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[. EXECUTIVE SUMMARY

INTRODUCTION

To its great credit and with wisdom, the Guam Health Planning and
Development Agency conceived and commissioned this first-of-its kind
study and analysis of Guam's health care system. The completion of
this work provides public officials and policy-makers with a clear
view of the current status and organization of Guam's health care
system, coupled with a massive blueprint of alternative policy options
which can usefully serve to direct further development and refinement
of health care in Guam to the eventual benefit of all of her citizens.

Basic data were collected during the period July-August, 1981,
and analysis and development of alternative future policy options
consumed a large portion of the Fall of 1981. The study was conducted
by a team of five highly experienced professionals representing the
fields of health administration, medicine, planning, financial manage-
ment, hospital administration, systems analysis and demography. Well
over 100 leaders in the health, business, political, religious and
community fields were interviewed in the course of this study, and
volumes of published data were reviewed in an effort to compile a
system description which is as accurate as possible.

GUAM'S HEALTH CARE SYSTEM

Having emerged in its present complex and pluralistic form from
earlier centralized, government-dominated, health care services only
in the past two decades, the citizens of Guam enjoy a health care
system which is generally similar to those to be found in most U.S.
mainland communities of 1ike size. In some respects, Guam's system
contains components typical only of larger urban communities and
differs significantly from the more simple, totally government systems
to be found in other Pacific Isiand Territories.

The system is composed of two major sectors -- the public agencies
and programs, and the private, free-enterprise sector. The public
sector is presently the larger of the two, and contains such major
direct health care providing entities as Guam Memorial Hospital,



well-developed public health and environmental heaith agencies, a
Community Mental Health Center, emergency medical services, home

care, Medicaid, and Senior Citizens services. Some of the major
related public components which serve health-related purposes include
Guam Community College and the University of Guam, the Rehabilitation
Workshop, the Vocational Rehabilitation Agency, Youth Affairs Agency,
Department of Education, Public Utilities Agency of Guam, Environmental
Protection Agency, and the Department of Public Safety.

The private sector comprises individual and group practitioners
of medicine, dentistry, optometry and psychology, clinical laboratories,
retail pharmacies, a medical supply system, a network of voluntary
health organizations, professional societies, and indigenous healers.
It is in the private sector that some of the more critical shortages
of health personnel presently exist. Both the public and private
sectors are both supported to some degree by, and relied upon by, the
personnel and resources of the U.S. Naval Regional Medical Center.

As is typical elsewhere, planning for improved health care services
and programs is somewhat divided among Guam Health Planning and Develop-
ment Agency, the Mental Health and Drug Abuse Agency, the Environmental
Protection Agency, the Developmental Disabilities Council, and a myriad
of categorical program planning efforts distributed mainly within the
public health programs.

Generally, no health care system can be said to have a true abun-
dance of needed professional and technical personnel and this is
certainly the case with respect to Guam's system. However, with a few
notable exceptions in nursing, dentistry and medicine, Guam's system
appears to be minimally but adequately staffed. Of greatest numeric
need are nursing personnel, in which field an apparent deficit of more
than 150 nurses currently exists with the preponderance of need in
Guam Memorial Hospital and public health nursing. In dentistry, it
appears that about 11 new dentists would be desirable. In medical
practice, the major needs are for additional general and family
practitioners, pediatricians, cardiologists, ophthalmologists,
urologists, radiologists, pathologists, and psychiatrists. In these,



and a number of other medical specialty areas, it is estimated that
43 additional new physicians would be desirable to adequately meet
the range of medical care demands resident in Guam's population.

Guam's health care system currently represents an estimated
annual expenditure (from all sources) of about 33 million dollars,
of which about 42% derives from government appropriations, 33% from
insurance and other pre-payment, 13% from Federal sources, and the
remainder from private out-of-pocket payment. Appearing only in
recent years, health insurance of various forms and types now exists
to cover part of health care costs for about 51% of Guam's population.
An estimated 33% remain, however, uninsured and ineligible for public
assistance or other entitlements. Against the national figure of
about 85% insured, there appears to be substantial room for additional
insurance enrollment in Guam. The major pre-paid health plans are
Guam Memorial Health Plan and Family Health Plan, both organized
desirably in the health maintenance organization format. Another
25 health insurance programs of various kinds cover smaller numbers
of enrollees.

Examination of the system supports the conclusion that the current
health care system is principally oriented to the provision of acute
medical care for the few in need, with commensurately less attention
to health promotion, disease prevention and health maintenance for
the many. It is thus an "acute-reactive" system for the most part,
and- future investment and development toward the "prevention-promotion"
model would seem warranted.

THE MAJOR ISSUES

As it would from the examination of any health care system, this
analysis has revealed a number of "issue areas" which deserve seriocus
attention as means of further improving an already well-developed
system. Although the study identified several hundred discrete
"problems" of relatively minor types existing within the current
system, the major focus is on major issues which appear to 1ie at the
root of numerous smaller problems. It is toward these large issues
that the fundamental policy alternatives which are presented are
directed. The following were the major issues identified:



e insufficient control and coordination of health services

e absence of a basic policy framework for health services

e unclear eligibility criteria for various governmental services
e ‘"crisis" funding for health services

e absence of a central and integrating planning focus

POLICY OPTIONS AND RECOMMENDATIONS

—

A carefully selected set of policy areas are proposed for future
attention, some of major magnitude and others of smaller dimensions.
In their totality, they are designed to eventually bring to Guam a
full-service, integrated and coordinated modern health and medical
care system of which all can be proud. 1In the listing which follows,
the recommended policy is summarized, with other alternatives speci-
fied where appropriate:

1. To provide for more efficient and better coordinated governmental
health services

e Establish a secretariat for health in the form of an umbrella
agency, providing central organization within which all govern-
mental health and health-related services are organized and
coordinated. Other approaches would include designation of a
"coordinator for health services" and creation of a formal
"cabinet for health" comprising agency and program heads.

e Create a representative and publicly accountable Board of Health
for purposes of overall health policy creation, with membership
being appointed by the Governor. Other options include an
elective board, employment of the present Guam Health Coordinat-
ing Council in a dual capacity, creation of an "umbrella" board
comprised of members from existing boards and commissions in
the health field, or creation of a board comprised of heads of
all health and health-related agencies and organizations.

e Achieve stability in chief executives for health services by
creating a new "executive series" under civil service. Other
approaches embody establishment of statutory terms of appoint-
ment authority to appropriate boards and commissions.



Establish improved budgetary practices for health services by
requiring the preparation and consideration of single, con-
solidated health service budget embracing all operating health
agencies. Other prospects include the adoption of "zero-
based" budgeting and the annual re-evaluation of all govern-
mentally funded programs on a program-by-program basis.

Funding of capital depreciation should be reflected by an
allowance with price adjustment of reasonable capital depre-
ciation in each health service operating budget. Other options
include long-range capital replacement budgeting as a separate
appropriation item.

Establish a trust fund for health services to overcome service
curtailment during times of unexpected cash short-falls. This
could be approached through reserving a proportion of each
agency's operating budget, or by developing a sliding scale of
service fees and a stringent collection policy, some propor-
tion of which would be reserved in a trust account.

Adopt a form of contingency budgeting through the establishment
of an emergency health fund to be drawn upon for unexpected
emergencies requiring health and medical services. Other
approaches would be reserving some small percentage of appro-
priated funds for such an account, or shortening the budget
cycle for health services in the form of "rolling budgets" to
be considered several times each year rather than annually.

Centralize health-related planning by creating a single health
planning agency which would subsume the numerous and generally
unrelated health planning entities which exist at present.
Other options include the designation of the Guam Health Plan-
ning and bevelopment Agency as the locus for coordination of
all health and health-related plans, and the placement of all
governmental planning (health, social, education, land-use,
economic development, etc.) into a single planning agency.



To

Create greater cost-efficiency in government health services
by centralizing governmental purchasing and warehousing of
supplies for health services, and by contracting with other
public and private entities to provide services for them.

Reform the Medicaid program through maintaining the present
program, but improving fee schedules, eligibility criteria,

and claims processing. Other more drastic options would include
withdrawal from the Federal program and tailoring a different
locally-funded program to Guam's unique needs, and seeking
Federal approval to limit services and service providers to
either cost-effective providers or to totally governmental
health providers.

expand and diversify governmental health services

Expand governmental provision of primary medical care by
establishing a network of Family Health Centers, operated by
the Division of Public Health, to provide primary medical care
for the indigent, near-poor, and Medicaid populations, as a
regionalized substitute for the current out-patient department
at Guam Memorial Hospital and private sector vendor payment
system. Other expansion options include provision of domi-
ciliary facilities for dependent elderly who lack suitable
personal home environments, establishment of day-care facili-
ties for the elderly who do live at home, and creation of a
transit system designed for the poor, isolated and elderly who
cannot conveniently access available health services.

Establish Guam Memorial Hospital as a totally autonomous, non-
profit public corporationwith the responsibility of becoming
self-sustaining. Other options related to GMH's aegis include
diverstiture to private ownership and operation, and reversion
of GMH to line-agency status within the government. In any
case, the thrust of the argument is to improve the financial
and management position of GMH.



e Divorce Guam Memorial Health Plan from the Guam Memorial
Hospital Authority, which is presently in a serijous position
of conflict of interest, by creating a separate and unrelated
board to govern GMHP. Other options include divestiture through
sale to a private entity, and the total amalgamation of GMH
and GMHP into a single health maintenance organization operation.

To improve the financial health of the system

e Establish fair and appropriate fee schedules for government
health services as a means of partially recovering the direct
costs of service from those with varying degrees of ability to
pay.

e Enroll all eligible elderly under Medicare, providing if neces-
sary supplemental subsidies to enable the poor elderly to meet
the financial requirements of the program. This is intended to
increase to the fullest possible extent Guam recoveries from
the Federal Medicare program.

e Establish local intermediary capabilities as a means of
expediting the processing of various insurance and Medicaid
claims in Guam, by identifying private sector capabilities in
Guam to assume such functions. Other options include contract-
ing with off-island entities such as in Hawaiji, or the assump-
tion by governmental computer facilities of these responsibilities.

e Establish a compulsory health insurance program for the employed
and needy by enacting legislation following the Hawaii proto-
type. Other extensions include government "buy-in" for the poor
in GMHP and other pre-paid plans, and the creation by government
of a public insurance corporation which would have the sole
responsibility with appropriated funds as proxies for premium
income, for the purchase of medical services for the indigent
and poor.

To further assure the supply of high quality health personnel

o Improve regulation and licensure of health professions and
facilities by estabiishing formal local licensure statutes



at least in the fields of medicine, dentistry, pharmacy and
psychology. Other extended options include statutory require-
ment of professional up-dating, and the licensing of health
facilities including medical clinics, private laboratories,
pharmacies and private care homes of various types.

Provide a basis for malpractice insurance for health profes-
sionals through statute which suppiements both customary mal-
practice insurance or self-insurance programs. Other approaches
would include governmental recruitment of insurance companies

to offer malpractice insurance for Guam-based practitioners.
governmental creation of its own malpractice insurance pool

and its provision to Guam-based practitioners, or the creation
of an insurance pool by a consortia of private practitioners.

Establish functional boards of professional examination by
creating separate and powerful boards of professional licen-
sure which would regulate at least the fields of medicine,
nursing, dentistry, pharmacy and psychology. Other options
include strengthening the existing Licensure Commission by
expanding its membership to include various professions and
lay persons, and the employment of professional panels created
by professional societies to assist in licensing, certifica-
tion and disciplinary functions.

Expand the range of function for professional workers by
authorizing 1imitea drug prescribing and dispensing functions
for pharmacists, nurses and physicians assistants. Other
options include permitting the independent practice of nurses
in the several nurse practitioner specialities.

Establish a health professions recruitment program for both
public and private practitioners based on a long-range health
manpower plan. Other approaches include assignment of profes-
sional manpower recruitment to an agency of Guam Government,
development of collaborative recruitment activities with Tocal
health professions associations, arrangement for off-isiand
"up-grading" of existing personnel, contracting with schools



of health professions to feed needed manpower, and contracting
with private professional manpower services for mainland recruit-
ment.

e Establish a health manpower development program which would
enrich high school basic sciences, provide clear pre-
professional tracks at the University of Guam and Guam Community
College, and which would make opportunities available for Guam's
people to enter and complete training in any of the major health
professions at universities elsewhere.

5. To meet Guam's regional role

¢ Equip and staff Guam Memorial Hospital and the general system
to serve as a regional medical referral center for the Western
Pacific, and execute appropriate inter-governmental compacts
and agreements with adjacent jurisdictions.

It is clear that the pursuit of the multiple policy options pre-
sented above will require many dimensions of time. Some are amenable
to rather immediate implementation, while others (such as performing
a regional medical referral role) will doubtless take several decades
to achieve. The important point to this study is that there are
several areas of remedy revealed, attention to which will hasten the
process of further improving an already relatively fine health care
system. The general directions for improvement and expansion are now
in hand. What remains is the studied consideration by executives and
policy-makers of the options, their refinement, tuning and detailed
planning which can lead to their eventual implementation.



[T, INTRODUCTION

THE PROBLEM

As originally presented. the major problem toward which this
study was to be directed was the lack of a clear pictureof the
current functional and financial organization of Guam's heaith
and medical care systems. A second closely related problem was
the lack of well-developed alternatives. appropriate and feasible
policy options which could serve as a basis for the Government cf
Guam's evaluation of future changes and as a blueprint for making
improvements in Guam's health and medical care system. Thus, the
initial problem requires the answers to the following broad and
significant policy questions:

e which health and medical care system(s) would serve Guam
best in the future, given available and predictable future
resources, current law, and the history of the system?

e what would be the preferred future organizational relation-
ships within the preferred system(s}?

e what should be the relative resource allocations among
components of the preferred system(s}, and how should funds
flow in support of the services which the preferred system(s)
should provide?

The study was conducted to meet the foregoing mandates and to
provide alternative answers to the questions raised. It pro-
ceeded as well under a set of perceptions of Guam's needs held
by the investigating team. For example, we are aware that Guam
is undergoing economic and social development, and is emerging
as a major locus for trade and commerce in the Western Pacific.
While Guam's health care system has evolved largely to meet the
gradually emerging needs of her citizens, there has been little
attention paid to the needs and potential demands which may be
forthcoming from peripheral Pacific Island populations, or those
which burgeoning economic development in Guam may bring. This
dimension of the problem was selected by the investigators as
an added facet of the analysis.
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Likewise, we are concerned that Guam's tripartite health care
system, comprising military medical facilities and services, a
developing private sector medical service system, and an expanding
network of governmentally owned and operated in-patient, ambula-
tory and public health services, was proceeding without clear
and conscious overall policy direction -- it has been, in short,
"growing 1ike Topsy". Thus, we chose to add to the problem under
study ways in which broad overall system policy-making might be
achieved, and particularly in a manner linked to other policy and
developmental strategies in related fields such as economic
development.

We have questions as to whether the present health and medical
care service system, as it has evolved in a piece-meal fashion
over time, is indeed the most efficient or effective way to
protect, improve and promote the health of the people of Guam.
Based on experience elsewhere in the Pacific, we were concerned
that there may be features of the present system which serve to
foster undue and unnecessary dependency on external resources.
We feit it entirely probable that lines of authority, responsi-
bility and accountability within the current system may not be
as clearly defined as they might desirably be. These concerns
led us to add to the problem yet another concentration, that
upon defining clear, non-conflicting and functional lines of
relationship so as to contribute to the highest quality of
health service at the lowest possible cost which would operate
in a highly coordinated and comprehensive manner.

And finally, as elsewhere in the Pacific and in the United
States generally, we recognized the deep concern over the rising
cost of providing health care to Guam's citizens, and added our
concern for appropriate and equitable future financing of a
system which is growing in complexity and cost as another dimen-
sion of the problem to be addressed.
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ASSUMPTIONS AND BELIEFS

The analyses, conclusions and recommendations which are
embodied in this report have obviously been biased substantially
by the personal orientations of those responsible for their
development -- in brief, the study team members. Based both on
our respective professional backgrounds, and most importantly
upon the data which we acquired through extensive and deep inter-
views with many of Guam's citizens, we developed a unique set of
assumptions and beliefs about what is important for Guam's
further development. It is, therefore, to the satisfaction of
the following beliefs and assumptions that the concluding portions
of this report are directed.

® Modern Health Care System: Guam's citizens have slowly become

accustomed to the receipt of health and medical services, both
in-patient and out-patient, which are increasingly sophisticated
and comprehensive. As with most Pacific Island populations, the
people of Guam have come to believe that it is their right to
have access to high quality health and medical services of the
professional caliber enjoyed by any other U.S. population of
similar size. In short, we believe that the political leaders
and the people of Guam now demand a complete and first-rate
medical care system in the sophisticated Western model.

8 Pacific Basin Orientation: We hold the strong assumption
that Guam is not selfish in her desire for a complete, high
quality medical care apparatus, but that she shares close
cultural bonds with adjacent Pacific popuiations for which
Guam assumes (informally at the moment) substantial responsi-
bility. From this stems our belief that whichever the direc-
tion of improved health care on Guam, it must be developed
with a view to meeting unmet health and medical care needs

of Guam's close Pacific neighbors.

® Commitment to Development: One of our strongest beliefs,
which is exemplified in the recommendations contained in this
report, is that Guam is achieving a level of economic and
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political development which will permit both the development
and the maintenance of a truly comprehensive and modern health
care system. Not only is there sufficient civil population
base to support a comprehensive system, but there is clearly
evident a prevailing philosophy among elected policy-makers
and strong voices from the businéss and commerical community
that suggests a willingness to make the needed investments
which would bring Guam's health and medical care system up to
the standards of the best systems elsewhere. Thus, some of
the suggested actions contained in this report will seem at
first blush to be unfeasible, but they are premised on the
believe that the courage and determination exists to make major,
and in some cases expensive, changes.

Commitment to Health Status Improvement: Based upon what we

have seen and learned, we have no doubt that there exist a
set of clear nealth system goals, perhaps not yet formally
expressed, which embody a strong desire for a more healthy
population, one which can live better, learn better, work
better and generally prosper. It is evident that another clear
goal is for citizens to 1ive more healthy lives, have better
health habits and require increasingly less medical service.
There is equally clear desire to respect and nourish the
cultures of the people. And finally, there is evident the
desire that Guam's young people be provided opportunities to
fully and completely participate in the technological age of
the latter twentieth century, and this includes taking their
fair position in the health professions as well as other
professions and vocations, entry into which is taken almost
for granted by populations elsewhere in the United States.

Self-sufficiency and Self-determination: Toward the goals
stated above, we assume there is interest and dedication
toward erecting, as soon as possible, a local health care
system which is both economically and professionaily self-
sufficient; a system whose eventual configuration and govern-

ance is largely self-determined locally; a system which is
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tailored to the current and potentiai future health care

needs of Guam's people and which provides the maximum of health
protective and health maintenance services to the end of an
increasingly healthy population.

Public Financial Participation: In many quarters, we were
told with great pride the extent to which Guam's citizens

have, in large part, become paying participants in their
health care. We have noted the significant extent of civilian
enrollment in prepaid health pians. From these indicators,

we have arrived at the assumption that increased financial
participation in paying more fully the costs of heaith and
medical care on the part of individual citizens is worthy of
serious consideration. One of our beliefs in this connection
is that those who pay for any service (health, education,
public safety, etc.) deserve formal means for participation

in the governance of that service, in the development of
policy governing that service, and in entering their grievances
with respect to the system and its services.

Private Sector Initiative: We believe that the present era

of concentration upon restoring the values and practices of
free enterprise are entirely consistent with the economic and
social development of Guam. They are also consistent with the
earlier stated belief that Guam is dedicated to self-
sufficiency. Therefore, we have adopted the assumption that
most future developmental attention should be focused on more
fully creating private sector health delivery mechanisms, with
the concurrent refocusing of governmental services to the
maintenance and operation of a modern, acute hospital for all
persons, and the provision of wide-spectrum public health
services for targeted populations. We assume, in addition,
the government's willingness to provide, directly or by con-
tract, all needed health services to those members of the
population unable economically to participate in private sector
services. This approach is generally consistent with broader
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United States policy with respect to health service -- a
broader policy within which it would be wise for Guam to
undertake her further development.

C. GOALS OF THE STUDY

The overall purpose of the study is the development of
strategies for improving the present systems of health care
delivery, health care facilities and resources, and health man-
power mixes for the delivery of health and medical care services
in Guam. The following sub-objectives have guided the overall
study:

1. reduce undue and unnecessary dependency on external personnel
and service resources for health care;

2. develop a health care system within an organizational frame-
work which provides for clearly defined, non-conflicting
lines of authority, responsibility and accountability;

3. identify the types, numbers and distributions of health
care providers which will be required to staff and operate
an increasingly modern, high-technology headth care system;

4. design a system which will assure that (a) health and medical
care services are accessible and available to all citizens;
(b) medical and health services are acceptable to the citi-
zens; (c) a sufficient range of health care skills and
resources are available to provide comprehensive and con-
tinuous care for the citizens of Guam and adjacent Pacific
Island populations; and (d) that health care personnel are
trained and facilities constructed to such standards as to
assure high quality services;

5. design a future health care system which will not only
adequately and fully treat acute illnesses, but which will
effectively and efficiently promote, protect and maintain
the health of the people of Guam;
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6. provide a policy framework, which embodies multiple alter-
native courses of action, which can provide governmental and
other policy-makers the necessary options for the development
of future policy affecting health care delivery;

7. develop future health manpower needs and propose functional
means whereby future health professions personnel might
feasibly be met;

8. design a health care system which provides the desired level
of health services in the most economical way possible and
within known and predictable economic constraints binding
Guam's citizens.

D. STUDY, STAFF, APPROACH AND METHODS OF PROCEDURE

The following persons conducted this study and prepared this
report:

Henrik L. Blum, M.D., M.P.H.

Charles J. Ferris, M.B.A., C.P.A.

Andrew N. White, Ph.D.

Robert E. Willicox, M.A.

Robert E. Mytinger, Dr.P.H. {Project Director)

Two quite specific approaches were employed in this study.
First, and most importantly, special pains were taken to elicit
the perceptions, desires and ideas held by a broad cross-section
of citizens, health care providers, and governmental officiais
in Guam. Secondly, the informed insight and judgement on the
part of a team of five highly experienced external professionals
(the study team) was also applied. This bi-lateral approach to
exploring the current health care system and to constructing
desirable future options was chosen to avoid the “outside expert
syndrome" wherein the visiting "expert", often with no prior
knowledge of the study site and its conditions, considers mainly
his own perceptions in arriving at recommended actions.

As expected, there was wide knowledge of health system
deficiencies and problems lodged in the hearts and minds of
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those interviewed. HNot as expectzad was the rich array of pro-
posed solutions to known problems which are aiso in minds of
citizens of Guam. One of the major tasks of this study has

been to identify and classify these notions of approoriate change
and to incorporate them into an overall develoomental strategy.
Through interviews, we were able to test the concepts of desirabie
system change against the beliefs and oninions of many peonle in
Guam, and the result has been a general mirroring of a set of
ideas already conceived by residents of Guam, augmented by exten-
sions and elaborations generated by the study team. Accordingly,
it should be emphasized at the outset that a solid constituency
for many, if not for all, of the actions and changes recommended
in this report has existad in fragmented, although sometimes
unspoken, forms for years. This report, in many ways then, simply
brings into focus in an organized way the wishes which many have
had, and the acceptance whicih many feel, for needed change and
imnrovement in the system.

The study was aoproached through four major distinct and
sequential stages. During Stage 1, the project team reviewed
in detail written materials which were available in several
library coliections. Other materials reviewed related to the
organization and function of thé present health and medical
system, and were provided to us by operating units. Published
materials related to the culture and social organization,
economic status, geography and population characteristics of
Guam were also reviewed in study team seminars.

Stage 2 comprised the on-site portion of the study during
which five professional members of the team engaged in interviews
and field observations in Guam for a two-week period in July of
1981. The purpose of this data collection was to compile a
knowledge base which would support the eventual description and
critical analysis of the current health and medical care system,
of the current functional organization, the present service
delivery and utilization patterns, and present methods for
organizing the financing and payment for health and medical
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services. It was during this time that we were able to elicit
the feelings and opinions of a wide diversity of citizens of
Guam,

Based upon the yield of Stage 2 activities in Guam, members
of the study team compiled the description of the current system,
characterized the current orientation of the system, developed
sets of future developmental options for the health system, and
completed the design of alternative feasible and appropriate
future systems, this activity comprising Stage 3.

The final Stage 4, which depended completely upon the docu-
mentation developed during Stage 3, was the preparation of recom-
mendations embodied in the report.

As suggested above, a great deal of the on-site data collec-
tion which serves as a foundation for our critical analyses and
conclusions was done through the medium of personal interviews
with a broad cross-section of health care providers, consumers,
business people, religious leaders, government officials and
others. Appendix A contains the names of those who contributed
extremely valuable insights. To each we are extremely grateful
for their willing and most candid responses to our questions.

We found uniformiy high levels of interest among all those con-
tacted with improving health care in Guam, and an unusually
highly informed group of respondents. It is clear, from these
interviews, that virtually every person interviewed has had
important and central thoughts about the health care system.

It can thus be concluded that health care is a high priority
jtem in the minds of the citizens of Guam at all levels of
society. With this enthusiastic concern for health matters so
broadly extant in the population, it would appear all the more
reasonable to move promptly to the implementation of the preferred
alternatives suggested in this report.



ITT, DESCRIPTION AND ASSESSMENT OF GUAM'S HEALTH CARE SYSTEM

A, THE HEALTH SERVICE ENVIRONMENT
l. Introduction

The purpose of this section is to acquaint readers of this
Report, newcomer or longtime resident, with the facts and
considerations that have been compiled and that have helped
guide the analysis of the current health care system on Guam
and the development of alternatives for the future of this
island. In this overview of the population and society of
Guam, we are largely interested in presenting information in
an integrated manner, such that implications for the health
status and the health care of Guam's people can be highlighted.
It is essential that health care on Guam be placed in proper
perspective and balanced against the pursuit of alternative
objectives or larger goals of social and personal welfare, of
which health service is only one contributing component. This
overview, then, also serves to identify important trends,
opportunities, and constraints which have been created by
the combined impact of demographic, social and economic forces
that are historically rooted. No clear picture of what is
right or wrong about the current organization and utilization
of health care on Guam, or about beneficial alternatives for
the future can be thoughtfully developed until such a perspec-
tive is attained.

This portion of the Report, then, is divided into sections
dealing with packages of background information as well as the
health implications which they suggest. Each section addresses
a unique subject matter and each is dealt with in turn:
Cultural Setting, Population, Economy and Health Status.

2. The Cultural Setting

This section presents informationon the cultural distinc-
tiveness of Guam and its people through short presentations
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on island history, physical setting, environment and housing,
environmental risks, and general cultural pattern.

Summary: Guam's long history has seen the near extinction
of its original Chamorro inhabitants and the development
of a racially and culturally mixed population whose major
component is a ("neo-Chamorro") population of Chamorro-
Spanish extraction. Guam's location in the center of
typhoon production in the western Pacific forces long-
term planning and continued preparedness for disaster
relief.

a. The Territory of Guam

The island of Guam has been a U.S. possession since
1898 when it was seized from Spain. Administratively,
Guam has been an Unincorporated Territory since 1950 by
Organic Act approved by Congress. As such, it has the
following features: (1) the Territory answers directly
to the U.S. Department of Interior, (2) an Organic Act
(1950) rather than a Constitution defines Guam's status
and responsibilities, (3} a single non-voting representative
from Guam sits in the U.S. House of Representatives, {4)
there are significant restrictions placed on Guam's parti-
cipation in Pacific-regional events, and all foreign
affairs dealings are removed from the Territory's admin-
istration, and (5) only certrain sections of the U.S.
Constitution apply to Guam; any powers vested in Guam can
be rescinded by the U.S. Congress; federal income taxes
collected on Guam remain on Guam: and regulations and
policies regarding foreign in-migration are not subject
to deliberation or formulation by Guam.

Administratively, Guam has an Executive branch with a
governor elected every four years; a unicameral Legislature
with 21 seats; and a Judiciary including a Federal Distrct
judge. The Territory follows a "municipal" form of dis-
tricting whereby 19 major village areas have been developed
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as municipalities each with its own elected village
Commissioner and each serving as an election district
for Territorial elections.

Guam is the largest single landmass in Micronesia, the
island region of which it is a part, and it is located
strategically between Manila and Hawaii (Figure 1), The
island is the westernmost possession of the United States,
3700 miles west-southwest of Honolulu, fully 6300 miles
from California, but only 1500 miles of south-southeast
of Tokyo and 1500 miles east of Manila. Only 120 miles
to the north of Guam lies the Commonwealth of the Northern
Marianas with a 1980 population of 16,900. While politi-
cally and economically different, the two areas are closely
linked by common cultural and linguistic ties; divergent
foreign power affiliation during the period 1898-1945 has
strained the formal relationship somewhat and may have
prevented more active consideration of a politically
united Marianas state, which repeated referendums in Guam
have voted down. The major implications of Guam's
Territorial statu§ are (1) that the island's population
is physically tsolated from major economic centers and
must depend on commercial airlines for regular off-island
transport, (2} that the Territory is unable to conduct a
flexible and more meaningful regional Pacific foreign
policy and hence cannot take advantage of economic or health
care linkage opportunities in the Philippines or in Japan,
which are much closer than Honolulu or California, and
(3) that as a strategic "forward base" for a U.S. military
interests in the Pacific, Guam now has a substantial U.S.
military presence which influences the economy as well as
the organization of health care.

