Level 
m neonatal apecia1ty nursery, IIJld therapeutic: radiation services. The issue here is not so much 
the pun:haae of all the required equipment. Even though Guam's 6nancia1 resources are 
ezpected to remain scarce through the next decade or more, monies invested in our health care 
system will be recouped by a reduction in off-island referrals. The real problem is fmding IIJld 
retaining the required specialty medica1 manpower. 

There are severa1 approaclles that could be used to prepare for the above services within 10 
years. One would be the channelling of new medica1 students into the required medical 
specialties through Professional TeclmicaIAward or Student Loan incentives. Another approacli 
would be to purchase the nee ry equipment IIJld to upgrade the skilJ of medical technicians, 
technologists, IIJld nurses, but to hire specialist services through contractual agreements from 
reputable medical centers specializing in the needed services. Specialists in cardiology/cardiac 
!IIII"geJy IIJld oncology/radiation therapy c:ou1d make echeduled trips at regular intervals to the 
island to examine patients, set up treatment protocols sa indicated, perform cardiac surgery or 
radiation therapy, IIJld provide foUow-up. Furthermore, the spec:ialists of their contracting 
institutions could also be responaible for training all support personnel an weD an on-island 
phyaicians to upgrade their skills, and aa:ept the referral of unusually comp1icated cases in their 
respective specialty from Guam Memorial Hospital. Similar arrangements have already been 
made by some of the private providers for II nephrologist/surgeon IIJld this arrangement baa 
proven to be satisfactory. 

A third option would be to provide only some of the services, e.g., diagnostic cardiac 
catheterization, but not the surgery. An argument against this option is that equipment baa 
to be purchased and staff upgraded and hired, yet the need to refer patients off-island will 
remain. 

A weighty ftIctor in favor of providing specialist services on Guam regardless of the population 
bane are the costs involved in off-island referra1s. For instance, radiation therapy on the 
mainland requires that the patient drives to the facility, spends 12-16 minutea in treatment, and 
returns home or even to work. For someone from Guam or the other Pacific Islands, matters 
are much more complicated. There is a long and ezpensive flight for the patient and his escort 
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(since island culture as well as medical practice dictate a sick person should not go ofT-island 
UDattended); there are rent and living expenHII for several weeks or months in the referral 
area to consider, as wen as the 1088 of wages; and quite often there is the culture shock of 
coming to a booming metropolis <Honolulu. Los Angeles) from a relatively isolated and sedate 
island, combined with the anxiety of leaving the family behind If the real and social costs for 
patient ofT-island radiation treatments are added up and compared to customary. radiation 
treatment costs, one will find no doubt that Guam does not need to treat the number of 
patients or provide the number of treatments set forth in the national guidelines in order to 
meet the threshold of fmancial feasibility for such services. 

Guam, of course, cannot solely bear the financial brunt of such a venture. After a feasibility 
study which compares the upgrading of Guam's medical system to the expenses of referring 
persons from the different island entities to Hawaii. to the U.S. mainland or the Philippines for 
needed specialized medic:sl care, a method of financing has to be worked out, and negotiations 
have to begin. Such negotiations must include the U.s. Naval Hospital, who now refers a 
number of patients to Tripier Army Medic:sl Center in Hawaii for services they could receive 
at Guam Memorial Hospital under GRAMPUS reimbursement. The feasibility of special federal 
funding for thiII venture needs to be investigated. Formal inter-governmental agreements 
between Guam and the other participating islands in Micronesia for the referral of patients and 
payment for their care have to be reached and legalized, as Guam's resources cannot and should 
not be the lIOle basis for the creation and maintenance of a regional medical referral center. 

D. Health Data CoUectlOD. 

Guam's health service system has grown tremendously aver the pest two decades. From the initial 
U.S. Navy-administered hoepitsl and public health programs. the delivery system has ezpe.nded into a 
sophisticated Detwork of governmental and private providers delivering health care to the island residents 
in a variety of ways. This growth of the health care system bas beneficially impacted the health status of 
the island population. It has altered diseu! patterns, moving away from dises_ caused by euvironmental 
conditions to those MSOCiated with more stressful living, faulty diets, and excessive smoking and drinking. 
However, this improved health status and determinants of this status have yet to be ezplored in depth. 

Such an ass Dlent requires the continuous compilation of health status indicators and an evaluation 
of the availability of health resources and health services; it has to monitor the utilization and acceptance 
of these services by the island residents, and also eumine health care ezpendituretl. The analysis and 
evaluation of Guam' health status determinants, in COI\iunction with a review of our growing health care 
system, will enable policymakers and health care providers to more clearly establish the direction that 
Guam's health care system should follow in the future. This is especially important in an era where health 
care resources are becoming scarce and allocation of these resources must be prioritized 

A particular gap in Guam's health information inventory are data pertaining to hospital stays and 
physician visits in relation to health conditions and health ezpenditures. lD addition, Guam has yet to 
establish a medic:sl price index, or a health facilities capital assets inventory. 