Capsule History

The short history of Guam that follows focuses on the
events and developments that shaped the present society,
its health and its health care on the island.
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The Mariana Islands are an archipelago originally
inhabited by a distinct cultural group known as Chamorros
{the terms was coined by the Spanish and refers to the
early natives' bald heads). 1Initial contacts with Spanish
explorers {led by Magellan) in 1521 were soon followed by
more permanent contingents of Spanish missionaries and
soldiers. Spain's interest in Guam lay in its strategic
location in the western Pacific along the Manila-Acapulco
trade route used by Spanish galleons. Spanish acquisition
of the island chain -- a Spanish priest named it after
Queen Maria Anna of Spain -- was quick and brutal. Forced
conversions invited the Chamorros to rebellion beginning in
1672, but the revolt was forcibly suppressed by the better
armed Spanish soldiers who battied the natives for 30 years.
Spanish introduction of westerndiseases also helped to
rapidly reduce the Chamorro population from a pre-Contact
(ca.1520) level of perhaps 80,000 for the Marianas (and
20,000 for Guam alone) to just 4,000 in the Marianas by
1710 and only 1500 on Guam by 1783 (Table 1). Between
1570 and 1700, repeated military battles, typhoons and
epidemics (influenza and smallpox) took their toll of the
original Chamorro natives. After much of the male Chamorrc
population was eliminated, Chamorro women began to curtail
their childbearing, which further reduced the population.
Gradually, however, increased intermarriage between Spanish
and Chamorro helped to raise the island population level,
until by 1900 some 9,600 Guamanians could be counted.

The Spanish ruled Guam and the Marianas from 1598 to
1898. During this period of 300 years, only minor develop-
ment of the island occurred: roads and bridges were con-
structed, livestock and new crops were introduced, and
sporadic by unsuccessful attempts to provide new vocational
trades were made. But Guam was of no economic value to
the Spanish empire and the colony languished from neglect;
even its yearly stipend was cut off in the mid-1800s and
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YEAR

1500
1521

1668
1590
1710
1742
1783
1801
1815
1816
1355

1801
1804
1908
1910
1320
1930
1940
1945
1946
1947
1950
1960
1965
1870
1980

-~ 24

40,000 - 100,000

80,000 (Maria
20,000 (Guam}

estimated 30,000

approx. 2,000
3,678

estimated 4,000

4,700 (Mariana
5,389 (incl.Ro
2,000

9,676
10,450
11,490
11,806
13,275
18,509
22,609

58,754
67,044
73,000
84,996
105,816

na Islands)

1,500
3,908
s)
ta,Tinian)

9,630

11559

22,290 estimated
21,838
23,136
24,139

43,715
50,000 estimated
64,680
84,300 estimated

Table 1. Historical Population Series
for Guam
POPULATION
TOTAL CIVILTAN/LOCAL

SOURCE

Underwood( 1973}

Underwood(1973)
Spanish census

Underwood{1973)

U.S. Navy

U.S. Navy

U.S. Census
U.S. Census
U.S. Dept.Interior
U.S. Census

U.S. Census/ Guem
Dept.of Commerce

[Various sources and levels of accuracy,
including J.Underwood (1973) "Population
history of Guam",Micronesica,Vol.9]
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the island was left to fend for itself. Periodically,
epidemics swept across the island. In 1856, a smallpox
epidemic killed 3600 Gaumanians, or one-fourth of the
island population. Only one Spanish governor, whose term
was short, attempted to introduce (unsuccessfully) a vac-
cination against smallpox. Leprosy was prevalent and
barely controlled, and dysentery was also common. A leper
colony begun at Pago was destroyed in an 1892 typhoon, and
a small hospital established at Asan in that year was
destroyed in a 1900 typhoon.

In three centuries the Spanish managed to shape a new
cultural pattern and eliminate much of the original Chamorro
way. Matrilineal ancestral and prestige ties were abolished
in favor of patrilineal organization, and important links
to the past were thus severed. The Chamorro language
gradually absorbed a heavily Spanish vocabulary. Ancestor
worship was replaced by deep ceremonial faith in Catholicism,
and the religion still dominates most village, family and
spiritual aspects of Guamanian 1ife today. Subsistence
agriculture gave way to official attempts at larger-scale
agricultural enterprise whose failure in the long run led
to much greater dependence of the natives upon imported
foodstuffs. In 1898, as a result of the Spanish American
War, the United States thrust into the Pacific Ocean and
promptly acquired the Philippines and Guam.

In 1899, the U.S. took formal possession of its new
Pacific island territory. A Navy staff report of that year
summarized the major pressing needs of the island's
inhabitants, most of these needs being medical: government
doctors, hospitals for lepers, syphillitics and tubercular
cases, sewers for all the towns, a pharmacy, compulsory
physical examinations, free medical treatment, public schools,
and an agricultural station. The Department of the Navy was
given complete jurisdiction over Guam by Executive Order and
ruled the island continuously until 1950, interrupted only
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briefly by Japanese occupation during World War II.

Health regulations were promptly set, three dispensaries
were created for rural areas, and a death reporting and
disease registration systems were begun. Early diseases
most commoniy reported and treated included: tuberculosis,
dysentery, leprosy, typhoid fever, hookworm, and 'gangosa’.
In 1899 a typhoid fever epidemic broke out and in late
1900 a typhoon swept across the island, ruining towns and
coconut trees (important for local copra production); in
1902 a severe earthquake hit Guam, wrecking many buildings.
Workers proceeded, however, to erect two hospitals (one
for men and the Mavy, one for women and infants}. By 1908,
most Guamanians were used to their new administrators and
freely used the outpatient clinics that were established
for them, but still avoided the hospital as much as possible.
An earthquake the following year leveled both hospitals,
which were promptly replaced, one of which was then named
the Naval Hospital. At the same time, colonies for lepers
and 'gangosa’ victims were established at Tumon and Ypao
respectively. By 1941, an isolation ward for TB patients
was added to the Navy Hospital and a TB survey carried out
showed 126 cases of TB, along with 35 cases of pneumonia,
29 of dysentery, 231 of conjunctivitis, 99 of chicken pox,
28 venereal disease, and 347 catarrhal fever. In general,
the Navy established a better system of roads, a minimal
electric system, sewers, broad curative public health
programs with some preventive work accomplished through
immunizations of school children. In 1940, however, a
major typhoon again ruined much of the accomplishment.

In December of 1941, the Japanese invaded Guam and held
the island for nearly three years. Little in the way of
infrastructural or public health improvements were made
during their occupation. The struggle by the U.S. military
to regain control of Guam pitted 55,000 U.S. soldiers
against 18,500 Japanese soldiers, and the battle devastated
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most of the developed portions of the island, including the
capital of Agana. Refugee camps set up by the Navy after
the battle in some cases became sites for later town
development, while some older traditional villages were
abandoned. After the United States had regained control

of Guam, the public health picture remained quite stark

for a while. In 1947, 280 deaths were recorded, 60 due to
tuberculosis, 37 to pneumonia, and 11 to hookworm. Hospital
admissions that year numbered 154 for gastroenteritis, 100
for TB, 99 for pneumonia, 73 for catarrhal fever, 64 for
asthma, 47 for hookworm, and 43 for bronchitis. In 1946,

a 300-bed hospital was erected out of Butler huts and named
Guam Memcrial Hospital. By 1956, a new hospital had been
built at Saupon Point with a six-story TB wing; at the
time, 14 outlying dispensaries were also in operation,

In 1950, the U.S. Congress passed the Organic Act for
Guam which established Guamanians as U.S. citizens and
Guam as an unincorporated U.S. territory. At this time,
Navy governors gave way to civilian governors although still
appointed. The first locally elected governor (in 1971) was
also the last appointed governor: Dr. Carlos G. Camacho.

The overall trend that this brief history of Guam
indicates is & major cultural re-orientation of the original
population and, after American occupation in 1898, increasing
Americanization of Guamanians' attidues and material way
of 1ife. A 1962 initiative of the Kennedy Administration
to develop the American Pacific socially and economically
gave rise to a welter of federal programs which introduced
government employment as a major occupation, removed all
barriers to travel onto and off the formerly “sealed"
island, and increased the pace of modernization and social
change enormously. Guam was the seat of air operations
against Vietnam during 1965-1973, and a heavy drug problem
developed among island youth, which had several repercus-
sions including mouting crime rates in the late 1970s. It
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appears that modern Guam has learned of the prosperity
that an American style of life holds, but has also acquired
some of its social problems. The infectious diseases that
prevailed for so long in the past have recently given way
to more chronic diseases and illness caused by.personal
behavior and modern lifestyles. In general, a local health
care system has emerged from persistent efforts by the Navy
administration; this system in large part is public and
non-competitive, and provides essentially free care. Free
medical care has unfortupately been generally assumed to

be a right of citizens, without adequate understanding of
the costs involved. Private clinics and outpatient centers,
including Health Maintenance Organizations have developed
in the recent past. but there is much debate over the
appropriateness of a public hospital, publiic health, and
free medical care.

Physical Setting and Infrastructure

Physically, the Marianas archipelago consists of a
string of "high islands" of volcanic origin, Guam being
by far the largest. Guam measures 31 miles long and
between 4 and 9 miles wide, for a rough dry land area of
224 square miles. Guam's physical development resulted in
a dual geologic structure, which divides the island nearly
in half: a southern hilly terrain with a maximum elevation
of 1300 feet (Mt. Lamlam) and a northern }imestone plateau
formed from uplifted shallow sea deposits which is
relatively flat (Figure 2). Almost all future housing
development is planned to take advantage of the level
northern area; thus a gradual population shift is occurring,
leaving several southern villages quite isolated.

An extensive paved road system rings the island and
connects east and west sides, but all roads currently use
a coral composite which provides minimal traction when wet
and is consequently dangerous in rainy weather. (Figure 3).
Accessibility of population concentrations to medical
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facilities is fair. Medical facilities are concentrated

in Tamuning (hospital, private clinics, HMOs) and Mangilao
(Public Health Department), although a public health clinic
is maintained in Inarajan, and another will shortly be

built in Dededo. While emergency ambulances are now Tocated
in outlying areas, including the southern villages, an
emergency trip to the hospital (GMH) can take up to 30
minutes. Most of the population is more adequately and
promptly served, however.

The early island settlement pattern of scattered native
villages and a small administrative center (Agana) has
given way, first, to a more recent concentration of "urban"
development as well as low-level Tommercial sprawl between
Anigua (southern Agana) and Tamuning, linked by Marine
Drive. More recently, a shift of residential population
out of Agana (which held 50% of the island's population at
war's end} and surrounding areas, and north into Tamuning
and Dededo as well as east into Mangilao and Yona (Table 2).
Agana is still the capital and major business center of
Guam. It is located on the west central coast and includes
a new stadium, an offshore sewage treatment plant, major
office buildings and banks, and most governmental offices.
Federal and Territorial public branches of administration
can also be found in surrounding districts and in northern
Tamuning. The Department of Public Health and Social
Services is located in Mangilao on the east central part
of the island, near the University of Guam and the Guam
Community College. The single major harbor area is Apra
Harbor located some 7 miles south of Agana, and is used
by the Navy as well as by the government as a commercial
port. The major electric power plant is also located here,
and an o0il refinery is a few miles away. Commercial airport
facilities are located on a plateau north of Agana and
adjacent to Tamuning. The airport handies all sizes of
commercial aircraft; major airlines serving Guam include



- 37 -

Table 2. Distribution of Population by Village
on Guam: 1960-1980
POPULATION POPULATION POPULLTION % CHANGE % ot
VILLAGE 1960 % 1970 % 198C % 1960-1%7% 1%77-1=2E0
kgafia 1,642 2.5  z2,118 2.0 B2 0.8 2% -tE
kgafia Heights 3,210 4.8 3,156 3.7 3,284 3.1 -2 L
Agat 3,107 4.6 4,308 5.1 3,076 1.8 K} -8
Asan 3,082 4.6 2,62 3.1 2,012 1.9 -1t e
Parrigada 5,430 a,1 6.,3% 7.5 7,782 7.3 17 2z
Chalan-P-0Ordot 1,835 2.7 2,831 3. 3,135 3.0 60 7
Jededo 5,126 7.6 10,78C 1z.7 23,659 2z.t 11C lew
Inarajan 1,73G 2.6 1,867 2,2 2,062 1.l 1 9
Kangilao 1,846 2.9 3,228 3.8 E,BZ2 £.4 6L 111
Merizo 1,368 2.1 1,529 1.8 1,838 1.6 9 g
Mongmeng-T-Maite 3,015 4.5 6,057 7.1 5,23C 4.9 153 -4
Piti 1,LE7 2.2 1,28t 1.5 1,501 1.t -12 B
Santa Rita 12,126 18.1 8,100 9.5 10,408 G.8 -33 28
Sinajafa 3,862 5.8 3,506 &.1 2,471 2.3 -8 -0
Talofofs 1,352 2.0 1,683% 2.3 2,016 1.5 A L
Tamuning 5,044 g.9 10,218 12.0 13,527 12.B 72 iz
Umatac Tad 1.1 813 0.9 732 0.7 § -13
Yige 7,682 11.5 11,542 13,6 10,424 9.9 50 -10
Yofia 2,356 3.5 2,599 3.1 4,233 4.0 10 e
TOTAL 67,044 100.0 84,996 100,0 105,616 100.0 27% 2L%
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Pan American, Japan Air Lines, and Continental Air
Micronesia, while Air Nauru links Guam to other Pacific
islands including American Samoa. Telephone service
extends to aimost all residences but even after renovation
is still of very poor quality. Water lines are of suffi-
cient integrity in the north, but lines and supplies are
still inadequate in the south. The sewage network is also
insufficient and is now the subject of a major planning and
upgrading effort. Major military facilities exist in the
north (Andersen Air Force Base) and central portions (MNaval
Base Marianas at Apra, and Naval Air Station at Tamuning)
of the island. Military uniformed personnel were estimated
at 11,500 and military dependents at 10,000 in 1980, for a
total of 21,500. This level of military personnel has
remained fairly constant over the past 5 years.

Environment and Housing

The tropical climate of Guam provides a warm climate
year-round, with cooling tradewinds prevailing most of the
time. This climate is also conducive to bacteria and
parasites, and major public health nuisances continue,
with effects felt by children. Food spoilage occurs
rapidly, and high sanitary standards must thus be maintained.
Unfortunately, the island population is rather lax with
respect to garbage disposal (food waste as well as solid
waste), and flies and rats are prevalent as a result.

Public standards and expectations regarding roadside and
park cleanliness are Tow and these areas are generally
poorly maintained. It would appear that the population is
not adequately informed about sanitation problems or the health
hazards that are linked to them. Sewage treatment is
generally adeguate for the northern and central island
residential areas, but is deficient in the south. A
sewage system exists, hooked to the Agana treatment plant,
but many households, especially in the south, are not con-
nected. As a consequent, water supplies in the south are
periodically contaminated.
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The island's water supply derives from an abundant
rainfall which average 85+ inches a year. Surface water
supplies are tapped from the northern plateau's under-
ground basal lens and from Fena Reservoir and various
streams and underground supplies in the south. Water
shortages periodically affect southern villages however.
Water quality is fairly high, especially with regular
chlorination. With the continued development of residen-
tial areas in central and northern Guam, there is increasing
concern that water supplies may not be adequate to allow
full replenishment of the underground water table; its
depletion could cause salt leaching and the seepage of
other contaminants into the supply. A Water Facilities
Master Plan was completed in 1980 by Guam Environmental
Protection Agency.

Guam faces a housing supply problem. The older housing
structures of wood and metal siding or roofing do not with-
stand typhoon forces. Typhoon Pamela in May of 1976
destroyed 9% of Guam's single family units {or 1,427 of

the 15,860 units total). Fully 85% of the single family
units destroyed were dilapidated or of wooden frame/metal
side construction. A 1976 (post typhoon) study identified
21,026 housing units on Guam, 14,406 of which (or 68%)

are single family units. About 42% of the single family
housing stock is concentrated in Dededo, Tamuning, and
Barrigada while 45% of the multi-family housing stock is
concentrated in Tamuning alone. The 1970 Census identified
5,000 (or 38%) of the 13,000 civilian housing units as sub-
standard or dilapidated. There is rapid growth in multi-
family unit construction, principally due to the high or
unaffordable price of single family homes. Subdivision
development has taken place, principally in Dededo, while
subsidized housing projects have been developed in Sinajana,
Yona, Yigo, and Dededo. These new residential patterns are
reflecting -- and aiding -- the shift from traditional,
large-family households to smaller nuclear family households
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that are less reliant on strong central family authority
and more open to modern, independent consumer 1ifestyles.
Special housing for the elderly has only recently been
constructed, after much controversy over its appropriate-
ness in this island society. -

A housing shortage has existed for some time, especially
in view of the substandard quality of many of the older,
wooden frame houses. The 1976 estimate of 21,026 housing
units for a population of 89,600 (a figure which includes
Guam residents and off-base military dependents) identified
20% of the units as dilapidated, hence a latent demand for
4,205 new units already was felt at this time. For a popu-
lation of 105,000 (projected for the year 1980), the Guam
Residential Development Policy Report estimates 25,000
housing units are required (16,000 single family, and 9,000
multi-family units). This represents 4,000 additional
units over the actual 1976 stock, or 8,200 units required
for quality housing demand. This figure in turn implies a
minimum of 1,000 new units a year or a maximum of 2,050
new units a year to be built, while current building
capacity averages 600 new units per year; hence the dimen-
sions of the future housing shortage and the continued
existence of substandard units are clearly outlined. By
1985, it is estimated that a maximum of 32,000 dwelling
units will be required for a ceiling total population
estimate of 128,982 at 4.25 persons per dwelling unit. The
more accurate estimate for 1985 of 109,000 residents plus
military dependents in "civilian" households yields 25,600
total (civitian) dwelling units as the necessary housing
stock, which may suggest that more realistic population
figures may help to reduce the scale of the housing problem.
However, the Policy Report suggests that over 60% of Guam's
future households will not be able to enter the home pur-
chasing market due to inadequate incomes, and the government
will consequently have to determine to what extent it can or
will provide public subsidies of one kind or another.
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Major Environmental Risks

Given the location of Guam and its past experience with
its local environment, it is important to identify the
major environmental risks that present a health hazard of
some magnitude to the population. The following features
should be considered as significant risks or hazards: they
are ranked according to estimated severity of hazard and
probability of occurrence within a 10-year period.

Typhoon

Flooding and Water Contamination
Earthquake

Airplane Crash

Drought

T s W N

Munitions Explosion or Nuclear Attack

1) Typhoon: Guam lies directly in the typhoon creation
belt and has suffered direct hits by typhoons with devastat-
ing results (due to high winds and heavy inundation)
regularly in the past. Major typhoons have struck in 1962
and 1976 with devastating force and another serious typhoon
can be expected, and should be planned for, by 1920 (Table 3).
To the extent that concrete housing replaces wooden housing
and building codes are enforced, future damage from major
typhoons should be limited to temporary power, water and
transport disruptions for the most part.

2) Flooding: Typhoons almost yearly pass close to
Guam, and rainfail volumes at such times produce flooded
conditions rather rapidly, especially in hilly village areas
in southern Guam. Better flood protection and flood relief
are requisite health precautions for the future. One result
of flooding is that water supplies are contaminated by
sewage leeching and other surface pollutants. Better efforts
to secure the guality of water supplies against such con-
tamination are clearly necessary.
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3) Earthquakes: Earthquakes of major and damaging
severity have hit Guam regularly in its history (Table 4).
There is some indication of a lessening in frequency of
severe earthquakes over the past 50 years. However, an
earthquake of magnitude 6.1 (Richter scale) st}uck Guam
in 1975, causing several million dollars' damage. Major
fault zones cut across the entire island. There is no
indication of adequate plans for protection of the popu-
lation against another major earthquake.

4) Airplane Crash: In 1960 a Philippine Airlines
plane crashed just after take-off from the Guam airport,
killing 80 people aboard and several passersby. In 1976
another smaller plane crash occurred. Guam has since been
quite fortunate, given the amount of military air traffic,
in having no major air crashes in populated areas. The
military has been somewhat reluctant to plan or prepare
for such a disaster, and local government appears to have
no emergency plans for such an eventuality, despite the
severe impact it would have on the residential population
in a crash site and the strain that would be placed on
medical facilities. .

5) Drought: Drought conditions sporadically occur
during the dry season (January to May), especially in
southern Guam. At such time, not only do existing water
supplies diminish but stream sources stagnate and contami-
nants, including sewage, filter into the supply. Water
trucks are the current means by which drought is relieved
in sourhtern Guam. The Water Facilities Master Plan, when
implemented, will change this state of affairs but a major
drought in the meantime could incur major public health
problems for affected areas, including outbreaks of vector-
borne diseases, influenza, hepatitis, and possibly cholera.

6} Munition and Attack: Guam is major military out-
post of the United States, and handles nuclear missile-
carrying submarines as well as nuclear bomb-carrying B-52



Z 3B =

Teble 3 . A Partial Listing and Description of Mejor Typhoons
Affecting Guam: 1671 - 1476

TYPHIONS
DATE COFHENT
1671
1683
August 1843 "devastating" typhoon during Gov.Perez' rule
October 18392 leper colony at Pago destroyed
MNovember 1900 destroyed Asan hospital
August 1972
July 1918 severe typhoon and extensive flooding
November 1940 "one of tha wust severe on record",set back
development of Guam many years
November 1962 demolished 90%. of the structures on Guam
May 1976 an "off-season” typhoon that desiroyed 1500 homes

¢ne caused 5S40+ miilion in damage

Table 4 . £ Pactie) Listing of Earihouskes on Guarn
end Their Estimated Hagnitudz (7.00+):1232-1:72

EARTHQUAKES

J=TZ  Magnitude DATE Magnitude
Sentember 1902 8.10 June 1942 7.10
July 1905 7.25 June 1942 7.10
December 1909 7.40 April 1943 7.00
November 1914 8.10 July 1845 7.10
November 1929 7.20 June 1947 7.20
October 1830 a0 June 1947 7.00
January 1931 7.20 July 1943 7.10
September 1931 7.10 May 1850 7.00
September 1935 7.00 July 1953 7.00
October 1935 7\ 0 February 1956 7.00
January 19490 7.30 ilay 19857 7.00
December 1940 7.30 March 1962 7.00
{November 1975 6.10)
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strategic aircraft. Guam can be considered a probable
target in any global nuclear conflict. In addition,
unknown amounts of non-nuciear munitions are stored and
transported on the island and pose a much more immediate
hazard. During the height of the Vietnam air bombings

by Guam-based B-52s, bomb-laden trucks regularly used
Marine Drive to transport munitions to Andersen Air Force
Base from Apra Harbor. The Governor has recently installed
a civil defense shelter and command post adjacent to
Governor's House in Agana, but there is no indication of
adequate preparations for military-related disasters that
could affect the general population. A Guam Civil Defense
plan is reportedly being prepared.

The Cultural Pattern

As noted in the earlier short historical review, the
cultural pattern presently evident on Guam is far removed
from the original Chamorro pattern of pre-Spanish contact.
Yet, at the same time, unigue traits exist that are still
referred to as distinctively "Chamorro" (what may be more
accurately characterized as "neo-Chamorro"), with which
a major segment of the island population {roughly 56%)
jdentifies. This current pattern includes: (1) a strong
religious (Catholic) emphasis in daily life and family
affairs, (2) a strong set of 1inks and bonds of obligation
and support within an extended family network, and (3)
sensitivity to social status and social roles of peers,
relatives, and work relations. “Chamorro" l1ifestyle
emphasizes relaxed, friendly interactions and the sharing
and outright giving of time, food, and other possessions or
resources. Great attention is paid to all relatives, and
respect and deference are maintained for elders, although
there is an increasing awareness of neglect of the aged in
recent years. Most descendants of Chamorro people, though
mixed by blood with Spanish and Filipino peoples, still
speak the modern Chamorro language as well as English,
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The transformation of Chamorro culture by lUestern
influence began with Spanish alteration of the pattern of
lineage and descent reckoning, the modification of the
Chamorro language itself by Spanish loan-words, the crea-
tion of a municipality-based political system to replace
the matua-atchaot-manachang class divisions, and the intro-

duction of and mass conversion of the populace to Catholi-
cism. The transformation continued under American rule
with the redistribution of large landholdings, the intro-
duction of democratic principles, and the distribution of
material goods and services, along with American education.
Today, an American-style of 1ife (at least in material
terms) is aspired to by nearly all residents of Guam. In
fact, Guam is caught between the new and old ways, and the
modern cultural transformation is both recent (dating to
1962 and the Kennedy Administration) and rapid. Guam is
comparatively more “Americanized" than the Northern
Marianas, for example, due to the greater influence of
American military personnel and the general orientation
and historical affiliation of the people. It would appear
that the oider generation may be particularly hard hit for
having experienced such rapid cultural changes, that have
seen revered ways of thinking and behaving replaced by
quite different ways. Some young people have begun to
drift into an ill-defined pattern of 1ife without the
previous constraining yet meaningful ties of family and
kin networks, and parents may share part of the blame for
neglecting their children in favor of new found personal
leisure time, nightly activities, and material comforts.
As a consequence, less time is spent in large family get-
togethers and less adult guidance is provided to the young.
Adults themselves at times appear confused by the need for
adjustment to new roles and responsibilities and incur
added stress for having to make more personal choices and
face the consequences alone. Whether the profound shifts
in cultural pattern are in part responsible for some of
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the stresses and mental and emotional problems, including
alcohol and drug abuse, among Guam's youth and young adults
has not been documented clearly as yet.

The Population of Guam

This section presents data on the population components
and dynamics of Guam. It serves the purposes of correcting
and updating population estimates for the past on the one hand,
and providing a means and a model by which to estimate future
population levels, by means of simple common sense projections.

Summary: Contrary to informed expectations, the
population of Guam has not risen at the rapid rates
assumed by many planners and demographers. In 1970,
the total population of Guam (including military

and dependents) was counted as 84,996 by the Census,
while the civilian population was counted as 64,680.

In 1980, the preliminary tally indicated a total popu-
tation of 105,816 and a civilian population of roughly
84,300. Rather than pre-1980 Census estimates of Guam's
growth rates in the neighborhood of 5.3% for the period
1970 to 1980, actual average annual growth rate of the
civilian population has been only 2.6%. This lower
growth rate is most likely due to heavy net out-
migration of the civilian population which reduces

the net growth of Guam's population. By 1985

Guam's civilian population is projected to be no
greater than 96,250, and by 1990 approximately 110,000.

a. Review of Data Sources and Methods:

Guam is blessed with a comparatively rich data base
for population analysis, and with agencies that are con-
cerned about appropriate population information and projec-
tions for planning purposes. Three major data analysis
agencies are: the Department of Commerce (and its Economic
Research Center), the Bureau of Labor Statistics,., and the
Bureau of Planning. In addition, there have been at least



- 42 -

three consultant studies in the past decade which have
attempted to assemble population and related data. In
particular, the study of Quinton-Budlong in 1973, and the
Roy Chung analyses are notable. More recently, both the
Bureau of Labor Statistics and the Bureau of Planning have
attempted to estimate the mid-decade population of Guam.
And within the past three years, the demographer attached
to the Economic Research Center, Shuiliang Tung, has
attempted to compile and analyze the data available on
Guam in a consistent fashion and as a result has produced
current estimates and breakdowns and future projections of
the island population. While Tung's data (Tung, 1980, 1981)
will be employed herein as the most reliable and consistent
existing source of data, our own more direct methodology
has been applied to indicate the broad population trends
and growth rates, and to show that major over-estimations
have been made in the past. Population information is
critical to any assessment of a health care system which
seeks to provide choices and organizational or development
paths for the future. The correct picture of the population
helps focus attention on appropriate resource levels to be
allocated to health care activities as well as on likely
utilization levels to be experienced.

It should be noted at the outset that a quite straight-
forward method is used to calculate annual growth rates;
this method takes the place of some complicated formula or
methodology which tends to build in assumptions about
population dynamics which may not be warranted. The direct
method depends on identifying what average annual rate of

growth will take a population from one {initial) level,
Po'
of T years. The formula to calculate the average annual

to a subsequent (final level, PT‘ over a given interval

growth rate, R, when given PQ, PT’ and T is as follows:
R=((In (PT/PO))/ T ) x 100, where R is expressed in per-
centile terms. Conversely, the formula allows the computa-
tion of any future population level PT once R is known.
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((R x T)/100)y , p
o

Note that the basic assumption behind this formula and its
use is that between Po and PT’ the annual growth rate is
the same for each year, The assumption is that a constant
(average) annual growth rate is a reasonable approximation
to the real annual growth rate, although we understand that
by its use we are actually "smoothing" the yearly popula-

This is done by calculating new PT = ( @

tion changes for a given period. The equivalent assumption
is that this "smoothing" of a population series is an
adequate representation of the actual yearly changes in
population; it is obvious that real yearly population
changes will fluctuate. In fact, a "smooth" population
series is simply the most direct way of deriving yearly
population estimates between known data points {(e.g.,
official censuses). It is also the best way to handle
population projections (past known data points) in the
absence of confidence in other methods.

A final note: with Guam's large representation of
military personnel it has been necessary to carefully
identify the nature of the population (total or civilian)
wherever counts and projections are given. In general,
the assumption s that the relatively constant presence
of 22,000 military personnel and dependents will not change
for the foreseeable future.

Overall Growth 1970-1980:

A general picture of pcpulation change is revealed
from a simple comparison of the population levels recorded
by official U.S. Censuses in 1970 and 1980, and if we then
note the change that has occurred (Table 5). In April 1970,
the U.S5. Census counted a Guam total population of 84,996
and a Guam civilian population of 64,680. Over this ten-
year period, the, the total population of Guam has increased
by 24.5%, or at a "smoothed" average annual growth rate of
2.9%. OQOver the same period, the Guam civilian population
has increased by 30.3%, for an average annual growth rate
of 2.65%.
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Table 5. Comparison of Census Population Counts
for Guam, 1370 and 1980

POPULATION:
Annual
COMPOMNENT : 1970 1980 % CHANGE Growth (%)
Total 84,996 105,816 24.5 2.19
Civilian 64,680 84,300 30.3 2.65
Military 20,3156 21,516 5.9 0.57

C.

It is interesting to note at this point that these two
growth rates for the period 1970-1980 are far below the
rates assumed by other demographic studies (viz., Chung,
Quinton-Budlong), which range between 3.5 and 4.4% for
total population, and between 4.4 and 5.5% for civilian
population. The estimated population series for individual
years between 1970 and 1980 using the "smoothing" approach
is obviously different (Table 6). The "smoothed" average
annual growth rate for Guam's total and civilian popula-
tions have been surprisingly low (compare the Department
of Commerce series and the "smooth" series for total
population, Table 7). In terms of actual numbers, the
discrepancy between estimated and actual 1980 total popu-
lation is 20,184, while for civilian population in 1980
the discrepancy is 19,700, These findings -- of low
actual growth rates and large errors in estimation of
given-year population levels -- have a major impact on
the determination of the future population and the planning
of appropriate levels of health services for them.

Composition of the Popuiation:

The dimensions of the population that call for the
closest scrutiny are residency status, ethnic affiiiation,
village distribution, and age-sex distributions. These
dimensions are treated in turn below.
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Table ©. Population Series for Guanm:
"Smooth Interpolation” for Period 1960 - 1980

1960 1961 1962 1963 1964 1965 1966 1967 1968  19Ey 197
67,044 68,654 70,302 71,990 73,718 75,488 77,301 79,157 81,057 63,003 B, G2
43,715 45,462 47,278 48,167 51,131 53,174 55,299 57,508 59,806 €2,195 6 ,EEC
1570 1971 1972 1973 197 1975 1976 1977 197§ 187%  ]9E°
84,995 86,879 B8B,803 90,770 92,781 94,836 0F,937 99,064 101,280 103,523 10%,R1f
64,680 66,416 66,200 70,031 71,911 73,841 75,824 77,859 76,950 82,096 B&,30C
Table 7 . Comparison of Guam DOC Population Estimates
and "Smooth Series" Population Estimates
for the Inter-Census Period 1970-198C:
Totzl Island Population
[Note: "smooth Series" assumes 2.19%
annual growth rate in population.]
DoC “SHOOTH
ESTINMATED SERIES"
YEAR POPULATION POPULATICN
1970* 84,996 84,996
197 89,042 86,879
1972 93,959 88,803
1973 105,168 90,770
1974 105,543 92,781
1975 102,223 94,836
1976 100,560 96,937
1977 99,600 99,084
1978 102,605 101,280
1979 101,947 103,523
1980* 105,816 105,816
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Residency Status: Guam's population composition is
unique among Pacific islands in having such a large
component of military personnel and dependents (Table 8).
In 1980, according to the U.S. Census preliminary
figures and Department of Commerce estimates fully 20%
of the total population was "military-related"; the
remainder is classed as "civilian". In the military
category, it is important to note two items. First,
the military-related population does not appear to
fluctuate at all radically (Table 9). Between July
1976 and January 1980, the uniformed military figure
ranged between 9,164 and 10,594; military dependents
ranged between 9,115 and 11,520. The average level

for each group has been roughly 9,900. The second
point is that the military population (uniformed or
dependent) does not figure heavily into planning for
health care services by the Government of Guam, for the
simple reason that the military has its own health care
system, which includes Naval Regional Medical Center
(NRMC).

The civilian component of Guam's population is more
compiex. Included here are local residents, temporary
aliens (H-2 temoorary workers), and "stateside hires"
who are usually civilians empioyed by the Department of
Defense. As can be seen from the table, the local
resident component of the civilian pooulation on Guam
has been a fairly stable proportion (about 74%) of the
total population. Stateside hires have been estimated
to be essentially constant in numbers, Temporary
(non-immigrant) aliens, on the other hand, have fluc-

tuated quite a bit. Between 1963 and 1969, during a

period of rapid growth, the number of alien contract
workers ranged from 3,707 to 5,544, according to a
report by the Bureau of Planning ("Historical Overview
of Guam's Temporary Mon-immigrant Alien Labor Policies:
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Table 8. POPULATION OF GUAM BY RESIDENCY STATUS

1977 - 1980
Population Component March 1977 % July 1478 % fpril 1980 %
Civilian 79,400 79.7 81,700 Bl.1 B4, 300 4.7
Local Resident 73,000 73.13 75,6300 4.9 79,000 76,7
Temporary Aliens 5,100 5.1 5,00C 5.0 4,005 i.e
Stateside Hire® 1,300 1.3 1,300 1.3 1,368 132
Military 20,200 20.3 19,000 1.0 21,500 20,z
Uniformed Military 10,100 10.1 9,800 g,7 11,560 1¢.2
Military Dependents 10,160 10.1 8,207 9,1 10,000 5.3
TOTAL =3, h00 106.6 100,720 1€0.0 105,836 184.¢

* Departrent of Defense Erployees and depencents.

DATL SCURCES: Department of Labor, Cepartmen: of Comrerce,Governnent of Guar;
U.5. Iamigratior and Naturalization Service; Comrander laval Forces Marianas.
Refer tc Table 3 in Guar Annual Eccroric Review 1980. 1977 anc 1975 data are

estirates, and 1930 data are Prelirirary 1.5, Census figures.

vadle 9, ilizerw Perulatio- zp o caw, 1976 - 1980

Data Source: Commander Naval Forces “a-lanas

suly van. July Jan. July Jan. July Jan.
1676 1877 1977 1978 1878 1979 1979 1986

UNIFORMED 10,594 9,879 10,357 9,164 9,749 9,888 10,038 10,267
MILITAPY
MILITARY
DEPENDENTS 11,520 9,632 10,527 9,587 9,206 9,447 9,115 9,083

TOTAL 22,114 18,511 20,884 18,751 18,953 19,335 19,153 20,226



2)

- 43 -

1947-1280"). By 1974 the number had climbed to 8,923,
but since then has steadily dropped: to 5,000 in 1978
and 4,000 in 1980. It is anticipated that this number
will not increase greatly in the future due to conscious
policy to limit temporary aliens.

Thus the population component to watch the closest
is in fact the "local resident" component, especially
since several kinds of population are involved: local
Guamanian, other local inhabitants, and permanent
resident aliens {PRAs). To understand how each of
these groups influences the level of "local resident"
population, the next discussion is of ethnic composition.

Ethnic Composition: While Guam's native population of

pure Chamorros has long since passed on, there exists
today a vigorous Chamorro cultural heritage which is

a blend of early Chamorro as well as Spanish influences.
This cultural heritage is supported by a majority of
the population. Today's native Guamanians with the
closest ties to the original inhabitants still refer

to themselves as Chamorros and number some 44,000
people or 55% of the civilian pooulation (Figure 4).
(Military personnel and dependents are assumed to be
largely Caucasian or Negro.)

The time series on the toal population presents
data which suggests the extent to which a multi-cultural
pattern has asserted itself in recent times (Table 10),
Whereas in 1920 Chamorros renresented 92% of the total
population, with Caucasians 2% and Filipinos 3%, in
1978 Chamorros represented only 48%, while Caucasians
were 24% (mostly military, with only 9% representing
civilian residents of Guam) and Filipinos were 20%.

In fact, the Filipino population has grown the fastest
of any identified group, with a2 rapid increase just
after World War Il and again with the easing of immi-
gration laws and requlations in the 1970s. It appears
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Figurs 4 .
Pozul

CHARMORRO
55%

Source:3urezL of Lebor Staiistics

2tvion of Guam: 1975

rilipino
15.3%

thnic Composition of the Civilian

Loreen
Cnam.Caucasn

Estimeatced
Pooulation,
1975 = 79,800

Chaniorro-
Filipino

i) U g,

gthnic Cowpus: = of Guem Popuiciion by Pronortion and

ov lnnual Qace i Lrowta (Parcent). 1520 - 3

a=n

2:C

[do"=: popuiation consists of estimeiad totel nojcletion,

including =i}
Source: Tunc{1S81}

itary and dependan:c.
Table 7,revisad.

YEAR ég;atATIOH Chamorro (%) Caucasian {%) Filipino (i) Other (&)
1620 13,275 12,216 (92.0) 280 ( 2.1) 396 ( 3.0} 383 ( 2.%)
1533 18,308 15.202 (28.3) 1E205M (IS 55) 3650 (25 1RG5 3788 (875
12490 22.250 20,177 {c0.5) 7835 (863,51 569 ( 2.6) 759 ( 3.4)
1530 55,458 27,124 (45.6) 22,620 {33.5) 7,258 (12.2) 2196 ( =.7;
1263 67,044 34,762 i51.8) 20,724 (30.9) 8,580 (12.8) 2979 ( %4.4)
187G 84,5896 47,513 (55.8} 23,855 (28.2) 10,200 (12.0) 3315 ( 3.9)
1973 102,505 46,045 (47.8) 24,112 (23.5) 29,521 (20.C) €327 { 3.2
PERIOG:
192G-30 3.3 % 2.9 % 14.6 % -0.8 % 3.4.%
193G-40 1.9 2.1 -4.3 4.4 385
16545-50 6.8 3.0 33%7 25.5 10.6
1950-69 1152 2.5 -1.0 ¥/ 3.0
186C-70 2.4 3] 1.5 Ut/ 1.1
1576-32 2.6 0.4 0.1 8.7 12.8
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that after a period of growth in the 1950s, Chamorros
have experienced little growth in numbers on-island
during the 1970s. This finding is rather remarkabie
in view of their still high fertility and birth rates.

Village Distribution: As mentioned briefly before, the
population of Guam is gradually responding to new housing
development in the flatter central and northern areas of
the island and are slowly shifting northwards (refer
back to Table 2). Southern villages are essentially
static or are slowly declining in terms of their pro-
portion of total island population. Older towns of

Asan and Sinajana have been steadily losing population,
while newer towns of Dededo, Tamuning and Mangilao,
Barrigada and Yona have been steadily gaining. A chart-
ing of population shifts by island region (village
grouping) makes the population re-distribution more
evident (Table 11 and Figure 5).

Age Distribution: Guam's population is a relatively
young population (Tables 12 and 13), although not as
young as found in other Micronesian island peoples.

In 1920, 43% of the total population was under 15 years
of age; however, the proportion was only 27% in 1950
but has risen since then to 42 percent by 1977. Less
than 3% of the population is over the age of 65 yerars.
It is expected then that for the foreseeable future
the population of Guam will remain relatively young.
The actual proportion of the population aged 14 years
or less is likely to fall somewhat as birth rates
slowly fall. The youth of the population in general
suggests a continued emphasis in the future on
obstetrics and pediatric care.

Other Components of Population:

(a) Permanent Resident Aliens: The most volatile and
least understood population component for Guam is
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South
Central
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Table 11. Regional Distribution of Island Population
Guam, 1950 - 1980

TOTAL POPULATION:

1960 % 1970 1980
12,808 19.1 22,322 26.3 34,083
26,9G3 40.1 37,571 44.2 53,520
23,461 35.0 20,864 24.5 13,761
3,872 5.8 4,239 5.0 4,452
67,04% 84,99 105,876

Regional Definitions (by Village):
North Central = Tamuning,Sinajana,
Mongmong-Toto-Maite, MangiTao, Chalan Pago-Ordot, Barrigada,
Agana Heights, and Agana; South Central = Yona, Talofofo,

South = Umatac,Merizo and

North = Yigo and Dededo;

Santa Rita, Piti, Asan, and Agat;

Inarajan.

-4
it

32.2

50.6

13.0
4.2
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AGE INTERVAL

Under 1

1 - 4
SE=39
10 - 14
15 - 19
20 - 24
25 - 29
30 - 3
35 - 39
40 - &b
45 - 49
50 - 54
55 - 59
B0 - 64
65 & Over
ALL AGES

2o (i

Table 12. Civilian Population of Guam, March 1977

Age and Sex Distribution

Data Source: Tunp (1980)

TOTAL % MALE % FEMALE %
2,300 2.9 1,200 3.0 1,10C 2.7
9,300 11.6 4,700 11.8 4,600 11.5
10,700 13.4 5,800 14.6 4,90C 12.2
11,100 13.9 5,700 1&.3 5,450 13.5
9,300 11.6 4,600 11.6 &,703 ohed]
5606 7.0 2,400 6.0 3,200 8.0
£,900 7.4 2,700 5.8 3,200 8.0
4,700 5.9 2,100 5.3 2,600 £.5
&,200 5.3 2910081533 2,100 SR2
4,000 5.0 2,000 5.0 2,000 5.0
3,800 4.8 1,900 4.8 1,500 4,7
3,500 4.4 2,000 5.0 1,500 3.7
2,05C 2.5 1,000 2.5 1,000 2.5
1,400 1.8 700 1.8 -100 1.8
2,100 2.6 200 2.3 1,200 3.0
75,900 36,800 40,100

Tatle 13. Age-Sex Distributiors of Guar Population
by Year: 1920 - 1977

TOTAL

1.t.15
15-64
65 -

MALE

1.t.15
15-64
65 +

FEM?E

1.t.15
15-64
65 +

Data Source: Tung{1981)

1920

43,1
54.7
2.2

1930

1.9
55.4
2.6

[T
(R
i bs
— oo

1940

L3, B
Ll L B
. -
-~ Oh -~

1950 1960
27,1 40,6
7.5 57,7
1.3 1.6
20.5  35.¢4
78.7 63.3
0.8 1.3
41.1 47,9
56.5 9.9
2.4 2.2
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the sum of permanent resident aliens (PRAs}.
Previously, they have been mentioned as a com-
ponent of the civilian population. But they
represent an unknown element because their numbers
are not counted accurately by any agency federal

or local., Permanent resident aliens freely move
within the United States, and the granting of such
status to a person in one locale does not guarantee
that the individual will stay for very long. Thus,
it is now known how many Filipinos and Vietnamese
who have been granted PRA status in Guam have moved
on to Hawaii or to the Mainland. Likewise, it is
not known how many granted PPA status elsewhere
have moved to Guam to be closer to the Philippines.

Tung (1981) has tallied the total number of
aliens present in Guam between 1950 and 1975,
and has included estimates of permanent resident
aliens for the years 1970 and 1975 (Table 14).
The data show total aliens to be a slowly increas-
ing proportion of the population: 9,454 or 16%
in 1950; 20,809 or 20% in 1975. But the data also
show that permanent resident aliens jumped from
6,428 in 1970 to 12,876 in 1975, which represents
an annual growth rate of 9.9% -- by far the highest
rate of growth of any population component.
Yearly numbers of immigrants granted PRA status in
Guam are available. These data identify early
1960s levels of 620 to 740 per year with a jump
in 1967 to 100 per year. For the late 1970s, the
number of PRAs is between 1,800 and 2,700 yearly.
Again, what is not known is how many PRAs remain
on Guam for what length of time. More will be said
about immigrants and aliens under discussion of
the labor force.
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Tahle 14, Aliens as a Component ¢f Guam's Populatior
1950 - 1975 '
Datz Source: Tung{I1980]
* lemporary aliens in 1977 were 5170 and
in 1960 were 3052. + bnofficial estimate.

s
1esg (%' 1960 (%) 1970 (%} 1875 (%)

22,920 (38.5) 23,329 (3+,8) 20,316 {23.9) 22,60 22.C)

27,124 (45.6) 35,300 (58.6) 52,638 (61.9) 58,9135 (87.§)

hliens-Total 9,456 (15.9) 4,415 (6.6} 12,062 {14.2) 20,809 (20.%)

Perc. Resident £,428 12,87¢
Temporary 1,435 647374
Other 4,178 1,198
Total 5¢,L38 67,044 84,596 102,237
(b} Visitor Population: In general the visitor nopu-

Tation represents a transient group who have special
housing and activity patterns and are usually quite
healthy. The number of visitors to Guam has

rapidly increased due to efforts to make the island
a magjor tourist destination, especially for Japanese
(Table 15). Annual visitor arrivals have increased
from 60,000 in 1969 to 112,174 in 1971 and 291,133
in 1980, although a marked decline in numbers
occurred during the period 1975-1978. 1In 1980,

the average daily census of visitors was roughly
800, and visitors generally stay about 3 or 4 days.
About 70% of all visitors are tourists and are
concentrated in hotels along Tumon Bay. Health
hazards associated with coastal tourism are to be
expected, namely coral punctures, sunburn, occasional
abrasions and fractures due to accidents and
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Table 15,

260,508
6€.1
155

7.7

= R
.¥.
¥
occasional drowning accidents. No data are col-
lected on this subject at this time,xalthough

police files do track the number of criminal
offences involving tourists as victims.

Visitor Arrivals to Guam, 1957-1980, 3y Origin
Data Source: Ffuam Visitors Bureau

196 1969 1379 1271 1972 1973

12,000 58,265 73,723 119,174 185,399 241,146

35.0 53.2 40 .8 70.5 74.9 08.3
32.0 32.0 24.4 16.6 15.6 15.4
n.a n.a 7.7 5.2 4.0 7.0

]
[Te ]
~J
[02]
s
0
-~J
(Ne)
e
W)
(5]
[y |

1975 1976 1977

235,695 201,344 240,467 231,975 263,320 291,133
72.7 69.4 63.4 £9.6 72.2 76.2
10.6 9.4 12.4 13.8 13.2 1.7

8.6 8.3 7.4 7.3 2.

\\=}
3
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Population Dynamics and Projected Growth

It is rather straightforward to uncover the present
demograchic structure of the island of Guam. It is another
matter, however, to attempt to assemble these facts into a
coherent picture of the dynamics of the population and to
further calculate a 1ikely future growth path. Yet health
planning and the study of future alternatives necessitates
that both the dynamics and their implications for future
growth be examined. The first concern will thus be to
assess what affects change in population levels from year
to year, and subsequently to forecast future population
Tevels by means of the most reasonable projection method.

1} Birth, Death and Migration: Ponulation changes from
year to year are solely due to one or both of two
population processes: net increase and net migration

(out or in). Net increase, or net additions, compares
a given area's births to its deaths. Net migration
compares levels of in-migration and out-migration.

For example, in this general view, the population
level for 1971 is determined by the net additions to
the population for 1970 minus net out-migration for
1970. Lacking data on net migration, it is still
possibie to calculate its magnitude when a population
series along with data on births and deaths for this
series is available. Such is the case for Guam: there
is no adquate way of obtaining reliable data on in-

or out-migration, but net out-migration can be calcu-
lated.

We begin by noting trends in yearly births and
deaths and their respective standardized rates (per
1,000 population; Table 15). The data indicate that
in general Guam's birth rates are high and will probably
not decline appreciably in the immediate future, while
Guam's death rates has not changed much at all and
cannot be expected to decline significantly in the
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Table 16. Vital Events Data Series for Guam, 1§70-1979

Note:

BIRTH DEATH
YEAP POPULATION BIRTHS  RATE* DEATHS  PRATE®
1970 84,996 2875 33.8 355 4.2
1871 86,879 3068 35.3 364 4.2
1972 26,803 3206 36.1 409 4.b
1973 90,770 3234 35.€ 435 4.8
1974 92,781 !/ 3226 3.8 L4% 4.8
1975 94,836 3163 33,4 441 L.?
1976 96,937 3oeg 31.4 466 4.8
1877 99,084 3007 3c.3 3es 3.9
1978 101,280 2903 28.7 L2 4,2
1979 103,523 2797 27.0 397 3.8

Population figures are estimates derived from
"smooth series”.

Rates are per 1,000 population.

future. If we assemble the most reasonable estimates
of yearly total population for Guam along with yearly
births and deaths, it is possible to have a clearer
nicture of the sources of population change over time
and to calculate net out-migration levels (Table 17).
In fact, these latter levels turn out to be net out-
migration for each and every year in the series (1970-
1980). What is of interest then is the fact that net
additions (births minus deaths) have remained fairly
constant, experiencing only a slight decline between
1970 and 1980. Net out-migration is then calculated
as a "residual" to account for the differences in
ponulation levels between two adjacent years after

net additions have been factored out. And net out-
migration has actually declined over the decade, from
30C ner year in 1972 to just over 107 per year in 1979,
1f net out-migration levels are declining, it suggests
that in-migration is increasing relative to out-
migration, or that out-migration is taovering off
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" Table 17. Population Dynamics Model! for Guam Using

Simple Birth-Death-Migration Data

LIVE NET NET QUT- NEXT YEAE'S
YEAR POPULATION AIRTHS DEATHZ  ADDITIONS MIGRATION POPULATION
196= 8., 00¢
1670 84,996 2875 355 2520 637 86,879
1871 86,879 3068 364 2704 780 BE, 802
1972 88,803 3206 409 2797 BC2 86,775
1973 90,770 3234 435 2799 788 92,781
1874 92,781 3226 LG 2777 722 94,636
1975 94,836 3163 L4} 2722 £ 96,637
137¢ 96,937 3048 LBE 2552 435 99,08
1877 99, 08L 3007 380 2627 L3 101,288
1978 101,280 2903 424 2L7% 238 103,823
1673 103,523 2797 367 2440 107 10%,81¢
1989 105,816
AVERAGE: 93,989 3052 412 2641 556 86,571

[Sample equation: this-year population plus births minus
deaths minus net out-migration equals next-year population]

relative to a steady in-migration stream. Roughly

2,500 Permanent Resident Aliens immigrate to Guam
yearly at the present time, according to a Bureau of
Planning report ("immigration and Nationmality Act",

June 1980), although it is not known how many stay and
how many travel to the States. It appears, moreover,
given the data on ethnic composition changes (Table 10),
that Filipinos have increased rapidly during 1970-1380,
roughly a2 net increase of 1,300 per year, while
Chamorros on Guam have increased at a lower rate,
roughly a net increase of 190 per year. For Filipinos
in Guam, increase by net additions (births minus deaths)
could only add about 200 yearly, so the remaining
increase (1,090 yearly) must be accounted for by net
in-migration. For Chamorros in Guam, net additions
account for 1,225 persons added each year, so that net
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out-migration of about 1,035 each year must be occurr-
ing. These figures, if even only approximately correct,
suggest that a dramatic re-distribution of Guam's
population and of political power centers may well take
place in the next several decades, if current dynamics
continue. At the very least we have a handle on why
the population of Guam (total of civilian) has not
increased as dramatically as has been projected by
some: it is clearly due to the "openness" of island
travel patterns and the flow of migrants into, but
largely out of the island.

A crude model of present annual Guam population
change (ca. 1980) would separate aliens (PRAs and
temporary hires) military (including dependents) and
civilian/local residents (Figure 6). Each group can
then be pictured as a separate box representing on-
island Tevels (underscored number) plus arrows indicat-
ing in-migrant and out-migrant streams. Temporary
aliens, who currently number about 3,000, are estimated
to have a flow-through of 1,090, with no increase to
their on-island level (no births on-island are assumed).
Permanent resident aliens are admitted at roughly
2,500 yearly and exit at the estimated rate of 1,400
per year, with a net addition of roughly 200 yearly
and an overall net change in pooutation level from year
to year of 1,300. Local civilian residents on Guam,
largely Chamorro, Filipino and some Caucasian, leave
the island at the estimated rate of 3,000 yearly and
return at the rate of 2,600 yearly, for a net out-
migration rate of 400 each year. Their net additions
are 1,500 per year but a net vearly change in popula~
tion of only 1,100 is recorded. Of note then is the
degree to which Permanent Resident Aliens show a net
annual change that is greater than that for Local
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Figure 6. A Crude Model of Current Annual Population

Change for the Territory of Guam, 1930

2|60:
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Civilian Residents: PRAs outstrip locals by 20C per
year. This comparative gain for aliens may only be a
temporary phenomenon but bears closer scrutiny in years
ahead.

Projections of the Population: We are now in a position
to assemble enough data to enable recent population
changes to be understood, albeit crudely, and to enable
us to select viable assumptions for a projection of
population levels for the future. In fact, in review-
ing the population levels and trends that are projected
by Chung and Quinton-Budiong, we find an over-reliance
on the birth rate-death rate differential and a lack of
appropriate consideration of the (in)ability of Guam

to "retain" its population and the losses that occur

in local population levels due to migration. In fact,
the economic position and lTimited labor market that
exist on Guam suggest the underlying reasons for heavy



out-migration. The proximity of the United States

and the economic opportunities that seem (apparentlv)
easily available motivate many young neople and young
families to seek employment in Hawaii and especially

on the West Coast. Given the island's high birth rate
and low death rate over the past decade, the island
economy simply cannot and has not been able to maintain
employment or suitable lifestyles for all of its resi-
dents. That the migration that ensues may be temporary
(one estimate is between 3 to 10 years) is suggested by
the high return migration rate; but in general there is
a larger flow off-island keeping the local population
growth rate suopressed (despite high rates of net
additions).

Given these considerations, it is well advised not
to build population projections around elaborate
cohort-survival or component growth models which are
not suited to "open systems" such as Guam where migra-
tion plays such & heavy role. For this island context,
it is more appropriate to examine past and near-past
trends in population growth and to extrapolate this
growth pattern into the foreseeable future -- barring
any major deflecting forces which would drastically
alter one or more of the population dynamics components,
none of which can be identified at the present time.

In examining known population levels as computed by
the U.S. Census for two different times, and seeking
to determine population levels for years in-between, we
have already presented the "smooth” annual increase
method. It is easy to adapt this method to handie
projections of future population levels on the assump-
tion that the annual growth rate does not change by
inserting the growth rate, calculated for a prior
period, into the projective equation:
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pr = fe (R XTII00) ,

population level to be calculated and Ha is the base
year population level from which PT differs by T years,
and R is the average annual growth rate assumed to hold
over this time period, expressed in percentile form.

0 where PT is the future

This formula then gives a "smoothed" projection of
population change for the future.

Using this "smoothing" formula, it has been possible
to find, by interpolation, the population Tevels that
lie between known Census years 1960 and 1270 (Table 6 ,

previously presented). These two population series
indicated that average annual growth rates have actually
declined for both total and civilian populations on
Guam; thus there is no basis for assuming a high growth
rate for any future period, especially in light of what
is known or estimated about migration behavior. Thus,
the most appropriate assumption about future growth is
that Guam's population will increase at most at the
average annual growth rates operating in the past

decade (1970-1980). Thus for the total island popu-
lation, future population levels are predicted on a
growth rate (R) of 2.19%, while for civilian population
the growth rate (R} is assumed to be 2.65%.

The following table indicates the respective popu-
Tation levels that have been projected using the "smooth"
formula and the indicated growth rates, R (Table 18).

The accompanying chart and table also show graphically
and comparatively just how different -- and lower --
these projections are from previous projections {Figure
7 and Table 19; note that in the figure the heavy line
indicates the more realistic projection).
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Table 18. Projected Population Series for Guam:
"Smooth Extrapolation" for Period 1980-1990

POPULATION COMPOMENT

YEAR: TOTAL CIVILIAN
1980 105,816 84,300
1981 108,160 85,563
1982 110,556 88,887
1983 113,005 91,274
1984 115,508 93,274
1985 118,067 96,240
1985 120,682 98,824
1987 123,355 101,477
1988 126,088 104,201
1965 128,881 105,999
1990 131,736 109,872

In sum, the "smooth" method of extrapolating population
Tevels for future years indicates a civilian population of
no more than 96,000 by 1985 and no more than 110,000 by
1990. The 1990 figure is 33,500 less than the next Towest
projection, by Chung. However, this is still an increase
of 13,632 over the 1985 level, or a smoothed increase of
2,700 individuals yearly that must be handled by a develop-
ing economy and island health care system.

4. Economy and Development of Guam

Summary: Guam's economy is viable but rather narrowly
based on defense-related expenditures and federal
grants, and on a healthy but small tourist industry.
Prospectives for future expansion or diversification
of the economic base are uncertain. The labor force
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Table 19. Comparison of Population Projections for Guam
by Various Sources and Methods, 1970 - 2000
1970 1975 1980 1990 2000
85,380 105,400 126,000 165,400 206,660
63,380 83,400 104,000 143,400 183,660
89,890 106,310 126,956 179,352 236,000
67,890 84,310 104,956 157,352 214,000
85,380 107,400 132,200 198,000 268,000
63,380 85,400 110,200 176,000 246,660
106,700 188,500
B4,700 167,500
B4,996 102,223 105,816 131,736 164,005
64,680 73,841 B4,300 10%,872 143,20C
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is fairiy well skilled and increasingly is local
in character, with the recent reduction in
temporary alien labor. Economic welfare measured
by income levels is low but supplemented by
abundant public assistance whose future is
uncertain. There does not appear to be much
flexibility in household budgets, and radical
changes in expenditure patterns, such as medical
care charges, cannot be expected to be fully
absorbed by households alone.

Guam has been particularly reliant on heavy U.S. military
presence for over 25 years, and only in the past decade has
it begun to seriously chart a future and more diversified path
of economic development. In the 1960s, a rekindled U.S.
interest in the Pacific led to an increase in the amount of
federal monies spent locally through various public programs.
More recently, beginning in the late 1960s, a local industry,
separate from defense, was initiated to capture the Pacific
tourist market; it has been quite successful if volatile.
Finally, major efforts have been made to study and promote
local agriculture, fishery, and manufacturing industries, but
to date adequate returns on investments have not been forth-
coming.

The development of Guam economically is a function of the
physical resources and investments that can be brought to bear
on various opportunities, on the one hand, and of the size and
quality of the local labor force that can be allocated to these
investments. The viability of the economy has direct implica-
tions for health care organization. Not only does the relative
health of the economic base determine the tax revenues that can
be brought in and channeled to public health services (in part),
but such health will imply & better economic status for the
people it employs. And accompanying higher levels of socio-
economic well-being will be higher incomes, hence better ability
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to pay for services, and better education and the chance for
healthier and more satisfying lifestyles. There is, of course,
a recursive effect in that a healthier population will be able
to provide better service to the economy, make it more produc-
tive, and enhance the attractiveness of Guam as a place to
invest in, considering its healthier labor force. Below, then,
the current and potential economic base of Guam and the nature
of the island's labor force are discussed, along with a review
of the economic welfare of the population.

a) Economic Base of Guam:

Guam's economic base rests on its comparative advantage
in resources, labor, and special opnortunities and invest-
ments. Guam's chief advantage is its strategic location
in the Pacific Ocean, relatively ciose to Asia, and its
ability to serve the United States' national interests
and defense posture in the region. More than anything
else, this location (and the sizeable area the island
affords for military installations) guarantees a viable, if
narrow, future economic base for Guam. Civilian employment
for defense-related activities stood at 5,726 at the begin-
ning of 1980, and 80 percent of these (or 4,581) were hired
locally. Total military expenditures on Guam amounted to
$306 million: military pay accounted for $89 million,
civilian employee salaries for $84.4 million, and military
construction for $84.7 miliion. However, a more vigorous
and stable economy will be realized only by exploring
Guam's other unique features and assets, and tapping
special Pacific area markets.