It can be anticipated that in a very short time all the ml\ior public and private health care providers 
will utilize a computerized system to track service utilization and expenses. The Guam Health Planning 
and Development Agea:y is in the process of establishing an automated Health lDformation System. If 
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all health care providers and agencies coUaborate with GHPDA by providing ongoing information. then the 
Agency will be able to compile and analyze health information of various kinds and forms. This information 
will allow continuous assessment of the efficiency, effectiveness, and equity of Guam's health care 
provision. it will clarify trends, patterns, and relationships of health problems, and identify gaps in services 
as well. 

The llll\ior benefit derived from a well-organized health information system is the availability of valid 
and reliable data which enable P1annintr and policymakjng that is baaed on reality rather than suppositions. 
and which provide baseline from which evaluation and measurements of progress and improvement in 
Guam's health system can be made. Such information is particularly va1uabie when important decisions 
pertaining to the allocation of health resources have to be made, or cost-containment measures initiated. 

E. Health Care Financing. 

1. Health Resources. 

Guam's fmancial resources for health care are limited; no changes are foreseen for the near 
future. Federal funding, which comprises a 1arge IIhare of Guam's health budget, baa been 
redttted over the 1aat few years, and this trend is expected to continue under the present 
administration in Waabington. Guam's own health finances are derived from taxes and 
revenues, and are not anticipated to increase unless the ia1and experiences another economic 
boom. 

AI negotiations are underway to change Guam's status from that of a Territory to a relationship 
with the U.S. that is more appropiiate to present cireumstances, the pattern of federal 
asaiatance might a1ao be renegotiated. Perhaps then Guam's fixed ceiling of Medicaid can be 
removed and Supplemental Sec:urity benefits paid to the needy. It is a1ao hoped that the 
Cederal government will. in the near future, change its policy on long-term care and allow 
Medicare to reimburse Cor intermediate and nursing home care. 

It is doubtful that there will ever be a surplus of health finances. Guam's decision makers and 
health care providers must continue their efforts to provide the best possible medical care to 
every ia1and resident, regardless of the inability to pay. A eonsolidation of all medical assistance 
programa is considered a coet-llllVing measure that will a1ao improve a needy patient's atceSS to 
quality care. Eatabliabing employer-shared health insurance for eiJcb person in the labor force 
and C8taatropbie illness insurance for all of Guam's population within the next 10 years is 
expected to reduce the government's 1arge share oC financing health care, while providing 
greater financiaJ security to the ia1and inhabitants. 

2. ConsideratioD of EWCII and Values. 

A diaeussion of health care financing for the future must include the ethical considerations now 
inherent in health planning, particularly as it pertains to lifesaving technology and expensive 
long·term care for the elderly. The prevailing U.s. (and Guam) policy of denying no one atcess 
to life-suataining technology, regardless of age, is now being questioned by policymakera. In 
Britain, Cor instance, a person over age 60 is DO longer able to receive hemodialyaia, as the costs 
of the treatment and the expected return Cor such costs can DO longer be ba1anced. This is just 
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an example, but it illustrates that seriDUS consideratiDDB are given tD resDurce aIIocatiDn in 
order tD CUJ'b health expenditures in the mainland and abroad. 

The number Df Dlder Americana are increasing mDre rapidly than any Dther age grDUp; 
additionally, these older peraona can look fDl'WllJ'd to living I~ than any Df the previDUS 
generatiDDB. The senior, with their many c:hronic cDnditions, have become the main consumers 
Df health services and health dDIIars. This leads to qUesti0D8 regarding "generational justice." 
SDluti0D8 tD this dilemma are sought, since many now advocate that the mDnies spent Dn the 
aged Dught to be reallocated to better health care and educatiDn for the young, since the youth's 
future Iiea ahead and the country can espec:t many years of productivity from them. Others 
argue that these mDnies ought to be invested in capital improvement projects, such as dams, 
roadways, and water systems, which will contribute tD the good Df society and will benefit future 
generatiDDS. 

The arguments have come down to a question Df ethics and values. The issue of special 
Dbligation to the elderly because Df their past collective contribution tD society is widely debated 
in view Df dwindling resources available for health care across the generatiDDB. Additionally, the 
concept of "useless" or "hopeless" life, terms which are increasingly being used to spark debate 
on the expenditure Df social and health resources for the Did and frail, seems nDW a criterion 
for measuring individual worth. Such measurements are baaed lIOIely on the individual's ability 
to contnlrute to the common good of tbe community through certain types Df social activities, 
and nDt Dn previDUS contributiona. 

These debates are countered bY the arguments that a community ought to take care of all its 
members, regardleaa Df their abilities and contributiona. M the theologian Karl Barth has aptly 
Dbserved: 

"ND community, whether family, village, or state, is really strong ifit will nDt carry its weak and 
even its very weakest members. They belong to it nD less than the strong, and the quiet work 
of their maiIltenance and care, which might seem useIeaa from a auperficial view, is perhaps 
more effective than common labor or c:ultural or historical conf1ict in knitting it closely and 
BeCUJ'e1y together." 

The sentiments of this statement are particularly pertinent to the population of Guam, as there 
is a centuriea-old tradition of providing care to all in need within the extended family and the 
community. However, this tradition baa been weakened bY demographic changes, moderniza­
tion, and western acculturation, and on Guam, like everywhere eiae, the question of resource 
allocation needs tD be addressed eventually, since our fmite health resources limit the kind and 
quality of health care given to the ia1and residents. 
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