Guam's climate, scenic resources and location in
proximity to Japan argue for a strong tourist industry
for the foreseeable future. The industry is notably
healthy and has experienced generally steady growth over
the past decade; airline strikes and hotel union strikes
as well as economic slowdowns that affect the Hawaii tourist
industry from time to time have not been felt on Guam.
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Total visitor expenditures on Guam for 1979 were esti-
mated at $132 million, or given the 273,300 visitors that
year, about $485 per visitor. (Guam's Bureau of Planning
has estimated the per capita visitor expenditure is closer
to $580.) The Hotel Occupancy Tax of 5% initially and

10% since July, 1972, has generated large tax receipts for
the government: wmore than $800,000 for 1977-1978. The
additional 4% gross business receipts tax generated an
added $1.5 million from hotels. Studies indicate that
some 1,300 people are directly employed in hotel lodging
on Guam; a total of 3,000 to 5,329 jobs depend directly

on visitor expenditures, while an additional 500 to 3,000
jobs are indirectly created due to the circulation of
tourist dollars. The total employment impact is thus
between 3,500 and 8,300.

There is room for expansion of the visitor industry,
but there are also significant cautions and pitfalls. The
expandable visitor market is mostly Japanese tourist.
Currently, mostly young, newlywed and newly salaried
Japanese visit Guam, but for only 3 to 4 days (compared
with 7 to 8 days in Hawaii); few visitors actually make a
return visit. In order for the industry and hence jobs
and revenues to grow in the future, it will be necessary
to invest in a higher quality and more varied visitor
experience for tourists on Guam. A 1980 Bureau of Planning
report ("Five Year Economic Development Strategy for Guam")
makes some pertinent suggestions.

Aside from military-related and tourist expenditures,
another large category of employment and income is govern-
ment. The federal government pumped an estimated $48
million in (non-military) grants into the island in FY 1979
-- although this figure may be cut by as much as one-fourth
by the current Administration in Washington. Income taxes
collected in Guam remain, by Organic Act stinulation, on
Guam and thus provide the Territorial government with
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roughly $20 million in 1978. An estimated 11,100 people
are employed by the Territorial government, and another

6,500 by the federal government (but excluding defense-

related employment, only 1,100}.

The construction industry employs about 1,400 local
residents, at present, and another 1,000 temporary (H-2)
alien laborers are also hired. Construction revenue and
employment are highly conditioned by exogenous forces,
including the health of the national economy, since that
influences interest rates which regulate the number of
housing loans and mortgages sought for new or renovated
housing. Paradoxically, the damage wreaked by typhoons
creates jobs and revenues for the construction industry
as it rebuiilds damaged or destroyed facilities; military
reconstruction funds are a major source of revenue. The
industry is highly volatile, however. In one year (1979-
1980), total construction employment dropped from 4,170
to 2,443, with further reduction expected. Building permit
value dropped from $55 million in FY 1978 to $34 million
in FY 1979.

Prospects for a more diversified economic base rest
with current research and future development of agriculture,
fishery and manufacturing activities. As the 1980 Guam
Annual Economic Review makes clear, import substitution is
the primary goal in seeking to expand local agriculture
and fishery concerns. Hog production expansion as well as
hydroponic farming appear promising. To illustrate the
current export dependency of Guam, the estimated $2.8
million locally consumed catch of fish can be compared
with the $6.5 million foreign-source imported catch of
fish. Both equipment and facilities and marketing stra-
tegies are major shortcomings of current agricultural and
fishery activities. Aquaculture, like hydroponic farming,
is still in the developmental stage. In a similar youthful
and unpredictable position on Guam is the small manufac-
turing activity that accounts for only 3.5% of total
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employment at present (about 1,200 workers). About 907
of manufacturing receipts are generated by Guam's single
petroleum refinery, GORCO. The manufacturing base can be
considered a definite growth opportunity, considering the
jsland economies of Hawaii and Puerto Rico and their
successes. However, watch and bracelet assembly firms
have actually declined from 7 to 1, and garment firms from
4 to 1, between 1973 and 1979. 1In 1979, Guam exported a
total product value of $42.7 million (with fuel exports
making the largest contribution), but imported product
value for the same year amounted to $445.8 million, or
ten times as much.

The overall economic prospects for Guam are not out-
standing. The Guam Economic Development Authority expects
several infrastructural projects in the near future to
shape the future expansion of Guam's economy, notably
increased highway construction and investment in an Ocean
Thermal Energy project, and completion of expansion and
renovation of the Commercial Port at Apra Harbor, as well
as development of nearby industrial park area. It is
believed by GEDA that economic expansion will definitely
occur in the hotel industry, in fisheries, and in small-
scale manufacturing. The concrete investment commitments
have yet to reveal themselves, and it is best to assume
only slow to moderate improvement in the island‘s economy,
with no great attractions developing to curtail the cur-
rent out-migrant stream.

Guam's Labor Force:

In 1980, the number of individuals in Guam's civilian
labor force stood at 35,180, up from a low of 27,087 in
1976. Unemployment rates have fluctuated in this period
between 7.3 and 11.3 percent, with the 1980 rate being
10.4 percent. The Guam Annual Economic Review notes that
essentially "all of the increase in employment from
September 1978 to September 1979 resulted from an expansion
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of part-time jobs, as the number of part-time workers grew
by 25,560 and full-time workers grew by only 370" (page 7
of the report). In October 1979, roughly 46% or 14,950 of
civilian total employment (32,500) was in the public
sector (6,500 in the federal government and 8,450 in the
Territorial government). This reflects the almost standard
picture of U.S. affiliated territories in the Pacific
(i.e, American Samoa with 46% public sector and the
Northern Marianas with 55%, both in 1979). In other Pacific
economies, either dependent or affiliated with other nations,
strikingly different pictures emerge (i.e., Fiji -- 25.4%
public; Tonga -- 13.2% public; French Polynesia -- 27.6%;
Papua, New Guinea -- 14.4%). Tung (1981) has provided
total, male and female civilian labor force projections

in keeping with our revised population growth projections
for the period 1980 to 1985, total civilian labor force can
be expected to rise from 33,000 to between 36,800 and
39,800. By 1990, the total civilian labor force will lie
between 43,500 and 47,500. Guam has a sufficiently large
population to support a wide variety of skills and occupa-
tions, although more could be done to bring specialized
technical skill training to the potential labor force.
Guam supports both a university and a community college/
vocational school to help prepare young people for the
labor force. In fact, a low-skilled labor market has been
dominated until recently by temporary (H-2) alien labor,
due to preferences built into immigration laws and regu-
lations regarding wage scales which deterred local resi-
dents from seeking such occupations. The wage scale
differential has since been revised upward to attract more
of the local labor force to such unskilled jobs. and as a
result H-2 workers have gradually declined: from 6,737

in March 1975, to 4,785 in March of 1979, to roughly 3,000
in March of 1980. It has been assumed by economic fore-
casters that non-immigrant workers will remain constant

at about 2,500 yearly in the future.
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c¢) Economic Welfare:

For our review purposes here, we will assess the
economic welfare of Guam's civilian population in terms
of their income, other assistance, and their cost of living.
In 1976, the per capita income for civilians stood at
$3,093, but this increased to $4,198 by 1978; after control-
ling for inflation, however, the actual increase in buying
power was only $400. Because of large household sizes
on Guam {averaging 4.25 persons per household), median
household income in 1978 was about $15,000. This Tevel
represents a rather low figure and explains the difficulty
Guamanians have in becoming homeowners. As another conse-
gquence, public assistance payments and especially food
stamp allocations have been substantial. The number of
financial public assistance recipients rose from 5,469 in
1977 to 6,500 in January 1981, while medical payment
recipients have averaged 1,000 yearly. Public assistance
expenditures in 1980 totaled $4.6 million. Medicaid
(Title IX) expenditures totaled $2.5 million in the same
year.

Participation in the Food Stamp Program averaged 1,010
housholds (5,702 persons) in 1974, but currently (ca. March
1981) averages 5,572 households (or 25,792 persons, which
is 31% of the civilian population).

The distribution of income among Guam's residents is
fairly even. According to a Bureau of Labor Statistics
survey in 1978, 21% of all households {which total 18,930)
had incomes under $7,000; 21% were between $7,000 and
$12,999; 23% had incomes between $13,000 and $19,999;
and 36% were over $20,000.

The Department of Commerce has prepared consumer price
index information by expenditure category for Guam in
comparison with the United States as a whole. The data
show that the CPI rose 13.3% in the U.S. but only 10% in
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Guam. Transportation increased the sharpest on Guam
$14.5%) followed by food (14%) and medical {11.5% --
compared to a U.S. rise of only 1.5%). It is not known,
however, to what extent the average household has any
residual "discretionary” income available, or to what
extent expenditure patterns might be alterable, especially
for health and medical care use. Given the above infor-
mation on the economic welfare of Guam's population, it

is questionable whether much room exists for a shift in
the burden of medical payments to consumers in any direct
manner over that which has already been achieved through
jnsurance and HMO participation. It is more than 1ikely
that the Government of Guam will continue to have to under-
write a portion of the medical bill for the majority of
its citizens for some time to come.

Health Status of Guam's Population

It is now appropriate to briefly review and assess the
health status of the island's population. Health status might
be termed a major outcome of the dynamic interaction of the
island's population, society, and economy. This description
of the health service environment hinges on the paramount
assumption that the island environment and society function in
part to structure a health care system that is (or should be)
designed to improve the health status of all Guamanians. This
assumption establishes the basic relationship between health
status as an outcome and health services and their organization
as one means to achieve the most positive outcome. With this
perspective in mind, we proceed to examine what health status
outcomes have in fact been realized on Guam. This examination
is conducted by constructing a profile of the health of the
population in terms of key indicators, namely: mortality,
1ife expectancy, and morbidity, as well as qualitative con-
sideration of the behavioral and personal dimensions of health
status. Unfortunately, current statistical compendia emphasize
"negative" indicators of health status (degrees of negative
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health status) rather than positive measures of heaith, and
this study has no capability to correct this methodological
shortcoming. The brief summary of health status provided below
is meant to sketch the health status of Guam's population in

outline form. Much more detailed data and interpretation
are available through the Guam Health Planning and Development
Agency and its publication, the State Health Plan for 1978-33.

a)

Summary: The health status of Guam's population is
characterized by a low crude death rate but a fairly
high and unwarranted infant mortality rate. The
pattern of leading causes of death has shifted from
earlier infectious disease-related causes to chronic
disease causes. But, infectious and parasitic
diseases still rank high today. The morbidity
pattern suggests that basic immunizable diseases

are well-controlled but that greater attention

needs to be paid to environmental sources of contami-
nation and infection, and efforts should be expanded
to educate more of the public with regard to health
and hygiene in such risk envornments.

Mortality Levels:

We begin by examining the basic vital statistics for
Guam over the past decade: 1970-1980 (Table 20)}. Here,
we note, first, that Guam's birth rates are very high when
compared worldwide and especially when compared with the
U.S. (Table 21). While the birth rate has fallen by about
8 per 1,000 population in this ten-year period, the rate is
still high. Its level implies continued youthfulness of
the island population, suggests that many women and children
may be at risk of complications of pregnancy or birth, and
assures continuing emphasis on the health conditions and
the health care given to the young in the future.
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Table 20. Vital Indicators and Rates for Guam, 1970-1930
CRUDE  INFANT
TOTAL Live Total Infant BIRTH DEATH MORTALITY

YEAR POPULATION Births Deaths Deaths RATE* RATE* RATE+
1970 84,996 25875u8r355 62 33.8 4.2 21.6
1971 86,879 3,068 364 63 355389042 20.5
1972 88,803 3,206 409 49 36.1 4.6 15.3
1973 90,770 3,234 435 75 35.6 4.8 23.2
1974 92,781 3,226 449 75 3.8 4.8 23.2
1975 94,836 3,165 441 64 33.4 4.7 20.3
1976 96,937 3,048 466 55 31.4 4.8 18.0
1977 99,084 3,007 380 46 30538883.8 15.3
1978 101,280 2,903 424 46 38.7 4.2 15.8
1979 103,523 2,950 411 33 28.5 4.0 11152
1980 105,816 3,003 423 49 28.4 4.0 16.3

* Rates are per 1,000 individuals in the population.
+ Rate is per 1,000 1ive births.

Table 21. Comparison of Vital Rates for Guam, Hawaii, and the U.S.

Birth

Crude

VITAL RATE

Rate

Death Rate

Infant Mortality Rate

Data Source:

TERRITORY:

GUAM, 1977 HAWAII, 1977 U.S., 1977
30.3 17.5 15.3
3.8 4.9 8.8
11583 10.6 14.0

Guam Annual Economic Review, 1980.

1977
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Guam's death rates, on the other hand, signal the Tife-
style and the overall impact of health care provided to the
population according to American standards. Guam's crude
death rate is generally lower than that for the U.S. as a
whole at present, as well as lower than that for Hawaii
which is considered to have an exceptionally healthy popu-
lation. In contrast to crude or overall death rates, the
infant mortality rate is unreasonably high. Equally note-
worthy is the lack of indication of any decline in infant
mortality rates over the decade. This suggests that appro-
priate pregnancy planning, pre-natal care, or delivery or
post-delivery care are not fully provided or utilized by
the population.

Leading Causes of Death:

As Guam has come to adopt an increasingly Western and
American style of 1ife, Western and developed-society
patterns of diseases (e.g., chronic and behaviorally
based) have come to replace the earlijer, more developing-
society pattern of acute infectious diseases. In 1925,
the leading causes of death on Guam were reported to be
dysentery, tuberculosis, and typhoid fever (Table 22).

(It is 1ikely, however, that death registration in this
year was not complete.) But 1960, the leading causes of
death were heart disease, early infant and prematurity-
related diseases, pneumonia, non-auto accidents, and central
nervous system diseases. The pattern of diseases causing
death in 1960 still shows the influence of infectious
diseases involving infants. In contrast cancer ranks only
seventh at this time. By 1970, cancer has climbed to
second leading cause of death, while pneumonia has shifted
down, but early infant diseases still take a high toll.

In 1980, 423 deaths were recorded, and the leading causes,
in order, were heart disease, cancer, infective/parasitic,
cerebrovascular, respiratory, and early infant diseases.
It is noteworthy then that infective/parasitic diseases



GUAN 1925

ACILLARY DYSERTERY
=32 r=1.9
UBERCULOSIS
=13 r=0.08
YPHOID FEVER
=8 r=0.5
DOKWORM

= 2 r=0.1
SCARTASIS

=2 r=0.1
EASLES

=1 r=0.06
ERITONITIS

=] r=0.06

0TAL (partial)
=97 r«5.8

opulation=
16,648

Table 22. LEADING CAUSES OF DEATH ON GUAM, 1925 - 1980, COMPARED WITH U.S. 1976

GUAN 1960

HEART DISEASE
n=61 r=0.9}
EARLY INFANT DIS.
n=17 r=0,55
PNEUMONIA
n=30 r=0.45
NON-M.V.ACCIDENYS
n=29 r=0,43
CHS VASC.LESIONS
n=18 r=0,27
OTHER CNS({ALS/PD)
n=17 r=0.25
CANCER
n=15 r=0.22
M.V.ACCIDENTS
n=14 r=0.21
PULM.TUBERCULOSIS
n=10 r=0.15
MENINGITIS
n=6 r=0.09
ALL OTHER
n=l14 r=1.7
TOTAL
n=351 r=5,2
Population=
67,004

Note:

Rates are deaths per 1000 population

GUAM 1970

HEART DISEASE
n=38 r=0,45
CANCER
n=34 r=0.40
EARLY INFANT DIS.
n=dy  r=0,40
CEREBROVASC.DIS.
n=28 r=0,3]
CNS{ALS/PD)
n+22 r=0,26
M.V.ACCIDENTS
na2? r=0.26
PNEUNOKIA
n=21 r=0.25
DIABETES
n=15 r=0.18
LIVER/GALL/PANCR.
n=12 r=0,14
NOK-M.V.ACCIDENTS
n=11 r=0.13
ALL DTHER
n=118 r=1.39
TOTAL
n=355 r=4.1B
Population=
84,996

GUAN 1975

HEART DISEASE
n=96 r=1.01
CANCER

n=42 r=0.44
EARLY INFANT DIS.
n=3% ra(.4]
M.V.ACCIDENTS
n=33 r=0.35
NON-M.V_ACCIDENTS
n=25 r=0.26
CEREBROVASC.DIS.
n=23 r=0,24
CNS{ALS/PD)

n=21 r=0,22
PREUMONIA

n=20 r=0.21
CIRRHOSIS LIVER
n=14 r=0,15
HOMICIDE

n=13 r=0.1%
ALL OTHER

n=109 r=1.1%
TOTAL

n=btl r=4.65
Population=
94,836

GUAN 1980

HEART DISEASE
n=86  r=0.81
"CANCER

"n=S? r=0.54
INFEC. /PARASIT.DIS.

Jne3s  r=0.37

CEREBROVASC.DIS.
n=36 r=0.34
RESPIRATORY DIS.
n=29 r=0,27
EARLY TNFANT DIS.
n=28 r=0,26
CNS DISEASES

n+24 r+0.23
M.V.ACCIDENTS
n=15 r=0.14
NON-M.V.ACCIDENTS
n=15 r=0.14

ALL OTHER

n=9% r=0.89
TOTAL

n=423 r=4.0

Populations=
105,816

UNITED STATES 1976

HEART DISEASE
r=3,38
CANCER
r=1.74
CEREBROVASC.DIS.
r=0.80
ALL ACCIDENTS
r=0.47

TNFLUENZ. /PNEUMONTA

r=0,29
DIABETES

r=0.16
CIRRHOSIS LIVER

r=0.14
ARTERIAL DIS.

r=0,13
SUICIDE

r=0.12
EARLY INFANT DIS.

r=0.12
ALL OTHER

r=1.12
TOTAL

r=8.91

-LL-
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and cerebrovascular diseases are ranked rather high: one
indicating continued basic {environmental) health protec-
tion measures are still inadequate, the other suggesting
the increasing influence of Western diet and lifestyle,
including lack of exercise.

A closer inspection of the 1980 cause-specific mortality
data suggests two basic patterns of disease antecedants,
On the one hand, the expected developed-society cluster of
heart disease, cancer, and cerebrovascular disease are
usually linked to personal dietary habits, inadegquate exer-
cise, and stressful activity patterns associated with work
and home 1ife. This pattern is not easily changed by
medical measures. The appropriate strategies for reducing
this disease cluster’'s impact include health education,
health informatijon dissemination, and emphasis on periodic
preventive health examinations for early detection. A
cause of death that is associated with the above cluster
but is not a disease as such is motor vehicle accidents,
which have inyolved too many Guamanians in the past. In
large part, high motor vehicle accident mortality is due
to alcohol-influenced driving, and to a small extent on
poorly paved and poorly 1it roads. Of interest, then, is
the recent impact that preventive policy surveillance and
detention of the intoxicated has had on reducing traffic
fatalities, if not the volume of accidents.

The second cluster of diseases is associated with Guam's
developmental roots and reflects the inadequacy of attention
given to mothers, the newborn, and the environment. Diseases

— related to early infancy, the previously mentioned high
-infant mortality rates, parasitic infections, all suggest
~that basic public health information is not well retained
—or transmitted to the public. There is more responsibility

indicated here for preventive and control and surveillance
efforts by public health personnel working with families
and communities to reduce environmental hazards and assure
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adequate health care is provided to the mother and to
children in general.

Morbidity:

Of the notifiable diseases that appear on the standard
annual morbidity summaries prepared by the Epidemiclogy
Branch, none stand out as particularly critical for Guam
(Table 23). Immunizable diseases appear to be well con-
trolled, with declines reported in cases of measles,
Rubella, and mumps over the period 1975-1980. One excep-
tion is chickenpox which continues to have large yearly
cases. Of more note is the presence and resurgency of
venereal disease, the continuing high numbers of cases of
conjunctivitis, and the enduring presence of large numbers
of cases of salmonellosis and hepatitis. Again, there is
evidence here that a basic envirgonmental quality standard
is lacking which in turn prevents children and adults alike
from enjoying a high level of health, free of such acute
infectious disease. Basic .health care practices, health
behavior, hygiene, and preventive care appear to warrant
more thorough communication to the entire population of
Guam.

Table 23. Partial List of Reported Morbid Conditions

for Guam, 1975-1980

MGRBIDITY YEAR For REPORTED CASES:
CCNDITION 1975 1976 1877 1978 197% 1980
Chickenpox 275 140 229 289 120 165

gacterial Conjunctivitis 676 327 211 270 268 235
Viral Conjunctivitis 200 610 13¢ 201 17 210

Gonorrhea,civilian 145 111 1A 131 131 162
Syphilis,total 27 5 b Z 18 68
Hepatitis A{infectious) 115 58 37 LB 42 49
Hepatitis (viral) 48 25 33 45 72 80
Influenza,flu syndrome 982 3655 1247 1332 720 GBS
Mumps 36 26 12 40 15 11
Peasles{rubeola) 33 16 6 28 13 7
PubellalGer,measles) 8 B 12 5 4 2
Salmonellosis 65 36 B2 70 88 126

Pulmonary Tuberculosis 4b 39 57 62 57 47

Data Source: Department of Public Health, Epidemiology Branch.
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B. THE STRUCTURE OF GUAM'S HEALTH SERVICE SYSTEM

The purpose of this section is to provide an overview of the

current organizational and functional form of the major components

of Guam's health service system.

I

The Public Sector Health Service System

d.

Department of Public Health and Social Services

While many other elements of Guam's government contri-
bute both directly and indirectly to the health and medical
care of Guam's citizens (see Figure 8), this Department
represents the government's major consolidated thrust in
the provision of preventive and social services. The
highlighted sections of the general government organization
chart illustrate those other agencies and departments with
which the Department has the most salient relationships,
either of a regulatory or collaborative nature. For
example, the Department of Public Safety operates the
Emergency Medical Service System, but the central planning
and administration is vested in the DPH&SS. Likewise,

Guam Memorial Hospital stands as a semi-autonomous entity
within the governmental structure, yet important resource
and personnel sharing takes place between GMH and DPH&SS.
In yet other cases, the destiny and day-to-day operations
of the Department are controlled in large measure by such
entities as the Bureau of Budget and Management Reseach,
by the Governor's Office and by the Legislative Branch.
Other entities such as the University of Guam and the Guam
Community College stand as important contributory resources
to the staffing and staff development needs of the Depart-
ment. Although some services are limited to those meeting
specific entitlement requirements, many other services of
the Department are rendered to all citizens, in some cases
on a fee-for-service basis where ability to pay exists.
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The Department consists of four major divisions, as
illustrated in Figure 9. For the most part, the divisions
conduct their respective programs as nearly autonomous
entities, with only occasional necessary inter-divisional
programming and collaboration. This not unusual state
of affairs stems, in Guam as elsewhere, from the cate-
gorical nature of Federal funding which prompted the
creation of original programs which were subsequently
appended as functional divisions. Each division, and the
many separate program areas within divisions, has unique
sets of mandates and missions, often dictated by Federal
regulations or Territorial statute. They appear to have
been grouped within the department mainly for convenient
central administration and budgeting and with little
regard for inter-program service networks for the same
or similar clientele.

The Division of Environmental Health

This division, one of the three major sectors of
govermment which deals either directly or indirectly with
environmental concerns {(the others are the Environmental
Protection Agency and the Public Utilities Agency of
Guam), consists of two staff offices and five functional
1ine sections as illustrated in Figure 9. Notable mainly
because a counterpart does not exist %n any other division
of the Department is the staff office of planning and
research. Administrative services provide general budget-
ary and clerical support to all five field sections, and
is in turn supported through the assignment of one of the
two Administrative Service Officers of the Department who
provides administrative support to this division and to
the Division of Public Health as well.

In addition to general program planning, the office
of planning and research has plans to conduct program
evaluations for the division, and to engage in educational
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services including staff in-service training and the
provision of required food handler training.

The major thrust of the division is represented in
the three identical regional field offices through which
staff are periodically rotated by reassignment. The field
offices are designed to bring environmental services close
to the villages within their respective regions. In each,
food sanitation, institutional health, private premises
sanitation, radiological health, environmental sampling,
control of hazardous substances, narcotics control,
cemetary and mortuary sanitation, and general sanitation
services are provided. It is worthy of note that effec-
tive July 1980, a total revision of Guam's environmental
health act became effective, and environmental health
staff are presently engaged in preparing the necessary
new regulations which will fully implement the revised
statute.

Another level of field operations is reflected in the
vector control/village sanitation section which provides,
on an island-wide basis, mosquito control, rodent control,
and de-ratting services as required.

An especially acute problem of stray dogs throughout
Guam falls to the final field section, that of rabies
control. The personnel assigned here operate the central
animal shelter, and provide necessary animal quarantine
services.

Environmental laboratory support services for the
activities of this division are provided through the
public health laboratory section of the Division of Public
Health. Future plans include the design and regular con-
duct of random sample community surveys of environmental
problem areas as a means of continually assessing the
environmental problems of Guam and to establish base-
lines for eventual program evaluation.



Attaining a continuous supply of trained personnel
for environmental health represents a special problem,
for there does not now exist any specific educational
program in Guam for the professional preparation of sani-
tarians and environmentalists. Those employees who have
had the advantage of advanced preparation in public health
sanitation tend to be held off from environmental activi-
ties and placed in more senior administrative posts (i.e.,
the current Deputy Director of the Department, and the
current Chief Public Health Officer). There is an apparent
need for the establishment of a formal environmental health
training program in Guam, perhaps at the Associate or Arts
level under the auspices of Guam Community Cellege.

The Division of Senior Citizens

This division represents the designated single state
agency on aging and, as such, administers all programs
from the Federal Administration on Aging in Guam. Acting
as the traditional state office on aging, the division
provides no direct services itseif, but rather provides
for the administration and implementation of programs
which are conducted by other public and private entities
under direct contract with the division. Included among
current contract nrograms are health screening for the
elderiy (conducted by the Division of Public Health),
senior center operations with 18 centers in operation,
transportation services, information and referral, outreach,
professional counselling (through the Behavioral Clinic),
and congregate dining and home delivered meals for the
elderly. Plans for future program development include
legal services for the elderly, the establishment of a day
care program as an alternative to institutionalization for
elderly persons whose family members require day-time
respite but otherwise can care for the senior family members
within the home, and a senior citizens employment program.
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Organizationally, the staff of 13 included in this
division is spread over three administrative entities, as
displayed in Figure 9. There is expressed interest in
separating this division from the Department as a free-
standing line agency of government. While there is no
doubt that the magnitude of programs and budget (52.2
million) appear to warrant independent status, such a move
might be expected to seriously dilute the existing collat-
orative relations which exist with other direct health
service delivery entities of government. A second option
might be considered, that of further institutionalizing
senior citizens operations within those of public health
and social services, rather than divorcing them therefrom.
For example, there are some eligible elderly who are not
enrolled in either of the parts of Medicare, probably
owing to the increasing out-of-pocket costs for such
enrollment and the relative poverty status occupied by
most of Guam's elderly. Hawaii Medical Service Association
has estimated that 2,000 persons are enrolled in Part A
and 1,700 in Part B of Medicare. Thus, probably owing to
their ineligibility for Social Security, perhaps as many
as 400 elderly citizens are not enrolled in an insurance
program for which they are eligible. Because this division
lacks direct program power to engage with the problem,

Guam may be losing money each year in foregone Medicare
reimbursement for services which are now being provided
free-of-charge on an abatement basis by the Division of
Public Health and Guam Memorial Hospital. Were activities
and programs for the elderly more closely linked with, for
example, those of public health and social services, it
might be possible to identify other governmerital funds
which could "buy in" for poor elderly, thus permitting
their enrollment in Medicare and yielding a substantial
return on each dollar thus invested.
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The Division of Social Services

This is the only division of the Department which
employs an external advisory committee representing 15
appointed members. It is structured into five line sec-
tions and supported by two staff sections, as pictured in
Figure 9. The fundamental services include social security,
food stamps, and social case work. The principal portal
of entry for clients is through the assistance payments
section which not only administers categorical cash grants
programs at three regional office locations, but also deter-
mines eligiblity and refers clients to Hedicaid and general
social services for counselling, job finding and the iike.
The division also has responsibility for licensure of foster
homes, day care facilities, group homes and facilities
operated by the Department of Youth Affairs.

The social services administration is roughly divided
into adult services including family services, protective

services and the vork incentive program, and into child
welfare services including protective services, adoption
and custody, and the licensing responsibilities mentioned
above. These latter services are, in turn, suoported by
the support enforcement section which operates the absent
parent locator, and is responsible for establishment of
paternity and support and enforcement. There is concern
here that among the elderly adult, and especially among
the retarded, there are insufficient domiciliary facili-
ties as alternatives to nursing homes and overburdened
families. There now exists a task force representing
the Department of Education, the Department of Public
Safety, the Department of Youth Affairs, the Sanctuary

(a private protective service) and the Department of Public
Health and Social Services, with the presumed mission to
deal with a large unmet problem related to child abuse and
neglect. While there is some collaboration with health
education and, to a more limited extent with education,
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there remains to be an agency willing to nlay the "lead"
role in this respect. A major priority and strength of
this program is an interagency panel renresenting the
attorney general, mental health services, social services
and medicine to which case presentations may be made in
suspected cases of child abuse or neglect. However, this
laudible collaboration appears to be mainly on a case-
by-case basis, with 1ittle continuity and no present means
of mounting a major and sustained program to deal with the
origins of child abuse.

The Medicaid section represents one of the highly

jmportant and problem-laden sectors of this division.
Operating with a staff of only six persons, and burdened
with manual claims processing procedures, this section
continues to operate under the stinging rebuke delivered

as a result of a Federal program audit in 1979, C(Claims
payments are notoriously late, owing mainly to absolute
shortages of funds which the program experiences from time
to time. Under such circumstances, the established policy
is simply tostop paying bills when funds have been exhausted.
The recent increase in Guam's Medicaid cap from $900,000 to
$1.4 million will help somewhat to alleviating these pres-
sures, but they can be oredicted to remain a serious

burden on Guam's economic resources. Guanm's Medicaid
program is severely overmatched on the Guam side of the
ledger, with the result that predictable deficits call

for supplemental apnropriations by the Legislature to keep
the program running, and this proves to be troublesome to
all concerned. It is reported that claims are nearly up-
to-date at present, with the major provider (Guam Memorial
Hospital) having been paid up through October 1980. Employ-
ing 1967 eligibility criteria, the program serves approxi-
mately 7,500 recipients at a total cost of around $3 million,
This represents an annual expenditure per recipient of

only $400, substantially below comparable figures elsewhere
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and undoubtedly substantially below actual costs incurred
in Guam. As a result of cash shortfalls, all Medicaid
supported off-island treatment has been terminated, much

to the displeasure of attending physicians and Federal
officials. Other program cutbacks have been necessary,
inciuding reducing or curtailing medical supplies and
equipment, eyeglass provision, and adult dental services
for recipients. The Federal EPSDT program is also a
responsibility of the Medicaid section, with only about
15-20% of eligible children presently enrolled. This is
apparently occasioned by short staffing in the program, and
a low priority accorded to the screening services mandated
under EPSDT when there is insufficient money to nay therapy
bills for conditions discovered through the screening
efforts. There is also increasing difficulty in finding
private medical service providers to accept Medicaid
patients, partly owing to perceived low payments but mainly
due to severely delayed claims processing and pavment.
Attempts at finding economical alternatives to the present
fee-for-service vendor system have been made, including
approaches to the Family Health Plan. The least expensive
pre-paid oackage which has been identified so far rests at
a rate of $35 per person per month ($420 per year not
including hospital services), but with the restriction

that only AFDC clients (representing large, young families
with lower than normal medical risk) would be included.
This plan was rejected because one-quarter of the total
Medicaid budget would have been allocated for one-eighth

of eligible recipients. Serious attention has yet to be
given to restricting Medicaid recipients to. pre-selected
economical provider entities, an option which has been open
for Guam for some time, and which has now been opened for
all states -- the freedom to reduce or constrain free
choice of provider.
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Guam's indigent medical care program was vested in
this division by PL 14-94, but full responsibility for the
operation of this program has reportedly never heen fully
assumed. Confusion, therefore, exists between the Division
of Public Health, Guam Memorial Hospital and this division
as to who administers and pays for health care for indigent
(non-Medicaid eligible). This substantial oopulation, plus
that of Medicaid might provide an excellent ponulation for
a dedicated primary medical care system which could be
devoted exclusively to the care of the poor, the indigent
and the needy aged.

The Division of Public Health

Beginning with Naval administration in 1899, public
health programs became the principal focus of government
health activity. Formerly the heart of the entire Depart-
ment, then embracing environmental, senior citizens, and
mental health programs, this division now provides a
smaller number of more traditional public health program
areas.

Two versions of the current formal organization of the
DPH were discovered during the data collection stage of
this study. The first is illustrated in Figure 10, showing
nine (9) direct line relationships, and two (2) seeming
staff relationships. In all, this suggests a span of con-
trol for management purposes of 11 discrete entities. In
Figure 11 a second version has been taken from that which
appeared in BBMR Form 83 dated April 1981 entitled Depart-
mental/Divisional Summary of Personnel/Resource Require-
ments. In this version, it will be noted that sixteen (16)
undifferentiated direct lines of authority emanate from
the office of the Chief Public Health Officer (CPHO). The
latter figure also illustrates the more recent shift of
the Medical Records and Vital Statistics offices to the
DPH from their formal staff relationships with the Director
of DPH&SS.
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FIGURE 10
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Information provided during the on-site data coilection
phase of this study allows us to illustrate in some detail
the internal organization of the functional units illus-
trated in Figure 11.

e Health Education and Nutrition

The administrator of this section, in addition to
directly supervising the clerical staff, has four line
relationships with a generalist health educator, another
health educator serving the Family Planning Program
which is administered under the Maternal and Child
Health section, with a third health educator and admin-
istrative secretary serving to imolement the risk
reduction grant and finally supervising the public
health nutritionist. A staff nutritionist is under
recruitment, and when appointed work will commence on
the development of a master nutrition plan which is
presently non-existent. This section is supportive

to other entities of DPH in a staff sense, for its

basic mission is to provide assistance to such other
sections as CDC, MCH, Dental and CCS through educational
means to attain their own objectives. In some cases,

as in the MCH/FP support, there remain to be developed
firm and mutually agreed objectives. Most program

areas tend to perceive health education as a "deliverable
service" for which they have no mutual responsibility.
Hence, requests tend to be mainly for educational
materials (not process), resulting in health education
staff itself identifying needs and proceeding uni-
laterally in undertaking programs. This section also
functions as a component of planning and evaluation
through conducting needs assessments, establishing
behavioral objectives, evaluating behavioral ocutcomes,
community organization, facilitation of communication,
and participation in planning. This section also has
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state-level responsibility in establisning direction
and standards for health education and nutrition serv-
ices and for providing technical assistance and train-
ing in these areas.

Hearing and Speech Center

This unit contains seven staff members with the admin-
istrator serving as the audiology supervisor and direct-
ing the work of the speech pathology supervisor and the
audiologist. This section provides diagnostic services
exclusively, orincipally for those between birth and

18 years of age. Multiple referral lines exist between
this activity and other entities such as CCS, the
Department of Education’'s special education division,
and to EENT physician specialists either privately or
via CCS. Frequent blocakges to effective liaison occur
at administrative levels, however, necessitating staff
"end runs” through informal channels we have been told.
Indirect relationships exist between the Medicaid
section of DPH&SS for occasional purchase of appliances,
with oublic health nursing's home health program, with
health education and nutrition for nutrition evaluation
referrals, and with the Head Start Program for evaluation
purposes. Substantial cooperative relationships with
related voluntary agencies (i.e., Micronesian Association
for Retarded Citizens, Legal Services Corporation, etc.)
exist within this section. An interesting feature is
that two of the professional workers in this section
also serve as professional staff members at GMH, pro-
viding services to private patients on off-duty hours,
thus contributing a professional staff basis for certi-
fication of the hospital.

Emergency Medical Services

Within the structure of DPH, the EMS section is the
simplest unit, comprising & single person. However, &
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network of complex relationships beyond DPH exist.

The fundamental roles played by this section are those
of regulation, system development, involvement in
standards setting, coordinating the licensing of
ambulances which is done under the aegis of DPH&SS,
collaborating and consulting with other onerating
entities, and working in a grantee-grantor relationship
with those to whom EMS grant funds (which are adminis-
tered by this section) may flow. This section and many
other involved agencies comprise the membership of the
EMS Commission, with the Chief of Civil Defense serving
as chair. This body acts as a useful buffer for the
EMS administrator. The EMS system consists of eight
ambulances located at six stations throughout Guam,
equipped with an apparently satisfactory radio communi-
cations systems (See Figure 12). A 911 telephone system
has yet to be achieved. There appears to be reluctance
at GMH emergency room to participate fully in the EMS
reporting system, which if fully implemented, could
serve subsequently as a'basis for billing for ambulance
services -- presently free of charge to all regardless
of insurance coverage or ability to pay.

Maternal and Child Health and Family Planning

Among the larger of the DPH programs in terms of clinical
services offered, MCH is managed by a public health
administrator who is assisted by two administrative
assistants. This section is characterized by a refresh-
ing openness to work with all interests, public and
private, internal and external to DPH, to extend to
Guam's mothers and children the maximum that existing
programs can offer.

Women's health services include supervision of the
pregnant, family planning and simple infertility
diagnosis, and the provision of annual PAP smears for
those who cannot afford or obtain them privately.
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Eiigibility for services is specifically limited to
persons without private insurance coverage for the
service in need. Screening for insurance coverage is
routine, but further income screening is not being
carried out and the program probably extends many
services free of charge to those who could, through one
auspice or another, presumably pay directly for them.
The programs are generally burdened by confusing and
often-changing Federal regulations and procedures,
although compliance is rarely validated. Proper pre-
and post-natal care and appropriate post-delivery
referral 1is not as extensive as it might be. Problems
such as internal migration, poor and non-existent street
addressing, and insufficient numbers of well-trained
public health nurses contribute to this problem. The
program enjoys the participation of a Women's Health
Care Nurse Practitioner who apparently does outstanding
work. Problems exist with private obstetricians who
are scheduled for clinic attendance, often not appear-
ing with the result that clients are turned away angry
and inconvenienced. There is no cohesive clinical

team for MCH clinics, and they are often conducted

on a makeshift basis, drawing both upon nublic health
nurses and private physicians. Policy guides and
procedures are existent in many areas of the program,
particularly in Women's Health Services. Important
beginnings have recently been made in the development
of program objectives and program plans which incor-
porate service statistics. Related clinical programs
operated by CCS and CDC do not appear to be fully
integrated with the broader efforts of MCH, with the
result that a client may have multiple records located
throughout DPH clinical programs, another one or two in
the Division of Social Services, and never be brought
together in one place. MCH case records are now appa-
rently decentralized in the hands of nurses in each
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nursing office, clinic and health center. The problem
of multiple records becomes acute in such cases as
immunization, which is done both by MCH and CDC, but
with separate clinical records being maintained. The
Immunization Program does distribute individual patient
immunization records as a means of informing parents
of their child's status, and MCH program staff can use
such records to up-date patient charts. A problem
seems to exist in the MCH program with clinic staff
often failing to check the immunization status of pre-
school clients.

Programs for infants and children, at least for the first
year of life, extend eligibility to all children to
attend well baby conference. These clinics have been
staffed in the past by part-time physicians from the
military and the private practice sector, and a full-
time employed pediatrician has recently been retained
to take central responsibility. Clinics for children
are conducted invarious nursing district offices. There
is special emphasis placed on high-risk infants whose
risk status is determined by guidelines established

in the 1978 MCH state plan. Such guidelines often
become irrelevant, as in the case of classifying all
children of unwed mothers as high-risk, even when two
or three prior children are fluorishing, and they are
currently under revision. To complicate the picture
further, there are estimated to be many unserved truly
high-risk infants, but shortages of public health
nursing staff makes it difficult to provide the neces-
sary outreach and case-finding. Even daily GMH delivery
records lack complete utility because of absence in
many cases of meaningful street addresses and the
commensurate difficulty in tracking down the mother

and her infant.
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Responsibilities for orograms closely associated with
the mission of MCH, such as for the EPSDT program, rest
within the Division of Social Services. Adoptions and
related matters are also handled in that Division, as
are arrangements for dental work for children up to

18 years of age and physical examinations under Medicaid.
This complicates the MCH programs with ciosely allied
programs, being controlled by another Division with

the staff of which few functional communications exist.

Family planning services which aim specifically at
reducing high-risk pregnancies among specific age and
parity groups, include medical examination and
prescription for family planning method of the patient's
choice, monitoring of the patient's success with the
chosen method, social assistance, nutrition counselling
and individual counselling on the ffects of available
methods. Instruction in natural family planning methods
is included.

Assistance in payment for medically-warranted sterili-
zation is provided to patients meeting eligibility
requirements. Referrals are also made for clients
requesting infertility evaluation.

The program has only begun to penetrate the overall
problem of a very high crude birth rate, and the con-
tinuing high incidence of pregnancy among teenage
women.

Public Health Nursing

The public health nursing section is organized with
five primary supervisors reporting directly through

an assistant director to the director of public health
nursing. Staff functions, such as continuing education
and administrative services are adjuncts to central
administration. Except for the customary public health
nursing home visits and the home care program, it can
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generally be said that this section provides 1ittle in
the way of specific programs, but stands as the major
supportive service to other programs of the Division
which rely upon the nursing staff to conduct their
respective clinical operations. From data provided

in the public health nursing annual report dated
February 26, 1981, it would appear that in 1980 the
lion's share of nursing support activity was devoted

to the programs conducted by Maternal and Child Health/
Family Planning (59% of patient visits). Another 24%
of patient visits were allocated to programs under
Chronic and Communicable Disease Control, and 4.5%

of patient visits were accomplished for the CCS program.
The remaining 12.5% were divided over general public
health nursing (4%) and home care services {8.5%). JMost
of the nursing activity takes place in the six clinic
settings operated by DPH (61%) (see Figure 13 for
locations), accompanied by a rather large proportion
of activity (23%) taking place in home settings.

Office service settings account for another 15% of
patient visits.

Vital Statistics and Medical Records

Under the direction of the Territorial Registrar, this
section represents a simple organization under which

the Registrar directly supervises the work of vital
statistics clerks on the one hand, and the activities

of medical records personnel on the other. There appear
to be no clearly differentiated supervisorial roles
under the Territorial Registrar, nor are there any
trained supervisors to carry this burden. The functions
are mainly those of traditional vital registration,
including the provision of standard registration of
deaths, births, marriages and divorces, and the pro-
duction of monthly and annual statistical reports.
Copies of vital records are now produced manually at
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PUBLIC EEILTE CEMNTLX3/CLINICS

CHALAN PAGO
ORDOT

. Dublic Eealth Center
@rublic Eealth Clinic

{YFuture Public Fealth
Center

£0CDS 1SLAND,



- 101 -

great expense of staff. The maintenance of some medical
records pertinent to the clinical functions of DPH are
a second major function. Not all clinical medical
records are maintained in this section, however, with
substantial decentralization (and resultant fractiona-
tion of individual clients to their distinct disadvan-
tage) of records maintenance now falling to dental, VE,
CCS and speech and hearing programs. Under these
conditions, it is readily possible for duplicative
services to be rendered, important follow-up to be
ignored, and routine status checking to be made possible.
There is inadeguate space for central records storage
at present and no standard purging or efficient archival
storage programs exist. The section does not contain
personnel specially trained in statistical analysis,
thus few analytical activities are carried out.

Pharmacy

The Chief Pharmacist administers pharmacy services
which are supportive to all clinical programs of DPH,
including those sponsored by MCH, Family Planning,
CCS, CDC and Dentistry. This section, housed in
seriously cramped quarters, also acts as the central
supply unit for DPH, providing supplies and pharmacy
support to nursing clinics, the health centers and ECG
supplies as well. An important collaborative relation-
ship has been establiished with the U.S. Naval Regional
Medical Center under which DPH has the ability to
purchase pharmaceuticals and other supplies from the
Mavy at greatly reduced cost to the government. A
second relationship exists with the pharmacy at GHH
under which occasional compounded drugs are obtained,
for there is apparently little or no compounding done
in the public health pharmacy operations. With the
exception of birth control pills which are directly
dispensed by public health nurses during clinic opera-
tions, all other drugs are dispensed by pharmacists



within this section. At this moment, there does not
anpear to be a fee schedule and thus all drugs which
are dispensed are free of charge to the recipient.

The section maintains statutory logs (by program area)
of drugs, supplies and other services, and the required
Schedule 11, III, IV and V narcotics logs and security
storage. Owing to occasional cash flow and availability
problems, required drugs are not always in stock,
although relatively heroic efforts are made often to
restore depleted supplies. In these cases, patients
are simply referred to outside pharmacies where they
are obliged to obtain their medications at their own
expense. This occurs regularly in some areas where,
for example, public health pharmacies do not provide
injectables for diabetes or more powerful anti-
hypertensive drugs.

Public Health Dentistry

The dental section provides diagnostic and therapeutic
dental services to a variety of special populations.

It is headed by the Chief Publtic Health Dental Officer,
a clinical dentist who is primarily engaged in clinical
dentistry, who is assisted by another clinical dentist
who also provides dental service at the dental ciinic
at Southern Area Health Center. The orinciple thrust
of the program presently lies in the field of school
age dental health, although broader community dental
health and prevention programs are also included. The
aim of the program is the enlistment of children begin-
ning at age 2, in an effort to bring them under annual
observation and examination with the repair of decay-
ing teeth in order to maintain a suitable jaw structure
for permanent teeth which would be expected to subse-
quently be kept decay free. The program provides
limited dental treatment to its target population which
includes examination {including x-rays) diagnosis,
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cleaning, fluoride treatment, treatment planning and
treatment as required except for orthodontics, com-
plicated oral surgery and root canal therapy of multi-
rooted teeth. The realities are that few children prior
to age 6 receive either public or private dental care,
owing partially to the general expectation on the part
of families that the school dental program (children
are bussed from schools to DPH dental clinics) is
sufficient. Additionally, available resources are
extremely constrained, with only one seriously over-
extended Pedodontist available in Guam. But the time
a child actually enters into the school program, owing
mainly to poor dietary habits extant in Guam, decay is
often far advanced. Current budgetary constraints and
a growing population, coupled with general inflation,
has the effect of continually limiting even further
the number of children examined and treated by this
program. In addition to restorative dentistry, the
program also includes a school-based fluoride rinse
program which offers measurably significant decay
retardant effects. The program works closely with
Head Start to provide examination and treatment of,
unfortunately, limited numbers of pre-school children.

This program also illogically provides examinations and
referrals to private dental care for prisoners. This
appears to be an unusually wasteful use of scarce dental
personnel who are, and should he, more oriented to
preventive dentistry rather than to adult restorative
work. No dental service is provided at either of

the two clinic settings for the elderly and this group
is not a part of the primary target audience and dental
clinics are not nrepared to serve the special problems
of the elderly. The patients are referred to the
Division of Senior Citizens which, turn, refers them

to private dentists for treatment.
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The fluoridation of public water supplies represents
another major concern of this section. All military
water supplies on Guam are presentiy fluoridated, and
some military water is sold to public water supply
systems which otherwise presently have essentially

no fluoride content. It is our understanding that PUAG
will shortly place an initial group of fluoridation
units into operation under DPH supervision. The DPH
surveillance function will become extremely critical

as more fluoridation systems are inserted into various
water delivery mains about the island. There appears
to be 1ittle public and organized opposition to fluori-
dation of public water supplies, and when extended
jsland wide in an expected three years, this highly
cost-effective means of controlling caries should
result in monumental future savings in dental care
expense and great increases in dental health.

There are, finally, efforts in dental health education,
with the provision of educational materials to school
children while thev await clinical treatment, but this
results in individual educational contact only once
every two or three years. However, through teachers
and school nurses, exposure to dental health education
occurs much more often, at a rate of several times
each month for each student, outside the dental clinic
settings. Little has yet been established in the
public media, at work places or through community
groups, although parents have been included in the
school educational format in an effort to encourage
their reinforcement and support of oral hygiene in
voung people.

Territorial Epidemiology

The conduct of epidemiological investigations falls to
a single individual, who is well trained in public
health and epidemiology. Supportive and specialized
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roles are played by a part-time neurologist assigned
by the National Institutes of Health to work especially
on ALS-PD. Significant studies have been completed,
most recently on the relatively high incidence of
hepatitis in Guam. Epidemiological collaboration,
such as with qualified ophthalmologists regarding
extant eye diseases unique to Pacific Islands, with
clinicians on the high incidence of diabetes, and with
respect to development of improved methods of case
finding in most public health clinical areas have not,
as yet, been fully developed. As adjacent and sur-
rounding political entities begin to emerge in the
Western Pacific and should Guam begin to be seen as a
regional medical referral center, it can be expected
that a flood of new diseases will be observed, the
epidemiology of which may be more critical than the
care per se in the long run. This bodes an important
future for epidemiological activities within DPH and
may call for a radical expansion of the present limited
service. Support by a qualified biostatistician, and
the availability of a broader spectrum of data which
could result from establishment of a division-wide
information system, would greatly augment the work of
this section.

Communicable and Chronic Disease Section

Four programs are operated under this section which is
directed by a physician, with administrative support
offered through an administrative assistant and a public
health administrator, both of whom are in a staff
relationship to the Chief. The physician chief also
serves as the primary clinician for the clinics which
serve the four major program areas. This would apoear
to be somewhat of a stand-alone section, given its
maintenance of its own exclusive records system for
venereal disease, and its employment of its own field
investigators and its conduct of its own clinics which
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are primarily centralized at the main public health
headquarters. However, significant services are pro-
vided these activities by nursing, laboratory, pharmacy,
and health education and nutrition. The separate
investigation staff occurred owing to reductions in
nursing staffing, and the separate VD records mainte-
nance due to a lack of records jackets and storage

space on medical records.

0f the four programs, the tuberculosis control activity
seems to be that in greatest disrepair. There are
apparently serious gaps in keeping case files up-to-
date, in following up active cases, and frequent problems
in ensuring that needed drugs are taken regularly by
active cases. The program is further complicated by

a flow of immigrants, many of whom either have or soon
develop active tuberculosis. The case register is not
kept up todate, contacts are not always tested, and
cases are not always followed. There does not seem

to be a close working relationship between public

health nurses and their activities in the homes and
clinics, and the investigatory and treatment services

of this section, and given acute nursing staff vacan-
cies, there appears little current opportunity to
develop such working relationships. There is an
expressed feeling that scarce nursing personnel should
be dedicated to medical clinics rather than going
door-to-door informing patients about appointments

and non-medical functions. Thus, specially trained
disease investigators are seen as being more aopropriate
than diluting the clinic activities of nursing personnel.
The efficiency of this philosophy is, in part, attested
to by the very successful VD program.

On the other hand, the venereal disease control program
appears to be highly successful in case-finding and
treatment, indicating perhaps some skewing of priority
to this area of disease control.
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The immunization program of DPH is lodged in this
section. Wisely the Government of Guam has enacted

a law requiring aill school entrants to be brought
up-to-date on the contagious diseases immunizations,
and this is accomplished through clinics which are
provided in schools and other settings. iYounger, pre-
school children are sought out in surveys which start
with the birth certificate. Infants are immunized in
well-baby clinics which are operated by public health
nursing for the MPH program. At the school age and
beyond, immunization levels appear to be quite satis-
factory, but it would appear that many pre-school
children are missed and remain non-immune.

The Immunization Program consists of two major thrusts.

MCH (which constitutes approximately 1/4 of the
total prevention aspect of the program) provides:

Hospital immunization education consisting
of visits with new mothers at GMH. This
activity is sporadic at present and not well
moni tored.’

A tickler follow-up system of newborns is
maintained to detect lack of immunizations
among preschool clients.

Also provided are rubelia immunity of mothars
and rubella screening with women of child-
bearing age.

The CDC immunization program conducts:

Discase monitoring surveillance activities
involving contact with private clinics, GMH,
Naval Regional tedical Center, all military

base clinics and all private physicians con-
cerning the incidence of immunizable diseases.
Coordination with the Territorial Epidemiologist
is maintained daily.
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Disease investigation activities involve
prompt (i.e., within 24 hours) epidemiologic
follow-up of reported cases of measles, polio,
diphtheria, pertussis, and tetanus, and
follow-up of mumps no later than the next
working day.

The follow-up activity involves positive
confirmation of the reported disease, identi-
fication of all susceptible contacts to the
case and arranging for immunizations given

to these susceptibles.

A disease prevention components includes:

immunization status survey of school aged
children,

immunization survey of all day care and
Head Start programs.

public and professional education,

vaccine distribution to private physicians
and clinics upon request, in return for
assessments of patients and whom vaccine
was given,

assessment of the MCH vaccine utilization
for pre-school clients,

vaccine ordering, storage, and coordinated
distributing, and

professional consultation concerning
immunizable diseases.

Hvpertension control represents the fourth major program
of this section and is especially important in the con-
text of Guam. It is well documented that diet, diabetes,
arteriosclerosis, hypertension, stroke and heart disecase
make up a formidable health problem as an aggregate in
Guam. The detection and control of hypertension
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represent one of the more useful points of interven-
tion in this galaxy of interrelated problems and has
proven useful as a means of reducing severe complica-
tions. Despite this, the current program nrimarily
emphasizes surveys for the purpose of detecting
elevated blood pressure. Since the majority of patients
screened so far are persons with private health insur-
ance, follow-up of diagnosed patients has not occurred
to any great extent in clinics of the DPH, HNo data are
available as to the effectiveness of private sector
medicine in case control. DPH clinics do not provide
injectables for diabetes, nor do public health pharmacy
stocks include important anti-high blood pressure drugs.
The case-finding value of the program would be sub-
stantially bolstered by the availability of needed
pharmaceuticals in public health settings, especially
in rural areas where retail pharmacies are not located,
particularly as program efforts are extended to pubiic
health clients.

Public Health Laboratory

The diverse programs of the laboratory are under the
central management of a well-trained and alert tech-
nologist. This section provides supportive and basic
clinical Taboratory work for persons receiving medical
care through all of the public health clinic operations.
Presently, most laboratory operations are centralized

in the public health headquarters, although there is

a branch laboratory at the Southern Area Health Center,
In addition to general clinical laboratory procedures,
as yet largely non-automated, the laboratory can pro-
vide mycology and microbiological testing. This
laboratory also provides environmental laboratory
services to support the Division of Environmental
Health. Other environmental laboratories are maintained
under PUAG and EPA sponsorships as well, with EPA acting
as the "controlling" agency for environmental testing.
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Little is currently done in the area of toxicology and
drug monitoring, although the laboratory skills are
essentially in place. A modest investment in special-
jzed laboratory equipment would permit the provision
of basic laboratory services related to certain expo-
sures, certain medications and the like.

Crippled Childrens Services

This section, under the direction of a trained public
health pediatrician, operates two major program streams,
one dealing with diagnosis and treatment for failing
and damaged infants and children, and the second with
providing home training for the management of retarded
children within the family setting.

Formerly a portion of the broader maternal and child
health programs, this section was separated some two
years ago owing to the feeling that the overall manage-
ment was too broad a responsibility for a single

chief of service who had no active or competent
administrative assistants.

Children are referred to the crinpled children service
by public health nurses, physicians at GMH or in
private practice and the high-risk pregnancy clinics
conducted by the MPH program. The CCS Program provides
medical and health services to children under 21 years
of age who have a crippling or potentially crippling
condition. The objective is to provide early identi-
fication, diagnosis and treatment and/or referral of
children with crippling condition or potentially
crippling condition and to provide continuity and
subervision of medical care and social rehabilitative
services. Children suspected of having crippling or
potentially crippling CCS priority conditions are
eligible for free diagnostic work-up. Admission for
the balance of medical care services is based upon
reasonable expectation of cure or restoration of useful
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functions and progress for life, availability of
appropriate medical personnel, facilities and funds.
Based on ability to pay, parents co-share on purchased
services such as hospitalization: Treatment includes
the following: Follow-up medical care services to
patients with congenital heart and rheumatic fever,
neuroiogical conditions associated with enilepsy,
cerebral palsy and children with delayed development,
congenital malformations of bones, joints and residue
of acquired disease or of trauma causing handicapping
condition, otologic conditions leading to or associated
with loss of hearing, ophthalmological conditions lead-
ing to or associated with loss of vision, strabismus
and corneal opacities. Reconstructive services are
provided for those with conditions requiring recon-
structive or plastic surgery such as cleft lip/palate
and congenital defects or residual of burns and dis-
figuring Tesions causing functional disability. The
CCS Rescreening Clinic provides initial diagnostic
work-up for patients with presumotive diagnosis of an
eligible condition. CCS patients are seen on regularly
scheduled CCS specialty clinics held in Central Public
Health, Mangilao. Physicians providing the medical
services in CCS specialty clinics are either board
certified or board eligible specialists in their medical
field. The CCS social workers provide coordination of
services with other programs and agencies that the
patients need for comprehensive medical and rehabilita-
tion care, and counseling of parents and patients. When
available, visiting off-island consultant specialty
clinics are also offered. While collaboration among
the many entities related to this program seems to

work well, there is substantial concern among physicians
in the community over the relatively low level of
funding provided to the program and the difficulty of
arranging for off-island care in a prompt manner when
absolutely needed.
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The home training program represents an innovation
which provides to referred and suspect infants and
their families training and parental guidance regard-
ing the special care required by retarded children
between the ages of 0 and 3 years. Specialist train-
ing sessions are held at various locations throughout
Guam, and close follow-up communication is maintained
with involved families. It is estimated that the pro-
gram presently reaches no more than one-third of those
with retardation problems, however. Beginning at age 3,
with cooperation of the Department of Education, super-
vision of school nlaced retarded children is then
assumed by that department in the schools.

Owing probably mainly to its highly categorical funding
base, this program tends to operate, as many others
with DPH, as somewhat of an independent entity often
receiving sporadic referral and support from other
clinical entities. Complete integration of clinical
tasks, with other related clinical and potentially
mutually supportive activities of DPH has not yet been
achieved.

Guam Memorial Hospital

Guam Memorial Hospital (GMH) serves as the sole civilian
in-patient medical facility on Guam. It has been character-
jzed by frequent administrative turn-over for the past
eight years, and represents generally an unstable organi-
zation, difficult to describe organizationally except
at a specific point in time.

The description which follows refiects the organization
and its functioning as of July 1981. It should be noted
that within two months of that date a new administrator
had assumed office even at the time this report was being
written. Therefore, we have no knowledge at this time as
to whether changes will be or have been made which might
alter the picture presented here.
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As with the preceding and the following sections of
this report, it is not the intent of this study to perform
an in-depth critical analysis of GMH, but rather to provide
an analytic description of its structure, operations and
capacity to provide hospital care to the peonle of Guam,
and to ascertain its relationship and integration yith
other health care agencies and organizations within the
general health care system.

General Organization

Figure 14 displays the functional organization of GMH
as of July 1981, and the sections which follow will treat
major elements of this overall organization which we feel
are important to understand in the context of Guam's
total system of health care.

Governing Board

As with any hospital, GMH has a policy-setting trustee-
ship in the form of the Guam Memorial Hospital Authority.
This is a semi-autonomous agency of government, the seven
members of which are appointed by the Governor for specific
terms of office. The Authority is charged under law with
the operating responsibilities for the hospital. It is
also given responsibility for the operation of Guam Memorial
Health Plan, a government-sponsored HMO which purchases
services from GMH.

Officers are a Chairman, Vice-Chairperson, and Secretary.
The Authority reports directly to the Governor, and contains
one functional committee, the Financial Committee.

Administration

The Hospital Administrator reports to the Authority and
is charged with the day-to-day operations of the hospital.
The Administrator is supported by an Associate Administrator
for Professional Services and an Assistant Administrator
for Planning, Administration and General Services. Three
additional executive positions report directly to the
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Administrator, the Controller, the Director of Nursing
and the Medical Director.

This present organization, representing a radical
departure from recent history, has the effect of collaps-
ing to five the number of persons reporting directly to
the Administrator. Prior to this organizational form, the
head of virtually every onerating unit within the hospital
reported directly to top management. Present operating
conditions appear to encourage substantial daily inter-
ference with hospital management by many parties outside
the hospital and its trusteeship. Including the incumbent
Administrator, over the past four years there have been
nine different administrators, testifying dramatically to
the difficulty of the post. This lack of continuity in
central administration has had adverse effects throughout
the organization, but has not apparently affected the
quality of patient care rendered.

The Administrator and the Associate/Assistant Adminis-
trators, the Medical Director, Controller and Director of
Nursing are all appointed by the Authority. However,
neither the Administrator nor the Chairman of the Authority
are identified as "cabinet" officers of the government,
and thus receive little direct administrative support or
protection from the chief executive of the Territory.

They are in a somewhat distant relationship to other
health services of governmental line agencies.

We are aware that the actual functioning of the organi-
zation does not precisely follow that depicted in the
organizational chart, for many individuals who previously
reported directly to the Administrator continue to do so
despite the new structure. This can be attributed to the
newness of the organizational form and the necessity for
the Administrator to approve virtually every expenditure
under current conditions of fiscal duress.
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Physical Plant

GMH operates two distinct physical facilities. One
is about twenty-five years old, in a state of disrepair
and is not suited to modern in-patient hospital care.
This older facility, separated from the major facility
by approximately three-quarters of a mile, currently houses
the Community Mental Health Center, the Skilled Hursing
Facility, the Intermediate Care Facility, psychiatric
beds and some administrative offices. Given the older
hospital's physical condition, any attempt to upgrade or
renovate it would be exceedingly costly and little could
be accomplished at greét expense.

The newer facility, the former Hedical Center of the
Marianas, was constructed by the Roman Catholic Dioscese
of Agana. With the growing influx of private practicing
physicians in the early 1970's and under a dream charac-
terized as establishing a "satellite of the Mayo Clinic
in Guam", the decision was made to construct an indepen-
dent, non-governmental hospital to which the bulk of
civilian medical care was expected to be transferred. When
the new facility was finally commissioned, earlier commit-
ments to its utilization by the central core of government
physicians were ignored for medical-political reasons,
thus depriving the new facility the patient load necessary
for efficient operation. Furthermore, and against an
extremely Tow occunancy rate. rampant inflation made
continuing private operation of the hospital impossible.
It was at this point, and with specially appropriated
Federal funds administered through the Department of the
Interior, that the government acquired the Medical Center
of the Marianas and placed it in operation as the principle
physical facility for GMH,

The new hospital is an imposing structure, but suffers
from a general lack of preventive maintenance. It consists
of two main buildings. One building is an administrative
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wing which houses &11 administrative functions except com-
munity mental health and all the support services offices.
This wing is connected to the main building by an overhead
ramp which is exposed to the elements. The main building
contains all patient care services, including a consoli-
dated out-patient and emergency department. Provision

was made in the original construction for upwards expansion.
A separate boiler room structure completes the main campus.

The main structure has many built-in deficiencies
which add substantially to the basic operating costs of
the hospital. Distances between nursing stations and
patient rooms are excessive, sufficient and secure storage
space is not available, and there are numerous areas of
wasted space. Considering its utilization rates, the out-
patient department is commodious by any standard.

The combined bed complement for both faciiities is
as follows:

Service Complement Certified
Adult/Pediatrics 148 148
(acute med/surg)

Skilled Nursing 36 36
Intermediate Care 36 -0-
Psychiatric 17 it/

With this bed complement, GMH represents a 165-bed
acute/long-term care facility for adult, pediatric and
psychiatric services. The available beds provide Guam's
population with an acute care bed ratio of almost 2 beds
per 1,000 civilian population. The national norm presently
stands at 4 beds/1,000 persons, but other areas such as
Hawaii do quite well with ratios in the range of 2.8 to
3 beds/1,000 population., Guam's existing beds appear to
be aopropriately utilized at a rate of about 523 patient
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dayvs of care for each 1,000 persons. This compares
favorably with U.S. mainland HMO experience, but is still
reducible to Tevels such as the 360 days/1,000 experienced
in Hawaii's more complex system. Thus, given appropriately
reduced utilization, more beds may not be needed for some
time. This is not the case, however, with respect to
skilled nursing, intermediate care and psychiatric beds,

in which areas Guam appears to be underbedded to the extent
of about 15% of what may actually be warranted. The cur-
rent 72 long-term beds represent a ratio of .8 beds/1,00C
population, while in Hawaii (another notoriously under-
bedded area with respect to long-term nursing beds), the
ratio is 3/1,000 persons. However, inasmuch as these beds
are principally used by elderly patients and because Hawaii
has about twice the proportion of elderly as does Guam, a
more app?opriate comparative figure might be 1.5 beds/1,300
persons. This suggests a future need of about 50 additional
long-term nursing care beds.

Medical Staff

The medical staff for GMH contains two separate cohorts
of physicians. At the time of this study, eight physicians
comprised the salaried medical staff, one of which served
as the Medical Director for GMH. These medical staff
members provide support services to other phvsicians who
are in private practice, operate the out-patient and
emergency departments, and provide in-patient medical
services for the indigent. They also participate as pro-
viders under Guam Memorial Health Plan. The second cohort
are the bulk of Guam's physicians who are in private prac-
tice {including dentists as well) and who are admitted to
the medical staff with practice privileges in GMH. This
latter group can be further divided into those affiliated
with the Family Health Program, the second HMO, which makes
substantially less use of in-patient facilities than does
the second groun of private practitioners, those either
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compietely independent or affiliated with the Guam Memorial
Health Plan as participating doctors. A handful of Naval
physicians also have staff privileges, usually associated
with their snecialty and serving in a very supportive role
to Guam's otherwise limited supply of medical doctors.

The Medical Director's responsibilities pertain prin-
cipally to the salaried medical staff, not to the larger
group of physicians with practice privileges. It was
astonishing to find the Medical Director carrying out his
responsibilities without support of a telephone and with
minimal clerical assistance. His principle means of com-
munication within the facility is a bulky "walkie-talkie"
which he must carry with him whenever communications are
required.

Nursing Department

As in any hospital, this is the major service depart-
ment. It operates internally with an unwieldly adminis-
trative structure with the supervision of closely asso-
ciated nursing services curiously divided between the
Director and Associate Director of Nursing. Perpetual
shortages of qualified Registered Nurses plague the opera-
tion of nursing service with as many as 20 nursing posi-
tions remaining vacant at given points in time, thus
contributing to sharply constrained nursing staffing
patterns. Despite its problems which are essentially
fiscal, the Nursing Department provides quality nursing
service to GMH patients.

Laboratory, Radiology and Pharmacy

These classical hospital departments are those of which
GMH can be proud. PRadiology appears to be one of the true
premier departments of the hospital, having adequate space,
good basic equipment and is well staffed. "Hoonlighting"
radiographic technicians from the Naval Hospital further
enhance the ability of the department to respond to all
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requirements. Major concerns relate to maintaining adequate
supplies, continuing education for professional staff, and

a lack of new diagnostic and therapeutic equipment. With
the proposed addition of a CAT scanner, some of this
deficiency will be moderated, but this will in turn require
additional training for at least one radiologist to provide
maximal service. In the context of other competitors for
scarce resources, there remains a question as to the imme-
diate need for this new and expensive technology.

The pharmacy is a modern, well-stocked operation which,
however, does not provide full-service 24-hour coverage.
During evening and some weekend hours, needed pharmaceu-
tical supplies can be obtained only from limited nursing
stocks which are maintained by the hospital pharmacy.

The laboratory is thoroughly modern and well-equipped,
and is served by an excellent and well-trained staff of
technologists and technicians. It is not presently
equipped, however, to do all laboratory tests needed by
patients, and must send certain tests to off-island labo-
ratories for completion. It also relies, in certain
areas, upon the public health laboratory and a close work-
ing relationship exists between the two laboratories.

Physical Therapy, Occupational Therapy and Recreational
Therapy

A1l of these services fall under the responsibility

of a single supervisor who is the only Registered Physical
Therapist in the hospital. There are no Registered Occu-
pational or Recreational Therapists, these areas being
staffed essentially by technicians and aides. The depart-
ment sees approximately 50 patients per day with approxi-
mately 2-3 modalities being provided each patient. Despite
understaffing and a high treatment load, the department is
well run with high morale and good rapport with patients
clearly evident. There has been virtually no addition of



5 Tl

needed new equipment for about six years, however, and a
pernicious need always exists with respect to obtaining
quaiified technical staff.

Central Supply

This department was recently separated from nursing
services, and is now free-standing. It provides coordi-
nation between the purchasing department and the surgical
and nursing units of the hospital, although it is admin-
istratively independent of both purchasing and nursing.
Proper sterilization practices are maintained throughout
the department, but owing to fiscal constraints, adequate
stocks for the needs of the hospital are not always able
to be maintained, necessitating occasional borrowing from
the Naval Regional Medical Center or rush-ordering from
mainland suppliers. Items required to be gas-sterilized
are sent to the Naval Hospital under a cooperative arrange-
ment. There is a gas sterilizer in the department but,
because of lack of funds, it has never been completely
installed. Critical and close coordination with operating
room supervisors is somewhat lacking, resulting in inappro-
priate information and scheduling which frequently results
in uneven flows of supplies.

Purchasing Department

This department operates under an older school of
thought which holds that its resnonsibility is not materials
management but simply materials acquisition. Essentially,
it has been in the business of keeping its head above water
due to the inability to obtain appropriate funding levels
to maintain adequate stocks and supplies for the hospital.
Ordering of needed stocks is based on funds available,
resulting in orders at frequent intervals for small amounts
of goods, often on a rush basis, all of which contributes
to an unnecessarily high cost of operation. Instances were
noted where hospital purchase orders included air freight
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charges, but where supplies ended up in Hawaii having been
air freighted only part-way to Guam. Local supply houses
have indicated their willingness to provide substantial
savings through discounts applied to larger gquantity supply
orders, and have extended their offer to include assistance
in setting up purchasing programs and materials management
procedures which would provide a substantial savings over
current practices.

Accounting Department

The accounting function at GMH is performed through
extremely laborious accumulation and surmmarization of
financial data on an entirely manual basis. The department
is faced with frequent demands for financial data from
central administration, the Authority and the Legislature.
Needless to say, manual processing creates difficulty in
providing useful data and also 1imits its utility with
respect to timeliness and credibility.

There is no longer a data processing department within
the hospital, other than keypunch and programming capabili-
ties. Programmers do not work at the hospital, but are
assigned to the government Data Processing Service to
support in part that organization's computer service for
the hospital. A1l hospital data processing is presently
done through the central data processing capability which
is more payroll than health related. Problems exist with
respect to Tong delays in processing and delivery of needed
reports.

Community Mental Health Center

Formerly a line department of the hospital, the
Community Mental Health Center is now a sub-unit reporting
to the Associate Administrator of GMH. Its staff contains
only one psychiatrist whose workload spans in-patient,
out-patient and forensic osychiatry. The in-patient
physical facilities, in the older GMH facility, are
dilapidated and inadequate and, because of staffing
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Timitations, the opportunity to provide realistic out-
reach services appears to be highly restricted. Of great
importance is the lack of maximum security rooms for
potentially violent psychiatric patients, thus creating
serious risks for both staff members and other patients.

The Guam Community Mental Health Center was established
some 8 years ago as an extension of the Guam Hemorial
Hospital, initially to handle the in-patient caseload, and
subsequently to develop community-based and out-patient
services for the identified emotionally disturbed. After
eight years of Federal operations grants funding, the
Center was nearly discontinued for lack of continuation
funds, until a special Federal Distress Grant was approved
for an additional year of operation. However, the next
year will be particularly trying for the Center as it
seeks to develop alternative sources of funding or face
the prospect of shutdown altogether. Administratively,
the Guam Community Mental Health Center is under the
supervision of Guam Memorial Hospital, a relationship
which has proved to be uncomfortable for both parties,
one finding it a financial burden, while the other feeling
that no real support is extended to the Center. With the
creation of the Single State Agency on Mental Heaith and
Substance Abuse an appropriate vehicle has been created
in which to review this relationship and suggest alterna-
tive arrangements.

Like any federally funded CMHC, the Guam CMHC is
required to provide a full range of mental health services,
including: 1in-patient care, out-patient care, consultation
and education, after-care and follow-up services, and
community outreach. Some services not mandated are felt
to be more desirably situated, such as the current location
of mental retardation services inside Guam Memorial Hospital,
despite evidence that out-patient settings might be more
beneficial, at least as an alternative setting. Currently,
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Guam CMHC focuses on counseling services to Department

of Corrections inmates, youth counseling services in several
(not al1) public schools, teaching sites for the University
of Guam, training for the employees of the Department of
Vocational Rehabilitation, and community outreach and
services from satellite clinics. At the main CMHC site
adjacent to Guam Memorial Hospital are to be found in-
patient, out-patient, and after-care services. A major
problem with Guam CMHC that is currently being addressed
is the lack of a functioning management information system
that can also provide documentation of services utiliza-
tion in a flexible manner. Without such data readily
available it 1is difficult to evaluate the effectiveness
of the services provided. While there is currently a high
level of service utilization, it is largely due to the
presence of a Methadone Maintenance program which brings
in about two-thirds of the total out-patient clients.
Discounting this client group, it is estimated that the
CMHC may have as little as 25% of the national average
client-load. This supports anecdotal information that,
for Guamanians as for many Micronesians, the concept of
using a service for "mental problems" is foreign and
undesirable. This stigma is compounded by the public

and visible nature of the program's setting which prevents
clients from maintaining their anonymity.

Other Salient Services

While the hospital has a nutritionist, food preparation
and food service is provided under contract by a private
concern which caters most dietary needs. Similarly,
laundry services are contracted to a commercial laundry
in the community. The advantages of these arrangements
have not been clearly demonstrated, but choices to do
otherwise are highly limited given in-house staffing and
equipment deficiencies.
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A general lack of standardization of equipment pervades
GMH, seen perhaps most clearly in the variety of non-
standardized and out-of-date dictation equipment with
which medical records personnel must deal. Electronic
equipment throughout the hospital has not been standard-
ized, resulting in multiple sources of maintenance.

Support services which include maintenance, house-
keeping, grounds and transportation lack sufficient
resources, thus hampering their effective performance.

It is currently impossible to provide a systematic program
of preventive maintenance owing to shortage of needed
supplies and lack of a maintenance plan, and transporta-
tion services (usually reflected in a motor pool) is vir-
tually non-existent. There is a questionabie level of
ability in maintenance to provide highly technical bio-
medical technical service of delicate equipment.

Laundry service, while contracted out, is hampered by
problems with delivery schedules by the contractor, and has
2 serious lack of soiled linen storage space. Despite
these problems, however, GMH appears as a clean, pleasant
and presentable hospital.

Finally, the patient affairs department operates
essentially as the collection arm of the hospital account-
ing department, with apparent failure to function effec-
tively. Adequate information gathering and collections
data is commonly lacking. Difficulties are further
compounded by the a la carte method of posting charges
throughout the hospital which makes it usually impossible
to provide a patient with a reasonably accurate statement
of charges upon discharge. A general lack of means for
insurance verification at the time of discharge further
hampers effective collection efforts.

Relationships Between GMH and NMRC

Both GMH and NMRC appear to have a cordial relationship
which involves the exchange of supplies, drugs and necessary
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equipment in times of emergency, the sharing of certain
scarce medical specialists, and limited civilian emergency
care at the military hospital. The Naval administration

has made clear their interest in contract with GMH for

the provision of certain basic services which would be
otherwise inefficient for the Navy to maintain on a separate
basis. Included would be the use of the proposed CAT
scanner, certain advanced laboratory procedures. and the
services of highly specialized physicians such as a neuro-
surgeon.

The Inadequate Financial Condition of GMH

The basic financial condition of Guam Memorial Hospital
can be considered to be a patchwork system at best. Patient
collections, and collections from various governmental and
private third-party program appear to be exceptionally
lax, and with the continued infusion of deficit financing
there is Jittle incentive to improve the level of collec~
table debts. Internal operations have consistently turn
to 'the Legislature to provide stop-gap and sporadic solu-
.tions to the financial inadequacies.

On the other hand, when the hospital has been under
pressure to improve collections, various political con-
siderations and pressures arise with regard to collection
policies and serve to constrain actual recoveries from
various governmental agencies and HMO payors. In respect
to the latter, it appears that services are performed for
members of various pre-paid heaith plans, but poor medical
audit procedures at the nursing unit level leads to dis-
parities between the medical record's version of what was
provided and the patient's bill. Thus, lack of substan-
tial documentation of actual services provided leads to
a continuous series of disputes over bills collectable,
most of what remain unresolved and, hence, uncollectable.
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Substantial revenues are also foregone owing to
inordinately high discounts which are extended to pre-paid
health plans such as FHP and GMHP. Discounts to one user
(a pre-paid health plan, for instance) is simply an added
expense to another user (A self-pay or government-pay
patient, for example). Prompt payment of amounts due is
usuaily considered as deserving of some consideration, and
discounts in the order of 2-5% are usual as a reward for
payment within a 30-day period.

The hospital continues the practice of billing for
some physician's services, and this places the hospital
in the untenable position of playing financial jnterme-
diary for both private and governmental doctors. This
practice not only drains substantial energy from an already
overloaded fiscal office, but distorts the financial
statements and clutters an already overburdened billing
operation.

Finally, recent financial statements of GMH indicate
a considerable 1iability for employee withholdings not
remitted to the Government of Guam. While this may be
simply an internal budgeting device of convenience to the
government, the practice could be misunderstood by the
public at Targe, and help to create a poor public image
for the hospital.

Criteria Regarding Indigent Care

While there are appropriations made for "medical care
of the indigent" (which we believe to be the statutory
responsibility of the Division of Social Services to
administer), there is no formal mechanism for defining
care eligible patients. The current practice is appa-
rently to make the determination in many cases after the
fact and subsequent to the patient actually receiving care
in the hospital. Without sufficient guidelines to deter-
mine eligibility for indigent care, the various agencies
providing health services have no effective way of making
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fair and impartial determinations when faced with the
claimant for indigent (free) medical care. No inter-
agency arrangement has been concluded which would effec-
tively assign responsibility for maintaining and monitor-
ing a true program of indigent eligibility determination
and service. With the relatively low penetration of
insurance into the general population, and the basic
i1liquidity that exists within the Guam economy, the
problem of free care seeking under the guise of indigency
has become all the more acute, especially under conditions
wherein legislators and other influential persons directly
thwart the hospital's attempts at collections from members
of their special constituencies. l!le estimate that between
7 and 10% of the patients served at GMH are eventually
considered "indigent" and the costs of their medical
service is absorbed into the overall hospital operations.
This would appear to be a larger than usual "gap" group
(i.e., those not covered by either private insurance,
personal ability to pay, Federal benefit programs, or
Medicaid). Usually, the truly indigent (general assistance
recipients) represent about 5% of a typical population.
Until such time as adequate criteria have been developed
to define indigency, and until such time as a more or less
accurate count of potentially eligible persons have been
attained, realistic budgeting for the care of the truly
indigent cannot be done. It is our belief that a great
proportion of the so-called indigent who receive care
represent persons from gutside Guam (other Pacific Islands
particularly) who are in Guam with very limited local
resources and for whom their own governments take no
responsibility for medical care. We believe further that
some are represented by the elderly who, lacking Medicare
enrolIment, private insurance and personal resources, turn
as they have historically done to the government hospital
for both in- and out-patient care in their times of need
as if this were an inalienable right and privilege.
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Conclusion

Despite its numerous and crippling problems, under-
staffing in critical areas, and underfinancing throughout,
Guam Memorial Hospital is an institution capable of pro-
viding adequate care to its patients. It is staffed with
highly motivated personnel in key areas. It is an insti-
tution being quite candidly taken advantage of through
being required to care for categories of patients for
which there is no clear source of remuneration, it has
become an agreeable and accessible "dumping ground" for
certain private physicians who for one reason or another
no longer care to continue responsibility for a patient
and simply hand them over to GMH house staff. Crisis
management has been the rule rather than the exception,
and leadership continuity and fiscal stability have yet
to be achieved. Recurrent themes have been noted includ-
ing fiscal constraints affecting every phase of the
hospital, critical shortages of qualified personnel,
cumbersome hiring processes, protocol violations, lack
of sufficient protocols, inadequate in-service training,
and increasing staff frustration and evidence of profes-
sional "burn out".

Other Governmental Agencies and Organizations

In this section, it is our intention to briefly
examine a spectrum of governmental agencies which appear
central to the overall health delivery system. Less
complete operational description is provided, for it
would serve only to further expand an already burdensome
volume with data which is easily accessible locally. We
will, therefore, concentrate on issues relevant to this
class of organization as they pertain to the delivery of
heatth and medical services.

(1) Guam Health Planning and Development Agency

This agency's forerunner was the Guam Comprehensive
Health Planning Agency, created under P.L. 89-749 as
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as a component of the Department of Public Health and
Social Services. Under the later P.L. 93-641, the
Guam Health Planning and Development Agency (GHPDA)

was created as a distinct and separate line department
of general government. It presently serves as the
government's principal planning unit for health serv-
jces in the Territory. Its staff comprises an Adminis-
trator and Associate Administrator, five health planners,
several special purpose consultants and a four-member
clerical staff. This agency conjointly provides the
planning services for Guam which are customarily pro-
vided by both state and local (HSA) agencies elsewhere.

Planning activities include the preparation of
regularly updated five-year Territorial Health Plans,
annual implementation plans, project review for pro-
posed uses of Federal funds, appropriateness review,
and execution of a certificate of need program. To
support its planning activities, and those of other
agencies, the agency has evolved.a model collaborative
health information system which, through cooperative
agreements with agencies which have original data
collection responsibilities, provides GHPDA with the
needed flow of health status, health system and
environmental data upon which to base its plans and
jts various reviews.

A closely associated entity, for which GHPDA
provides staff support and with which it works in close
cooperation in the development of plans and in review
functions is the Guam Health Coordinating Council (GHCC).
This body, mandated by P.L. 93-641, comprises 26
members appointed by the Governor from designated
community organizations for overlapping terms of office.
It elects its own officers and creates its own committee
structure which contains two major committees -- the
Project Review Committee and the Plan Development
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Committee. There is also an Executive Committee which
conducts necessary business between the regular monthly
meetings of GHCC. The Council has fundamental respons-
ibility for the promulgation of the Territorial Health
Plan, while its responsibilities for project review

and certificate of need determination are purely
advisory, with principal responsibility and authority
resting with the Administrator of GHPDA in these latter
cases.

The agency has undertaken a most ambitious work
program for fiscal year 1982, which includes efforts
directed to the improvement of agency management and
organization and the improvement of inter-agency coordi-
native arrangements principally with government bodies
and health agencies. Plan development and the conduct
of mandated reviews (project and appropriateness) are,
of course, within the next year's work program. Most
lauditory in the project work program are efforts
directed toward informing major sectors of the com-
munity with respect to GHPDA and GHCC activities and
current health planning prorities, and the further
recruitment of volunteers to assist with preparation
and review of plans and projects. A major development
which is envisaged will be the development and imple-
mentation of a comprehensive advocacy strategy as a
means of moving the implementation of planned actions
within the health service providing sectors of the
community, and as a means of monitoring the implementa-
tion of recommended actions identified in the annual
implementation plan.

Planned implementations which require both stimula-
tion and monitoring include such major objectives as
the achievement of a pilot comprehensive health educa-
tion curriculum for the public schools, the provision
of a motivation-education program regarding health risk
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factors to a large cohort of the working population,
and upgrading basic 1ife support services and personnel,
Several 1982 objectives relate directly to health
status problems, and include substantially increasing
the proportion of women who receive pre-natal care in
their first trimester, reducing high-risk pregnancies,
attaining a substantial increase in screening case-
loads, maintenance of immunization levels among Guam's
children, and reducing the prevalence and incidence
of hypertension and sexually transmitted diseases.
Other objectives relate to fostering planned fluorida-
tion of public water supplies, increased penetration
of the home training program of the Division of Public
Health, and the development of appropriate placements
and treatment for patients now inappropriately placed
in the mental health in-patient unit of GMH.

Following a current survey activity directed toward
identifying the number and general needs of Guam's
mentally retarded population, a second special survey
is planned as a population needs assessment for women
and elderly to determine types of mental health and
substance abuse services which these sub-populations
might require in the future.

From the foregoing description, a picture of a
potentially overstressed agency emerges, with suffi-
cient regulatory, planning and developmental activities
already underway or planned which could well consume
the time and energy of an agency twice the size of
GHPDA. Because of the basic regulatory functions
which are vested within GHPDA (i.e., project review,
certificate of need, and appropriateness review), and
because heaith planning is directed toward other
agencies and entities in both the public and private
health providing sectors, the functions and activities
of both GHPDA and GHCC have become, predictably con-
tentious, often raising issues which have clear
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political connotations. Owing principally to Federal
regulations and requirements, much staff time and
energy has in recent years been devoted more to the
regulatory and control activities. A great deal of
agency attention, therefore, centers about determina-
tion of public need for various improvements and
additions to the health care system, and to the review
of project proposals related to various categorical
Federal funds. The stage is presently set for the
implementation of appropriateness review which can be
expected to be viewed with great suspicion on the part
of those whose "appropriateness" (apparently, to
exist) will subsequently be determined. Thus, here as
elsewhere, with engagement in regulatory functions
comes a degree of external distrust and an understand-
able arms-length relationship between the planning/
regulating agencies and those agencies and organizations
affected by its activities. The Tatter have strong
constituencies, many of which are political and some
of which are economic and entreprenurial. When "sacred"
interests are at stake, planning agencies usually
experience the full thrust of external power as sub-
system constituencies move to protect their respective
vested interests.

An interesting example of the foregoing is the
occasional use of GHPDA by some members of the Legis-
lature as a body to which they turn for private advice
and comment on legislative matters pertinent to health,
employing GHPDA much in the manner as more mature
legislatures might use their legislative reference
bureau for specialized research and background documen-
tation. However, playing out this role (i.e., as a
confidential legislative advisor) without the direct
involvement of agencies and organizations which are the
potential target of the advice and comment has in the
past placed GHPDA in what often appeared to be an
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adversarial role with respect to some elements of the
health care system, in the sense that they became
viewed as the "enemy" by those who were directly
affected by such private advice. From the earliest
days of Federally-initiated health planning, the
intended role of planning agencies was that of partner
in development. While GHPDA, its leadership and staff,
clearly do not view themselves as adversaries to the
providing community, the roles which both Federal and
Legisiative authorities have placed upon them have
created this allusion, most noticeably in the minds of
prior administrations at Guam Memorial Hospital. Two
current developments can be expected to go far toward
ameliorating this condition. First, the Federal
Omnibus Budget Reconciliation Act of 1981 has substan-
tially reduced the impact of the often despised (by
the providing community) certificate of need authority,
by requiring CON reviews only for projects entailing
more than $600,000 for new capital expenditures,
$400,000 for the purchase of major medical equipment,
and $250,000 inannual operating costs for new institu-
tional services. There can be expected to be relatively
few future projects in Guam which would exceed the
newer limits, and thus very little in the way of future
CON activity can be projected. Furthermore, the former
Administrator of GHPDA has recently assumed the posi-
tion as Administrator of GMH, and it appears a much
higher degree of collaboration between GMH (if not
between other delivery sector entities as well) and
GHPDA can be expected to result.

With the prospect of either sharply reduced or
non-existent Federal support for health planning begin-
ning as early as fiscal year 1933, the future of this
agency is somewhat unclear. With uncertainty as to
future Federal support and a concurrent slight degree
of instability in Federal program staffing, there is a
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parallel potential for relaxation of attention to
strict adherence to some less important Federal regu-
lations. This opens, at least in the short-run,
exciting opportunities for the diversion of GHPDA

staff efforts in directions other than routine and
troublesome regulatory functions, and these could be
the topic of fruitful retreats with staff, GHCC

members and Legislators. The health plans which have
been developed to date are considered rather good in
comparison with other plans developed in other states.
The current plan embraces major areas of heaith
problems in Guam, and as described previously, the
agencies immediate work program calls for substantial
attention to implementing recommended actions. The
arena of plan implementation may not become the prin-
cipal preoccupation of GHPDA staff and leadership, with
very little future attention to the less rewarding
regulatory functions. There is room, however, for
expansion of scope of interest. For example, in most
of the prior project reviews and certificate of need
determinations, work has been devoted largely to
governmental health services {(i.e., DPH&SS, GMH, and
others) with very little activity affecting the private
delivery sector. Likewise, the great majority of GHPDA
work program elements are directed to the implementation
of activities to be carried out by public sector agen-
cies and organizations, principally DPH&SS. Many other
issues are raised in this study, including the recruit-
ment of needed new physicians for the private sector,
professional licensure affecting both public and
private sector providers, malpractice insurance, new
kinds of health facilities and programs for the aged,
Medicaid reimbursement problems, and financing of Guam
Memorial Hospital to name but a few. GHPDA stands as
the one body which can help create understanding and
assist in implementing solutions for these critical
matters.
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The GHCC is an eminently representative and capable
body, representing as it does a good balance of the
interests of health care providers and consumers.
However, it strikes us as curious that its membership
does not routinely include key administrators within
the health care system. We are convinced that the
majority of GHCC members hold the expectation that
their appointment was for involvement in health planning
and constructive building of a new and improved health
care system for Guam. We believe the majority to be
truly interested in improving the health of Guam's
citizens and the health of the medical system which
serves their needs. As forms of political in-fighting
and side-taking on troublesome issues fade away in
favor of collegial, hand-in-glove collaborative plan-
ning for improved health services (which we believe
they will), it can be expected that a fuller degree
of participation in problem analysis and solution
finding will occur on the part of GHCC members.

U.S. Naval Regional Medical Center

While not directly a functional component of
Guam's civilian health care system, except for the
occasional receipt of emergency cases, the Naval
Hospital is engaged on several fronts. This hospital
is staffed and equipped to deal with the in-patient
needs of active duty military personnel on Guam as its
first priority. Second priorities for care relate to
dependents of retirees and veterans. Given this rela-
tively limited clientele (estimated at between 30-35,000
persons) the obligations, budgeting and staffing of
NRMC is understandably Timited. For exampie, certain
medical specialties {such as neurosurgery, for example)
upon which the civilian sector has become accustomed
to depend, cannot truly be justified within NRMC's
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staffing pattern, for the need for such specialized
care is quite infrequent among its primary service
target population.

The Navy has provided substantial medical staffing
support, and through professionally trained dependents,
substantial nursing and other technical support to
Guam's general health care system. Naval medical
officers are allowed up to 16 hours of compensated
medical practice per week after normal duty hours.
Further professional service may apparently be volun-
teered with no specified maximum. They may not, however,
work in civilian medical settings during duty hours
unless specifically assigned to such duty. A mix of
all the foregoing modalities has served to support
Guam's needs for medical specialists in the past. This
is, at best a tenuous situation which can collapse at
a moment's notice and cannot be depended upon in the
long run.

With an escalation of pressure upon the Veterans
Administration to be more realistic in providing medical
care for eligible veterans on Guam, the Naval Hospital
can be expected to assume some, but not all, of this
added case load through contracts with the V.A. The
remainder of such entitled medical care may, in the
future under expanded V.A. funding and attention to
Guam, fall to GMH and/or the civilian delivery system
generally. However, many older retired persons, have
become accustomed to receiving medical care through
Naval facilities and even if future fipancing schemes
should make available civilian services, they could be
expected to continue their dependency upon military
services. The military system is, however, not well
equipped to deal with older patients who often are not
prone to follow medical regimes or medication protocols,
and the NMRC does not provide the level of patient
education service which older populations customarily
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require. There is presently no vehicle for referral
for follow-up to village level public health nurses
for NMRC patients upon discharge, and no linkage with
governmental health education services for supnort of
such patients.

Naval drug and pharmaceutical supplies provide
frequent support for public health pharmacy needs, at
a substantial savings in cost to the government. In
the other direction, when newer technology such as CAT
scanning is added at GMH, there is likelihood that
NMRC will come to depend to some extent upon such
technology from the civilian sector. As mutual depen-
dency grows in the future, the opportunities for the
formalization and routinization of such arrangements
present themselves, for there is then incentive on the
part of both parties to enter into collaborative agree-
ments.

Environmental Protection Agency

This semi-autonomous agency was founded under Guam
statute in response to enabling and mandating Federal
legislation, and as in most states, was separated from
the more traditional environmental protection activi-
ties of public health and made a new entity within
government. Its responsibilities, which include the
complete environmental surveillance and monitoring of
air, water, sewage, toxic substances and solid wastes,
closely approximate and in some cases appear to dupli-
cate those of the Division of Environmental Health in
DPHESS. The major point of difference is in the develop-
ment of concrete plans for the safety of each environ-
mental area of concern to EPA, and the promotion and
use of enforcement powers to gain adoption and enforce-
ment of such plans. EPA activities, furthermore,
include assistance and advice to operating agencies
such as PUAG to help in arranging necessary funding
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to carry out planned environmental improvements, espe-
cially in the construction of needed water and sewage
systems. Since its responsibilities are so close to
many other governmental agencies, it is important to
note that strong working liaisons have been established
and maintained between EPA and public works, pubTic
utilities, and the Bureau of Planning. Other working
relationships exist with DEH/CPH&SS. It is unfortunate
that this well-run, competently staffed, agency which
provides outstanding services to the community is
nearly totally reliant on uncertain Federal funding,
with only a small proportion of its operating budget
deriving from locally appropriations and recoveries
through permits and fees. The Agency is funded

jointly by federal {75%) and Territorial (25%) govern-
ments for a total 1987 budget of $930,000, with a

staff of 40-plus persons.

In general, GEPA officials feel that they are
operating in a "preventive mode", having undertaken
and completed most direct clean-up and reclamation work
in the past.

The main problem still threatening Guam's overall
environmental quality is the lack of proper sewage
disposal facilities, in terms of basic collection and
and routing, in urban as well as suburban areas. In
the past, high case rates of hepatitis in southern
Guam (Umatac and Merizo in particular} helped spur
EPA and other agencies to concentrate sewage treatment
facility development in the south part of the island.
The facility package has included treatment, inter-
ceptors, and collectors, but it remains to have a
sufficient number of househoids connected to the system;
the actual jincentives for such connection are limited
to small subsidies, which are not attractive in view
of currently utilized home cisterns, however adequate.
Individual houses for the most part still depend on
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over-used home systems which have contaminated ground
surface and ground water and thereby created hazardous
environmental conditions and public health hazards
which have yet to be controlled. A "Sewer Construction
Priority list” was revised in 1981 and now forms the
basis for extending sewage collectors and interceptors
to major residential areas, such as Dededo, Barrigada,
and Mangilao.

A second major area of concern is water quality.
In 1980, a Water Facilities ilaster Plan was completed.
An estimated 70 to 80% of all potable water is of high
quality at present. However, the distribution system
for that water is outdated and is easily contaminated
in certain areas. Again, the deficient area is
southern Guam. The Plan lays out orojects required
to adequately capture and treat water, rather than
simply disinfect a poor quality supply. It is esti-
mated that 568 million in capital improvements are
needed to implement the Water Facilities Plan, but no
dependable Federal source of funds exists at present,
and 1ittle Territorial money is allocated. PUAG does
have a small grant presently to install fluoridation
equipment in southern Guam. EPA, however, is respons-
ible for the implementation of the Plan but recognizes
that they have fallen behind schedule, largely because
of local {village) political pressure to deviate from
the established ordering of projects.

A third initiative is solid waste disposal. The
indiscriminate disposal of solid waste on Guam is a
major program and contributes to the overall hazard-
ousness of the environment by providing breeding
grounds for various vectors. Three landfills are
present on-island: one at Andersen AFB, one at Naval
Station, and one public landfill at Ordot. This public
landfill is not controlled at all and is a major
hazard itself. A Master Plan for Solid Waste Disposal



ST

has been formulated and calls for tighter collection,
storage and disposal regquiations, non-landfill site
dump removal, and transfer station upgrading. The
Department of Public Works is responsible for solid
waste operations and EPA has sought tighter coordina-
tion with that Department.

Finally, EPA also monitors air quality, which is
quite high overall, and controls pesticides, from
introduction to the island and distribution, to final

utilization. The Agency has noted that particulate
| counts overall are high and that bronchial problems
are largely due to the dust generated in dry and unpaved
areas; silica content of southern soil is also impli-
cated. EPA has a well-trained staff and an efficient
management, and the Agency works well with a variety
of public agencies on Guam, including Pubiic Health.
It should be regarded by these agencies as a major
resource for technical and planning assistance in the
area of environmental control, management and enhance-
ment.

It is our belief that it is not uncommon that
scheduling of various aspects of EPA plan impiementa-
tion is altered through political pressures brought to
bear upon other government agencies which have the
implementation responsibility and authority, foregoing
needed and planned environmental improvements in favor
of other projects or spending priorities.

Because of the seeming duplication of services,
there have been suggestions that, at the very least,
the 1aboratory functions now provided by the EPA
laboratory could be economically merged with either
those of public health or GMH. A more extreme thought
has been the administrative merging of all environ-
mental health activities of government in a single
agency. However, given the general high quality of
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laboratory, field surveillance, and general top level
supervision of environmental concerns provided by EPA,
it is 1ikely that should this agency be subsumed under
another that both quality and economy of function
would suffer severely.

Vocational Rehabilitation Agency

This agency, with a staff of 63, provides services
including evaluation, counseling and guidance, rehabil-
jtation services, job placement and follow-up. Service
provision is arranged through the purchase of service
from nrivate ohysicians, operation of the Asan Center
for day care for the severely handicaoped, the Rehab-
jlitation and Workshop Center which provides vocational
and work evaluation, personal and work adjustment, and
job placement, and the relatively new Life Skill Center
administered by this agency for the developmental
disabilities program. Vocational evaluation is a
special service provided at the Rehabilitation and
Workshop Center wherein vocational strengths and
weaknesses are evaluated and a vocational plan of
action developed for the physically and mentally handi-
capped. The Rehabilitation and Workshop (Center,
while a non-profit voluntary association, serves
clients of the agency under a special arrangement.

Despite these strengths, there are gaps in coverage.
No group homes presently exist where handicapped persons
could help themselves and one another by sharing their
Timited capacities and harnessing them into saleable
and productive work. There are apparent deficits in
training methods on the part of trainers at the work-
shop, with 1ittle in the way of educational input to
improve their teaching skills.

From the nerspective of clients, there appears to
be a general reluctance of families in Guam to fully
use rehabilitation services which are available, but
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rather to look the other way and accept the the handi-
capped person as a normal family burden and responsi-
bility. New trainees, therefore, come into programs
without basic education, thus doubly burdening the
programs. Clients, especially the congenitally handi-
capped, tend to start late in 1ife with rehabilitation,
but as this relatively new program matures and outreach
is improved, it can be expected that candidates will

be identified and recruited much earlier in life with

a more favorable prognosis for successful care. The
present system, whereunder those on DVR payments receive
and equivalent reduction in SSDI funding simply means
that the handicapped on Guam works to become trained
and rehabilitated without coming out ahead in any real
financial sense. This disincentive works against
continuing with the often difficult vocational rehab-
ilitation efforts as opposed to less demanding SSDI
support system. Given the impressive leadership in
this agency, and if the health related agencies of
government were brought together to work as a team in
behalf of the physically and mentally handicapped,

the major issues blocking broader rehabilitation
efforts could be worked out rapidly and adequately.

Mental Health and Substance Abuse Services

Guam has been strongly impacted by widespread
and rapid changes of an economic, social and cultural
nature, which have nrobably left no household unaffected.
Some of these changes have had the result of introduc-
ing an undesirable Tevel of stress into the lives of
working people, families, children, and young adults.
A narticularly devastating stimuius was the heavy
concentration of U.S. military personnel in combat
relief status on Guam during the Vietnam War years,
which had the effect of introducing the young civilian
population to several different kinds of drugs,
including heroin and marijuana. Heroin addiction rates
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climbed steadily through the early 1970s and neaked,
it is believed, in 1977 or 1978, especially after
eight persons died from drug overdoses. By 1980 there
were perhaps only 500 heroin addicts on Guam, down
considerably from years prior, and a 1981 estimate is
that there may be only 100 to 150 addicts remaining.
In the last several months, however, there is some
concern that heroin re-introduction may initiate a new
cycle of addiction. Along with the increase in the
addicted population, of course, has gone a tremendous
increase in personal and property crime.

It would also appear that alcohol abuse is both
highly prevalent among young adults (and even teenagers
in schools) and widely recognized as a problem. Two
surveys conducted in the past two years have targeted
respondents in the Government of Guam and in the island's
secondary schools. Both sources indicated great concern
with alcohol and drug abuse.

There has been much less documentation of the nature,
kinds, and consequences of stress that affect various
groups in the population, Certainly the rapid pace
of modernization and acquisition of or search for an
American style of 1ife and material luxury have led to
severe strain on traditional cultural and family
practices, on family relationships in households where
both spouses are working to bring in desired or neces-
sary income. The manner in which stresses accumulate,
and develop into various behavioral and emotional
problems including mental illness are not clearly
understood, however.

There are at the present time a number of private
sector providers of counseling and psychological/
psychiatric services and thus there are alternatives
on-island to the Guam CMHC. Some of these alternative
resources are: The Behavioral Clinic, run by
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Dr. Kanajapuni, a psychologist with counseling skills,
Catholic Social Services (a recent service addition)
and their substance abuse counseling program, and
Human Services Corporation run by Phyllis Luminelli.

Unfortunately for Guam, many individuals were
unable to secure any help for substance abuse problems
until quite recently, in the absence of any formal
services. Currently, however, Catholic Social Services
(as mentioned) has a one-year counseling and residential
treatment program, and the Guam CMHC has had a Drug and
Alcohol program; the methadone program has been in
existence for some time, while the alcohol program has
been in existence for about one year.

The Mental Health and Substance Abuse Agency
(Single State Agency) has been in existence since
February 1978 and is mandated to provide a central
coordinating function for services and programs dealing
with mental health and substance abuse problems. To
this end, MHSAQ has spent much of its time to date
gathering information and assessing the problems of
the Territory. Two problem surveys have been conducted
jn the past year or so, including surveys of alcohol
used by Government workers and by school children. The
Agency also spends a considerable amount of time col-
lecting data and implementing improved data base
systems for the island, although the detail and variety
of dataforms being provided may be excessive for such
a relatively small to medium sized planning environment.
MHSAA works closely with Guam CMHC, especially since
providing technical assistance in producing the Federal
Distress Grant for Guam CMHC, as well as with GHH,
Department of Public Health and Social Services, and
Guam Health Planning and Development Agency. Essen-
tially the Agency is a technical branch that can pro-
vide assistance in nlanning, training, and data col-
Jection and processing, as well as some evaluation
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skills. While direct service impact is limited to two
substance abuse programs of any weight at the present
time, MHSAA looks forward to implementing a storefront
program for crisis intervention, information and referral,
and social (alcohol) detoxification. A major interest
is also expressed in developing a standing service,
linked to the Department of Public Safety, for individ-
uals arraigned on charges of driving while intoxi-
cated (DWI) to heip them control their alcohol consump-
tion habits. In all, it can be said that despite years
of operations for mental health care and the services
of a Single State Agency, there is still much room for
improvement in the delivery of comprehensive care on
Guam for this problem area.

The Private Sector Health Delivery System

Equally impressive as the network of governmental health
and medical care services are those only fairly recently mounted
through private initiative and sponsorship. In the sections
which follow, we have divided the private sector analysis
jnto three parts, the first dealing with financing systems
(health insurance and pre-payment), then private professional
practice, and finally private agencies and organizations of a
voluntary, non-governmental nature.

a. Health Plans

There are three major health insurance or pre-payment
plans presently available to Guam's people. Another 25
health insurance programs cover smaller numbers of
enrollees. While one of these is governmentally sponsored
(the Guam Memorial Health Plan)}, it has been included in
this section for comparative purposes.

Health insurance and pre-payment is often viewed as
the backbone of the health care system, inasmuch as it
provides the vehicle through which individual people gain
access to needed health care. Unfortunately, in most cases
the organization of financing (e.g., insurance programs).
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js done without regard to the organization of the services
for which the financing program pays, and without regard
for the quality of the service provided beneficiaries. It
is encouraging to note that in Guam, at least with respect
to the two largest pre-payment programs operating, both
finance and service organization have been accommodated in
plan development, in the form of prototypical health
maintenance organizations.

It was estimated in 1977 that approximately 45% of
Guam's civilian population was covered by employer subsi-
dized pre-paid health insurance. At present, we estimate
the total insured to represent about 51% of the popuation,
with the remainder distributed as illustrated in Table 24.

Table 24
Distribution of Guam's Population With
Respect to Medical Care Financing
Poor and categorically needy 12%
(Medicaid and indigent care)

Uninsured 33%

Poor and uninsured, but not
eligible for categorical

Programs.......ccvenveseronnvsnnns 10%

Working uninsured................ 23%
Insured 51%
Other Entitlements 4%

Those included in the insured population are covered
primarily through health insurance benefit programs offered
by the Government of Guam for its employees, the Federal
government for its, and by a few of the larger commercial
employers. Other are included under plans offered by
smaller employers (estimated at about §0% of businesses
offering some kind of health insurance plan to their
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employees), but in this case the extent of coverage is

quite uneven and the respective employee-employer propor-

tions of premium payment are irregular, variably requiring
the employee to pay all, half or none of the premium.

(1) Guam Memorial Health Plan

This is non-Federally qualified health maintenance
organization sponsored by the Government of Guam as an
autonomous sub-agency of the Guam Memorial Hospital
Authority. In this case, the Authority acts both as
trustee for the hospital which provides services under
the plan and as trustee for the HMO which purchases
services by negotiation from the hospital and other
entities.

GMHP presently enrolls approximately 20,000 members,
a great majority of whom are government employees who
have taken advantage of the lower premium structure
offered by this plan in contrast with competing options.
It is our understanding that the lower premium struc-
ture in fact reflects a degree of subsidization by GMH
through favorable rate negotiations with GMH. The plan
is classifiable as an independent practice association
(1PA) form of health maintenance organization, where-
under not only hospital services are arranged by nego-
tiation with GMHC but the service of some 40 private
physicians, 9 dental clinics, 15 pharmacies, 7 optome-
trists, and 3 laboratories all combine to form the
service delivery structure. Within this network,
individual plan members are expected to localize their
receipt of medical care with relatively free choice of
primary provider at the outset. Each participating
provider relates to the plan on contractual basis
through an agreement with the Government of Guam, with
the contracting provider being paid a fee based on
the percentage of premium doliars collected.
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The key problem presently facing GMHP is essen-
tially financial. The plan appears to have been con-
siderably underfunded in its infancy and this was
apparently a device used to provide a false savings
to the members of the program. The plan is further
complicated due to the politics it is confronted with
from both its major competitor (FHP) and its sole
provider of in-patient services, GMH. As is typical
with most unsophisticated IPA forms elsewhere, physi-
cians participating in the plan appear to be over-
utilizing hospital facilities. This may in part be
due to the general lack of malpractice insurance and
the consequent practice of "defensive medicine". The
ratio of monthly charges incurred at GMH to total plan
membership appears to be about 50% greater than the
competing FHP program which makes substantially less
use of in-patient resources for its membership.

Family Heaith Plan

This plan represents the classical group practice
based health maintenance organization, built upon the
foundation of a medical group practice of approximately
18 physicians. While the plan purchases from other
providers various medical service for its members when
necessary, it is essentially self-contained and operates
its own complete pharmacy and clinical Taboratory
services. It presently enrolls approximately 23,000
regular members and an additional 5,000 general members.
Clinic hours at FHP (and at most other private medical
locations) are constrained to day-time, week-day periods
mainly. Accordingly, for off-hour medical services,
large numbers (approximating 2,500 each month) of FHP
members and beneficiaries of other insurance plans seek
physician care at GMH out-patient department. Since
GMH billing is lax or non-existent, this results in a
"windfall" for the affected pre-payment plans, inasmuch
as their beneficiaries receive essentially free service.
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FHP appears to be efficiently run, and among other
novelties (because it is based in California) it is
able to obtain malpractice insurance for its physicians
and other professional providers. Accordingly, it
appears that FHP members' hospital care is closely
monitored through an internally administered quality
assurance program which controls unnecessary (and costly
to the plan) hospitalization.

FHP is a wholly-owned subsidiary of a California-
based HMO firm, but is locally administered by & strong
management team which is clearly on the offensive with
respect to plan efficiency and market penetration. As
such, it represents the dominant and most cohesive
health intermediary system on Guam at this time.

Health Maintenance/Life Insurance Program

HML is a purely indemnity insurance program such as
the more familiar Aetna, Prudential or Hawaii Medical
Service Association (Blue Cross/Blue Shield). Because
of the customary deductible and co-insurance features
standard among such plans, it has been subscribed to
a far less 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 Tower market
penetration of this, and other, indemnity plans in Guam
is in direct contrast to their predominance in other
places, and stand as clear testimony to the local
preference for the more organized health maintenance
forms of programs. This probably, in the case of Guam,
stems from the earlier days when virtually all medical
care was provided in highly organized, governmental
clinic settings as opposed to the more traditional
solo physician office setting. It is, in our opinion,
a trend to be encouraged through major policy decisions.
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Private Professional Practice

Here we have further subdivided the private sector
system into six major components -- private medical prac-
tice, private dental and other professional practices,
private clinical laboratory, private pharmacy, medical
supply and indigenous healers -- each of which can be seen
as a major sub-set of this important sector.

(1) Private medical practice

Following the end of World War II, and beginning
about 1950, the initial civil government of Guam began
divorcing medical care provision from the former Naval
auspices, through the recruitment of physicians from
abroad. The initial cohort tended to be displaced
doctors from Europe, who responded to recruitment
efforts and established early private oractices in
Guam side-by-side with part-time Navy physicians. A
few years later, in response to clear needs for more
and better trained physicians to.serve both in- and
out-patient needs of Guam's people, the Catholic and
Seventh-day Adventist churches opened their respective
clinics, each of which employed from three to four
physicians, mainly Filipino doctors coupled with a
few U.S. trained medicalspecialists. The latter clinics
grew slowly in size, and in the early 1952's were
transferred to the present center of physician care
~= Tamuning.

Attracted by a growing caseload and opportunities
for private practice, an increasing number of nrivate
physicians began relocating their practices to Guam
during the late 1960's and early 1970's. Thus, the
private practice of medicine in Guam is of relatively
recent vintage, and the growth and development of this
sector has yet to peak.
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Presently, physicians in the private sector
practice in three primary types of setting: the medical
group, smaller medical clinics, and solo independent
practice offices. A fourth group of physicians,
employees of GMH, practice exclusively in the hospital
setting, offering both in- and out-patient care in
which they are complemented by the larger group of
private practicing physicians.

Approximately 14 physicians are presently in the
solo practice of medicine, although the name given to
their practice setting (i.e., "XYZ Clinic") belies the
solo nature of their practice. An additional 17 or so
physicians practice in more formal clinic settings
wherein two or more physicians representing differing
specialties practice side-by-side, in some cases offer-
ing rather complete laboratory and pharmacy services
as adjuncts to medical practice in the same setting.
The remaining physicians, numbering about 40, practice
in more formal group practice settings in four major
settings: GMH staff practice, FHP, SDA Clinic and ITC
Clinic. Nearly 100% of all physicians are located in
a very constricted area of Guam, as illustrated in
Figure 15. This same area also contains two govern-
mental medical care settings, the out-patient depart-
ment of GMH and one of the public health centers.

While there appears to be generally an adequate
supply of primary physicians, i.e., family practice
and general practitioners, physicians generally agree
that important unmet needs exist in the areas of neuro-
surgery, family practice, pediatrics, obstetrics, chest
and vascular surgery, ophthalmology, oncology, cardi-
ology and neuroradiology. Some of these specialities
can be developed with minor added training for existing
physicians. Greater attention to physician and other
health personnel shortages will be given in the later
section of health manpower.
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The ability of this community to attract needed
medical specialists in the numbers required appears
to be closely related to the general inability of
physicians on Guam to obtain malpractice insurance.
This situation also may be a cause for some primary
and more common specialty physicians to "dump" cases
perceived to be fairly high risk upon the GMH out-
patient and emergency departments. Another ramifica-
tion is clearly the current overutilization of
ancillary services such as laboratory and x-ray as a
means to protect medical practitioners against potential
malpractice actions.

While the éupp]y of physicians appears to be mar-
ginally adequate, their distribution appears quite
inadequate for they are highly centralized. There are
other important barriers to the receipt of medical care
outside the public health sector. Due to the generally
poor insurance coverage of the general population,
significant numbers do not have the financial where-
withall to avail themselves of private medical services.
The economics of the general system are relatively
i1liquid in the sense that there is a high propensity
for personal (and business, in some cases) checks to
be returned due to insufficient funds, and this has
prompted refusal to accept personal checks in payment
of medical expenses in many settings.

Physicians are interestingly divided, not equally
but in a polar sense, over three "camps" -- the salaried
hospital physicians, those participating under the
GMHP, and those who are members of FHP group. Unless
current deteriorating financial conditions within GMHP
are improved, it can be anticipated that GMHP will
experience a decline in the number of participating
physicians, with the result that they will either con-
tinue to pursue solo fee-for-service practice, seek to
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join forces with FHP or perhaps move to create yet
newer physician-sponsored smaller HMO-1ike plans of
their own.

Physicians on Guam are not specifically licensed
by any local authority, but are permitted to practice
based upon their licensure elsewhere. The lack of local
standards and control over this profession undoubtedly
works against the interest of insurance companies in
extending malpractice insurance to physicians in Guam.
Interesting features of medical practice, such as
providing dispensing pharmacy services, are to be found
in Guam but would not be ethically or legally permitted
elsewhere.

The practice of many existing physicians is further
constrained owing to the unavailability of technical
equipment which would extend the 1imits of their prac-
tice, the acquisition of which would not be economical
for an individual physician. For example, owing to the
lack of sophisticated ophthalmology and orthopedic
equipment and technology (usually expected by physicians
to be available to them as a part of general hospital
equipment), cases are unnecessarily sent abroad where
the required equipment exists. Some emergency cases
which require referral abroad are of such emergent
nature that even the brief delay represented by flying
time to Hawaii results in disaster for the patient.

As noted previously, primary medical care for the
poor is highly fragmented with only a handful of physi-
cians willing to put up with Medicaid reimbursement
policies, with the medically indigent shunted almost
exclusively to the GMH out-patient department, and with
virtually no physicians practicing in proximity to the
rural areas where the preponderance of the poor are
to be located.
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The Guam Medical Association appears relatively
weak, and has done 1ittle to encourage opportunities
for continuing professional education, quality appraisal,
peer review and discipline, self-insurance programs,
and other features which characterize more mature pro-
fessional communities.

Private Dental and Other Professional Practices

Dental services are provided primarily by private

practicing dentists, although a smaller but well-
developed dental program also exists within public

health. There are an estimated 28 Ticensed dentists

in practice in Guam, reportedly with capabilities in
providing general dentistry, pedodontics, oral surgery,
periodontics, endodontic, orthodontics and prosthetic
services. As with physicians, dentists are heavily
concentrated in the Tamuning area as illustrated in
Figure 16. Owing to a relatively sparse popuiation of
dentists in practice, Guam relies more heavily than
elsewhere on dental hygienists, dental assistants of
various types and dental auxiliaries to augment the

work of professional dentists. The practice of dentistry.
1ike that of medicine, is not locally controlled through
rigorous licensure, with reliance on licensure elsewhere
being the standard means of evaluating competency to
practice. Malpractice insurance coverage is generally
not available to dentists, for the same reasons it is

not extended to physicians and other health professionals.

The present cadre of dentists is severely over-
extended, owing to very poor dentition among Guam's
citizens and extremely high rates of dental caries. The
nutritional status of the population is a close cor-
relate to these conditions, and the lack of forceful
public health, school, private sector advances on the
problems of human nutrition creates unusual demands
for dental care.
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Optometry practice exists on Guam, with an esti-
mated 11 practicing optometrists, some of whom extend
their work northward to service needs in Saipan as well.
These are complimented by 4 dispensing opticians and
2 optical laboratory technicians. There are no existing
licensure requirements for the practice of either
optometry or dispensing optician, nor is optometric
practice as regulated and constrained by law in Guam
as it is elsewhere.

While the majority of psychiatric and psychological
services are provided through GMH and the Community
Mental Health Center, there are practicing private

psychologists available through one clinic and other
solo practices. There is no regulation or licensure

of the practice of psychology, nor are there any private
psychiatrists presently practicing in Guam. This

sector represents, therefore, an inversion of all other
professional practice, with the major burden remaining
as a governmental responsibility and with the private
sector largely underdeveloped.

Private Clinical Laboratory Service

There are three major independent clinic laboratories
catering to the needs of private physicians and their
patients. The FHP medical center also maintains a
complete clinical laboratory, primarily serving FHP
physicians and clients but available as needed to others.
These augment the governmental laboratory services pro-
vided at GMH and in public heaith. In addition, a
fair number of private physicians maintain minimal
clinical testing capabilities in their private clinics
much as they do with pharmacy services. Most special-
jzed testing is done through either the GMH or public
health laboratories, with private laboratories dependent
upon these and other off-island more specialized and
better equipped laboratories for reference service.
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There does not appear to be formal regulation or control
over the private practice of clinical laboratory.

The Pharmacy System

Guam's pharmacy system consists of 13 "drug stores”,
of which we can confirm 8 as being relatively full-line
retail pharmacies. Clinic pharmacies are located in
9 medical clinics, three governmental pharmacies are
operated in GMH and public health clinic centers, and
an unknown multiplicity of casual physician office
drug stocks complete the picture. Most pharmacies are
concentrated in the retail and commercial trade zone
of Guam as illustrated in Figure 17.

There are 27 registered pharmacists, all of whom
are presumed to be in either full- or part-time prac-
tice in Guam. This yields a ratio of about 32
pharmacists/100,000 civilian population, which con-
trasts with the U.S. national average of 68/100,000,
giving Guam a comparative shortage of pharmacists at
present. Moreover, only 19% (5 pharmacists) are U.S.
trained with the balance having been prepared in
foreign schools. In this connection, it is important
to note that Guam presently has few laws governing the
practice of pharmacy and no board of pharmacy licen-
sure. While the practice of pharmacy is regulated
by the Division of Public Health, this appears to be
largely confined to enforcement of narcotics laws,
and related files and records requirements. Foreign-
trained pharmacists are required to obtain a license
which requires passage of a local examination which
does not appear to be eguivalent to the U.S. national
board examination in pharmacy. This examination is
administered by the Division of Public Health, which
determines the passing level which cannot be construed
as being at the national norm. Thus, while an
apparently modest manpower supply in pharmacy exists,
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Figure 17
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the quality of pharmacy practice remains to be fully
appraised and remains somewhat questionable.

Guam's pharmacists practice in three settings.
Eleven provide pharmacy services within nine organized/
medical clinics wherein relatively full-range pharmacy
service is offered. Only 9 pharmacists are to be
found in the more traditional retail pharmacy setting,
while six others staff the three government pharmacy
operations. Two additional pharmacists are in the
military medical system and do not apparently relate
closely to the civilian pharmacy system, although they
do participate in the pharmacy association activities
as full members.

There is apparently a large pharmacy practice
conducted by private physicians within private offices
and clinics on a less formal basis than the services
described above. This appears to take the form of
an individual physician maintaining some minimal supply
of the drugs which he most commonly prescribes, and
dispensing these in clinical doses at the time of an
office visit. Pharmacists report that it is common
for patients to appear at retail or clinic pharmacies
seeking refills for physician office prescriptions,
only to find that the notation of the drug, its dosage
and frequency of administration (and often the patient's
name} is incomplete or totally missing. Owing to this
practice of office dispensing by physicians (a practice
ordinarily frowned upon throughout the U.S.), and
because of the large number of full-stock pharmacies
located in the larger medical clinics, neither retail
pharmacies nor the clinic pharmacies find it economical
or possible to maintain a full time of drugs in stock.
Therefore, occasions arise where a patient with three
or four prescriptions to be filled must go to more than
one pharmacy in order go get all prescriptions filled.
In the same context, because of the relatively small
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scale of pharmacy on Guam, the single drug wholesale
house does not find it feasiblie to maintain a full

line of drugs, necessitating frequent ordering of drugs
from more fully stocked wholesalers in Hawaii and on the
U.S. mainland, occasioning severe time delays in most
cases. Comparable with the physician office dispensing
practice is that of physician ownership of clinic
pharmacies (of the clinic pharmacies, only two are
associated with an independent pharmacist-owner, while
the remainder are owned and operated by physicians

who employ pharmacists).

There is no 24-hour pharmacy coverage, although
limited drug supplies in nursing stocks are available
at GMH in evening and weekend hours. Most pharmacies
operate a normal 8 to 5 day, closing as most retail
stores do at 5:00 p.m., and closing half-days on
Saturdays and all day Sunday. Thus, the emergency
acquisition of needed, misplaced or spilled drugs is
most often difficult if not impossible without great
effort.

Because of high cost and other supply problems,
there has been recent discussion of joint purchase of
drugs (at an estimated 5% overhead as opposed to the
current 30% premium through the single local wholesaler)
by arrangement with one or another major mainland
outlet. While the cost of drugs remains relatively
high, the price paid for pharmacy manpower is relatively
low, with the top pharmacy salary estimated at about
75% that of starting pharmacy salaries in the U.S.

Few pharmacies will currently accept Medicaid
patient prescriptions {only 4, we understand) owing to
greatly delayed reimbursement, and non-current drug
pricing. Retail pharmacies do, however, service
members of pre-paid health care plans, and are reim-
bursed $1.50/prescription as their filling fee (plus
the cost of the drug).
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The Guam Pharmaceutical Association, a relatively
young professional association, boasts membership of
25 of the 27 registered pharmacists. The association
has conducted seminars to bring local pharmacists up-
to-date, with special focus on the foreign-trained
pharmacists. They have sponsored career days as a
means of attracting Guam people into the pharmacy
profession, and have been concerned about the lack of
malpractice insurance in Guam for pharmacists. Several
years ago, the American Pharmaceutical Association
extended a malpractice insurance policy which covered
Guam-based pharmacists, but have withdrawn such
coverage on the basis of their practice in a “foreign
country", The true reason probably relates more to
the relatively uncontrolled practice of pharmacy than
foreignness, however.

As a means of improving the quality of and control
over pharmacy, the Association has prepared a pharmacy
act for possible consideration by the sixteenth Guam
legislature. This act, should it become law, would
place the practice of pharmacy under strict controls
related to credentials and formal education, would
impose U.S. norms and standards for entry into the
profession and would prohibit the practice of pharmacy
to others than registered pharmacists. It would, if
passed and as a by-product, also exacerbate the phar-
macist supnly problem and reauire renewed attention
to the recruitment of a larger supply of qualified
pharmacists. The repercussion strikes us as a sujtable
trade-off for what presently appears to be a highly
dangerous set of conditions in pharmacy practice and a
set of physician-dispensing practices which can only
lead to over-prescription. The act would, furthermore,
go far toward prohibiting the sale and distribution
of foreign drugs which apparently freely takes place
through at least one Chinese and one Filipino store,



- 163 -

although such drugs are not permitted to be stocked in
the more regulated retail pharmacies.

(5) Medical Supply Firms

Six wholesale medical and pharmaceutical supply
companies comprise Guam's basic purchase and warehousing
capabilities. Most recognize the lack of an effective
materials management program at the major purchaser,
Guam Memorial Hospital, and admit interest in providing
help to better meet such requirements. Existing supply
ordering practices throughout the system create con-
siderahle paperwork for the supply firms, and piece-
meal requisitioning which is the present order of the
day makes it extremely difficult to provide forecasts
of future needs to dominant users. At present, most
suppliers can provide up to three months requirements
without future forecasting, based on past purchasing
practice. However, this requires the wholesaler in
turn to purchase in smaller quantities than might
otherwise be possible, thus incurring considerable
additional costs which could, under conditions of bulk
forward purchasing, be saved to the ultimate consumer.
Accordingly, the climate seems ripe, both in terms of
the suppliers and the users of medical supplies and
equipment, for the planning and implementation of a
system-wide materials management program which would
permit bulk ordering at the wholesale level and group
purchases at the retail level, whether governmental
or private.

Owing to cash shortfalls and other impediments, it
is not uncommon for GMH and other organizations to
operate at a thin edge in supply stocks, with the
expectation that emergency supplies can be airfreighted
to Guam when needed. Experience shows, however, that
not only is this expedient very expensive, but that
it is not at all dependable and may result in the lack
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of critically needed supplies which could someday
jeopardize the quality of medical care.

The Suruhana and Traditional Healing on Guam

In many developing areas are to be found dual or
overlapping health care systems. In fact, even in
developed societies, the existence of a variety of
cultures usually suggests the existence of multiple
philosophies of and strategies for dealing with illness
and disease. Guam is no exception, although it is
interesting to note the modern and complex character
of its American style medical care system, with its
new hospital and Health Maintenance Organizations and
other modern private clinics, existing alongside a
small but highly utilized corps of traditional healers:
suruhanu (male) and suruhana (female). Presently esti-
mated at between one and two dozen, Guam suruhanu
represent a continuity with the past traditional native
healing arts. These arts largely consist of undocu-
mented knowledge and experience in the use of herbs,
lotions and salves, and massage, and their topical appli-
cation to handle a variety of presenting complaints,
The medicine is entirely “"pragmatic", not analytical
or scientific, and offers the distinct advantage over
modern medicine of being more personalized and & more
direct expression of cultural perceptions and attitudes
towards health and illness causes and cures. The com-
plaints that are commonly handled by suruhanu range
from headaches and cramps, to diarrhea, head colds,
and congestion, to infertility and complicatins during
pregnancy. Suruhanu are sometimes employed in a home
occupation and practice healing on the side, while
other devote their full time to healing. They are
invariably elderly people, since no one in the young
or middle aged generations has had enough interest to
spend the many years of training and apprenticeship
necessary to be proficient at the art. The art is
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actually multiple, since different suruhanu tend to
specialize in different problems or approaches to their
treatment; some healers handle only physical-somatic
aspects while others appear to emphasize the spiritual
or emotional side of any health probliem. Modern
doctors express some misgiving about their patients'
concurrent use of suruhanu, but few cases of maltreat-
ment have been documented. Filipino physicians more
readily understand the appeal of traditional healers
{given the role of such healers in their own cultural
background) and in some cases refer their patients to
suruhanu. By the same token, the native healers of
Guam do not appear to openly interfere with or try to
debunk Western medicine, but rather view the approaches
as complementary. In cases where a serious medical

problem is found of an infectious or complicated internal
or organic kind which is determined to be resistant to
traditional methods, suruhanu readily refer individuals
to the hospital for more modern approaches to health
care. While no official data on the utilization of
suruhanu by the island population exists, anecdotal
accounts and "guesstimates" suggest the widespread
acceptance and use of suruhanu by most Guamanians even
today, in particular for minor complaints and for mild,
early childhood ailments such as constipation, diarrhea,
congestion and the 1ike. One rough guess at the magni-
tude of utilization is that each suruhanu may average

50 clients each week, for a total of perhaps 600 patients
seen each week, island-wide -- or some 2,400 visits to
all suruhanu per month. This contrasts almost precisely
with the frequency of out-patient visits at GMH.

The major attraction of the suruhanu is quite
clearly the cultural compatibility and sympathy in the
healing process; the personal and individualized
attention given in an informal setting (invariably home);
and the accessibility of the healers {in terms of time



- 166 -

and distance). While the numbers involved may not
warrant formal efforts at more direct integration of
the suruhanu in the health care system of the island,
it is important for the medical professions on Guam to
understand and not disparage the reasons for the
popularity of suruhanus as an alternative source of
health care, and to learn more about the cultural
relevance of the care which they offer.

Private Agencies and Organizations

Major voluntary agencies on Guam include the American
Cancer Society, American Lung Association, American Heart
Association, Muscular Dystrophy Chapter, Rehabilitation
Workshop, and Catholic Social Services. The activities
and involvement of these agencies vary considerably, and
functions range from advocacy and information dissemination,
to investigation, evaluation, screening, to direct staff
and money contributions and service provision.

The American Heart Association, for example, began
in 1975 and is an affiliate of the Hawaii Heart Association.
It deals with all heart-related diseases and their treat-
ment, in terms of information dissemination, prevention-
focused activities, and screening and follow-up services.
The AHA has a very active Cardio-Pulmonary Resuscitation
(CPR) training program which has operated for more than a
year now, using military instructors. AHA recently bought
a heart defibrillator at a rough cost of $7,000 and donated
it to Guam Memorial Hospital. AHA has also undertaken blood
pressure screenings in conjunction with Guam's Blood Pres-
sure Council, which also brings together the Red Cross,
Kiwanis Club, and Division of Public Health. AHA hopes to
start acoordinated program with GMH for cardiac rehabilita-
tion, but awaits GMH staff planning of this activity.

The American Lung Association is the former name for
the present Guam Respiratory and Health Association. The
Guam Tuberculosis and Health Association existed from 1965
to 1970, and was superseded by the ALA, but disinclination
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to continue as an affiliate of a main office in Hawaii led
to the current name change in 1980. GRHA has turned over
to the Division of Public Health its former involvement in
TB testing and has discontinued its mobile X-ray unit
rounds in the villages. GRHA has donated a respiratory
function indicator to DPH and a bronchofibroscope to the
Hospital. GRHA activities at the moment are limited to
distribution of information, especially in schools.

The American Cancer Society remains affiliated with
its Hawaii chapter, and has been active in Guam since 1969,
The Society has helped initiate the Tumor Registry in 1979
and has given $3,000 in 1980 and $1,000 in 1981 towards its
operation. The Society has been involved in direct patient
care by providing rehabilitation classes for some 64 patients,
The programs in breast, colon, and lung cancer rehabilitation
involve patients only after doctor and patient approval have
been obtained. The Society works closely with the Division
of Public Health, which refers patients to it.

One of the most active voluntary agencies is Catholic
Social Services, which started operations in Guam only in
September of 1979. (SS has a very solid reputation for
effective service in areas where it now is located. It
has targeted the problems of the elderly on Guam as an
immediate concern and has instituted a Home Health Care
program which, after meeting initial resistance from
families, has proven to be a valuableservice to elderly
who do not have enough supervision or assistance. The
program provides a helper who works in the elderly client's
home in simple housekeeping capacity as well as training in
personal hygiene. CSS has recently applied for funds for
elderly transportation service with the use of a van. CSS
also plans ahead for a day care center which would provide
an activity for the elderly during the day when relatives
and family are engaged in work.

Another focus of Catholic Social Service's initial
concern is with drug and alcohol abuse, and it has



- 168 -

established a residential treatment facility called ISA,
which began in July of 1979 with funding from the Mental
Health and Substance Abuse Agency. However, the current
absence of further funds may force the shut down of this
service which provided counseling and shelter to substance
abuse victims.

Overall, the picture of voluntary services on Guam is
one of fragmentation and lack of systematic or coordinated
consideration of opportunities for voluntary work and
participation to improve specific health conditions and
work with specific target groups. Any health care system
relies to a great but often unrecognized extent on the
volunteers in the community who provide their time and skills
and their resources without compensation. In many cities
and counties, however, the lesson has been learned that
voluntary efforts are enhanced rather than defeated by
close cooperation between differnt agencies, if only to
enable them to communicate a message of common concern,
to alert the public to their presence and their need for
contributions of money, and to collect and allocate those
contributions in an efficient and rational manner according
to identified priority needs. 1In Guam at the present time,
there seems to be a general unwillingness to affiliate
with a mainland or Hawaii-based parent agency (and perhaps
the benefits of such affiliation are not excessive), but
there seems to be no large amount of local initiative to
assume the necessary needs identification and planning
efforts required to make their agencies more effective in
the island. It is well for Guam's voluntary organizations
to take a second look at the ability to achieve desired
outcomes in the absence of at least minimal coordination.
The benefit of an umprella organization like a United Way,
United Fund,or Community Chest have been quite evident in
other areas, at least in the matter of coordinate fund-
raising and allocation of collected funds in an efficient
and timely manner. However, it has been common practice
for such major entities as heart and cancer associations to
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remain independently beyond such collective orbits, and
this could prove to be the future case in Guam as well
unless planned against.

Other Salient Systems Relevant to Health Services

As in any other health care system, it is very easy to
become preoccupied with the analysis of those agencies, organi-
zations and individuals which actually deliver direct medical
care and health services to the population. However, there
are contributory, supportive, and complimentary organizations
in any system which also must be classified and understood in
order to grasp the functioning of the total system. While
intentially not exhaustive ipn our treatment, we have chosen
to discuss the following agencies and offices of Guam's govern-
ment structure because of the actual or potential roles which
they play in health care. It will be to the optimal articula-
tion of these systems, or components of them, with the other
functional components of the health care system that subsequent
recommendations and alternative policies will deal.

a. Department of Corrections

This department, a component of the criminal justice
system of Guam, has responsibility for the health and well-
being of incarcerated prisoners in correctional facilities.
Present correctional facilities lack in-patient beds and
modern dental treatment facilities, necessitating the
transfer of prisoners to either GMH for in-patient care
of even a mild nature, and to public health and private
dentists for dental care. There is apparently included
in the plan for a new corrections facility a 10-bed
infirmary which, with appropriate nurse and visiting
physician staffing could accommodate most of the medical
needs of prisoners who tend to be reasonably well, dis-
playing run-of-the-mill illnesses, occasional acute
dental episodes and minor injuries associated with farm
work and mechanical equipment. Presently, medical and
dental care is provided to prisoners on an episodic basis
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either by staff physicians at GMH, by public health dentists
for examinations and by private dentists for restorative
dentistry. There appears to be no mental heaith (psychiatric
or psychological) services provided in a rehabilitative
sense, nor are routine public health and preventive serv-
ices incorporated in the current corrections program. The
prison population, therefore, represents a potentially
medically-needy cohort for which there is currently lacking
any clear medical care system.

Similar needs, often of a more acute nature related to
drug and alcohol withdrawal, exist in the police jail
system which is operated by the Department of Public Safety.
There is lacking a maximum security ward or other in-patient
arrangement at GMH to satisfactorily care for dangerous
prisoners or for mentally i11 prisoners who must now be
placed under special police guard to protect them from
injuring themselves, other patients and staff members. In
more developed systems, it is cormon that arrangements for
the care of such patients is part and parcel of the correc-
tions program, with separate (often part-time) medical
and dental staffs and dedicated in- and out-patient facil-
ities to serve the prison population.

O0ffice of the Suruhanu (Ombudsman)

This recently created governmental agency is an organ
of the Legislature rather than of the Executive Branch of
government. It serves as a consumer advocate for the
population, mainly in the area of govermmental services,
and as a sort of consumer council for private entities in
the community. The staff of the Office are clearly “on
the side of" the consumer, and procedures have been estab-
Tished by which individuals may file formal complaints
or specify services or needs which they wish fulfilled.
Such complaints and/or requests are referred directly to
the head of the agency involved, and it is customary that
staff members arrange appointments with appropriate agency
representatives to go deeper into detail with respect to
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the complaint. Findings are then prepared which include
suggestions to the agency as to steps which it should take,
and the complainant is fully informed at this point. Some
60 cases per month represents an average load, with about
80% resulting in satisfactory closure. Complaints are
frequent with respect to health services and social services,
many involving environmental conditions, and a large number
relating to GMH services, billing procedures and related
financial matters.

The Suruhanu also becomes involved in government
personnel actions, when complaints and grievances are filed
with respect to overlooked annual pay increments, perceived
discrimination in treatment and employment, and kindred
matters. It is not uncommon that this avenue of redress
is pursued by employees prior to activating the formal
grievance processes which are otherwise available.

Despite a well-staffed and apparently well-functioning
ombudsman program, people continue to employ multiple
channels to voice their concerns, frustrations and unhappi-
ness. The Office of the Suruhanu is but one such avenue,
with others including agency and department heads them-
selves, members of the Legislature, the Governor and his
staff and individual staff members of agencies and offices.
It is common that people will simu1£aneous1y employ two or
more such channels, and it is often that they use the more
formal channel of the Ombudsman to validate what an agency
head or employee has told them, indicating a degree of
lack of faith and trust in bureaucrats on the part of
citizens.

University of Guam

While not usually perceived as a classical sector of
the medical care system, institutions of higher education
play vital roles in providing for the supply of fresh
manpower to meet health system requirements. It is
equally unusual that those institutions supplying manpower
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are, in any way, integrated into the system which con-
sumes their products.

The University of Guam is a fully accredited four-year
land grant university offering a wide range of both Associate
of Arts, baccalaureate and masters degree preparation. In
the health fields, UoG presently offers a baccalaureate
program in social work, and an associate of arts (2-year)
program in nursing which leads to RN licensure for graduates
who successfully complete the registration examination.
Production in the latter has been highly variable, ranging
from as few as 10 AA nurses to as many as 40 per year.
Current practice is to admit a single class in this program
once each year, with the target being the graduation of
between 20-25 AA degree nurses each year. Beginning in
1982, the intention is to inaugurate a Bachelor of Science
in Nursing program, following the standardU.S. pattern of
generalized nursing education coupled with community
health nursing. This new program intends to admit about
10 students each year, and after four years of operation
(given normal attrition rates} should be producing about
eight new BSN nurses for Guam's needs each year thereafter.
There are no apparent plans to offer masters degree nursing
programs, with baccalaureate nurses from Guam now being
fully accommodated in the University of Hawaii for such
training.

In the past there were training programs for laboratory
technicians and for dental assistants, but in both cases
the market for graduates became saturated and the programs
were discontinued. '

There was hope that a family nurse practitioner program
would be implemented beginning in the summer of 1981 in
conjunction with the Division of Public Health. However,
LoG was unable to attract the necessary instructors for the
standard 9-12 month instructional period. This was unfor-
tunate, for such nurse practitioners could be readily used
in many existing public health programs of a clinical nature.
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Further deficits appears in the preparation of adminis-
trative personnel for health services. While the business
and public administration programs offer substantial prepa-
ration in their respective areas, there is neither faculty
oriented to health applications nor funding available for
the acquisition of same. It may be possible that field
or adjunct faculty from Guam's practicing community might
later be employed to extend present management training
into a focused health administration sub-program.

While there probably exists the necessary foundation
for eventual medical, dental and other primary health pro-
fessions education, there are at present no clear and
demarcated pre-medicine, pre-dental, pre-pharmacy or other
"pre-professional” tracks within the baccalaureate programs.

There is every reason, despite budgetary constraints,
to believe that administrators at UoG stand ready to give
serious consideration to the establishment of newer academic
programs provided that system needs and a market exists
for graduates. A splendid example of such an unfulfilled
need would be in the area of environmental health, where
most sanitarians are now tutored on-the-job, with little
or no opportunity for formal basic academic preparation
for their responsibilities.

There is missing an aggressive continuing education
program related to the health professions, but with 1ittle
underway in the health fields within UoG, it is understand-
able that faculty resources have not been extended to the
health professions as they apparently are to other fields
of interest.

The University also plays a regional higher education
role, accepting and educating students (particularly in
nursing) from adjacent Pacific Island territories. In
these cases, and often in the case of students from Guam,
there is a problem not only to attracting and keeping
students in the program, but of retaining them to work in
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island settings upon graduation. UoG faculty are involved
in a new organization, the Pacific Basin Nurse Leaders
Conference which is attempting to mount a regional educa-
tiona) program for nursing, including attempts to style
nursing Ticensure examinations to fit local Pacific Island
cultures and to establish appropriate licensure laws in
all Pacific territories. It might be considered that this
organization, now formalized after four years of informal
consortiun, could be expanded to deal with health professions
educational needs for the Pacific, engage in recruitment,
education, retention, continuing education and kindred
activities as a major health manpower resource.

Agencies Which Relate to Youth and Health Problems

With the large population of young persons to be found
on Guam, it is natural to find an increased concern among
public officials with the health and well-being of this
group. There are several different kinds of agencies which
are directly or indirectly involved with youth and their
problems on Guam, among them several volunteer groups such
as the Boy Scouts and 4-H Clubs. More directly involved
with youth problems in an official capacity is the Depart-
ment of Youth Affairs (DYA) which was created in September
1978 by legislative mandate. DYA derived from youth cor-
rections services and was an answer to the demand for more
comprehensive treatment of the social and behavioral prob-
lems of youth involved in delinquent and criminal situations.
DYA has as its current focus the twin programs of youth
(corrections) services and youth development.

The Special Services Division of DYA address youth
found guilty of criminal offenses by the courts. Programs
include juvenile detention in a secured group home environ-
ment, which is a short-term residential facility for care
and custody. This Division also has several cottage homes
in Talofofo for the non-security type of problem youth who
are provided with an alternative living situation that
emphasizes the learning of group living skills. Finally
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the Division has a vocational rehabilitation program which
provides work situations for high school dropouts who are
in the Juvenile Justice School for remedial education.

The Youth Development Division takes a more preventive
approach by emphasizing community-level programs aimed at
diverting would-be delinquents into constructive activities.
The services provided include recreational programs in
various communities, children's programs, and specific out-
reach efforts targeted to troubled youth.

While the Department of Youth Affairs at the present
time has no strong health care or health education component,
other than some intervention and outreach work done with
youth who are in trouble over drugs and drug abuse, it
offers an excellent vehicle for reaching teenages and
children with health information of direct use and benefit
to them. To the extent that youth problems involve drug
abuse and alcohol abuse, the Youth Development Division
is in a position to provide health care outreach services
to this targeted group and this targeted problem.

It is apparent, moreover, that youth indeed do not have
an adequate understanding of health hazards, health stan-
dards, the kinds of healthy behavior that are beneficial
in the long run, or even basic hygienic practices. What
has been quite damaging in this respect is the lack, until
very recently, of any public commitment to the provision of
substantial health information to young people through the
standard school curriculum. A problem survey given to
youth in the communities of Guam in the summer of 1980
illustrates the problem in that information about sex
behavior and drug use were not identified as problems by
the young respondents (600 altogether between the ages of
13 and 13), even though young people are heavily involved
in unwanted (teenage) pregnancies and substance abuse.
Thus, rather than showing that these are not real problems
as far as youth are concerned, the survey establishes the
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lack of information that might guide them in making better
decisions and in leading more healthy lives.

To this end, the Legislature in December of 1979 passed
a8 bill requiring the planning and implementation of a
school-based curriculum in health education. Planning was
begun in the summer of 1980, and the Fall of 1931 saw
health curriculum pilot projects instituted in a number of
secondary schools for 7th Graders. The curriculum, once
finalized, will be extended to involve Seniors in high
schools across Guam as well. It is also a priority for
younger children, in grades K through 6, to be more exposed
to health concepts and information about appropriate
healthy practices in the following areas: (1) nutrition,
(2) disease control, (3) personal health and hygiene
(including basic information about body systems), (4) family
and (some) sex education, (5) mental health, (6) safety and
first aid, (7) environmental health, (8) substance abuse,
(9) consumer health, and finally, (10) local health prac-
tices, such as traditional healing methods. It should also
be noted that the Legislature has also mandated a separate
curriculum with a bill passed in the summer of 1978 for
drug education to address the growing problem of youth and
substance abuse. The pilot curriculum for this is now being
finalized.

£ FINANCIAL ORGANIZATION OF THE SYSTEM
1. ZIntroduction

One of the most elusive components of any health care system
is an accurate description of its financial base. While
governmental appropriations {which commonly represent only about
40% of total expenditures for health care)} can, of course, be
usually tracked with a fair degree of precision. However, in
Guam and owing to the fact that government's participation in
health care financing is spread over so great an array of agen-
cies which report on different parameters, and because much of
government's participation occurs much Tater than the period
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for which the service is being provided (i.e., deficit financing,
interim appropriations, and emergency funding which cannot be
linked with prior service data), even public sector financial
participation is difficult to estimate with any precision. Data
reflecting costs and revenues attributable to private sector
providers are partially revealed in aggregate gross revenue
statistics, but are seriously misleading owing to cumulations

of revenues under headings other than those easily identified

as direct health care provision. Other funds flow, such as
those represented by insurance premiums collected, benefits

paid and retained earnings are not routinely reported for
health, as opposed to other, insurance policy holders,

Accordingly, the available data are not sufficient in Guam
(nor are they sufficient in more data-rich areas such as Hawaii
or most U.S. states) to accurately depict the true magnitude
of Guam's health care financing picture. What follows are
estimates based on the most reliable of the available data.
These, in our opinion, represent "ballpark" estimates at best
and are intended to reveal artifacts in current financial
balances which create problems with the total system.

*

Funding Sources

The dollars which flow in support of the wide spectrum of
health care delivered in Guam derive from four major sources,
including:

a. Federal grants-in-aid which Targely support special programs
and services, and which benefit special classes of people
such as the poor, and direct Federal programs which benefit
certain classes of people;

b. Government of Guam appropriated funds for purposes of
directly supporting health programs, (i.e., much of the
public health activity), providing supplementation or
deficit financing (i.e., as in the case of Guam Memorial
Hospital), and providing required matching funds for
various Federal grants-in-aid;
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c. Insurance and pre-payment programs which partially support
both private and public sector services through capitation
payments and direct fees-for-service;

d. Private, out-of-pocket payment at or after the point of
service delivery by individual citizens.

The Federal component comprises special purpose grants and
contracts for various public health, health planning, develop-
mental disabilities, mental health and substance abuse, and
similar services. A second source of Federal funds accrues to
the Medicaid program whereunder (at the time of this study) a
maximum of $900,000 is available to Guam annually. This ceiling
has been raised to 51,400,000 annually effective the current
fiscal year. A more limited source of Federal dollars flows
through the Medicare program. Finally, a wide variety of
other Federal entitlements bring dollars into Guam's system
through such intermediaries as the CHAMPUS, CHAMPVA, Veterans
Administration eligibility programs and Federal dependent out-
of-pocket payments. While the data are imprecise, it is our
estimate that somewhere between 20-25% of total expenditures
for civilian health services can be attributed to Federal
sources and beneficiaries of all types.

The Government of Guam represents the largest contributor
to payment of health and medical care expenses, estimated at
somewhere between 30-40% of the total expenditure. Included
here are direct appropriations made to the several governmental
entities which deliver health and related human services,
government matching funds which permit implementation of many
of the Federally-funded programs, appropriations for indigent
medical care and appropriations for Guam Memorial Hospital.
Obscured in governmental appropriations are those portions of
Federal direct subsidies to the Territory provided through the
Department of Interior, some of which must find their way via
the general appropriations process into health-related expendi-
tures, and foregone Federal revenues which are residual in Guam
in the form of taxes on income. It would be virtually



- 179 -

impossible to separate these funds from general fund appro-
priations and to more properly classify them as Federal invest-
ments in the system.

There has been recent and substantial growth in enroliments
in the two major health insurance programs in Guam (FHP and GMHP)
which, in their totality, represent an estimated 43,000 persons.
An additional indenmity plan local to Guam (HML) and various
off-island indemnity insurance plans (Aetna, Mutual of Omaha,
HMSA, and about 25 others) are estimated to enroll an addi-
tional 5,000 persons. At an estimated annual average premium
for an estimated 16,000 active policies (without regard to
who actually pays the premium) of about $650, this sector of
the financing system would account for approximately $11 million
dollars annually, or about one-third of the total.

Finally, private payment for health care is, in our opinion,
a fairly significant portion of the total dollar flow in the
system, perhaps accounting for as much as 12-15% of total
expenditures.

Table 25, which should be used with the most extreme caution
(in our opinion it probably represents a generally understated
and conservative estimate df funds flows), displays the probable
distribution of funds entering Guam's health care system by
major source.

Table 25

Estimated Total Expenditures for Health Care
by Source of Funds - 1980

% of Total
Federal SOUrCeS.....covveennennasnns $ 4.1 million 12.5%
Government of Guam appropriations... 13.7 42.0%
Insurance and pre-payment........... 11.0 33.5%
Private, out-of-pocket payment...... 4.0 12.0%

WM o sabaa g googooapa $32.8 million 100.0%
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When the foregoing distribution is viewed against U.S.
national trends, Guam appears as almost the inverse of the
Nation, with 54.5% of health care expenditures represented by
governmental purchases (as opposed to about 40% nationally),
and 45.5% representing private expenditures (as opposed to 60%
nationally). This would be expected, inasmuch as so many health
services and facilities are public sector in their sponsorship
and operation, and the private sector growth has become substan-
tial only recently. However, room appears to exist for a further
shifting of fiscal responsibility to the private sector payment
routes and a commensurate relief of at least some of the present
governmental financial burden.

Expenditures for Health Care

Per capita, it would appear that Guam spends approximately
$400 per civilian person per year for health and direct medical
services. Excluded from this estimate and the earlier estimates
are indirect health services such as environmental control and
improvement, and education in the health professions. The
distribution of these expenditures becomes the next area of
interest. Based on the best data available, we have been able
to construct Table 26 which i1lustrates the probable distribution
of Guam's total health care expenditure:

Table 26

Probable Distribution of
Health Care Expenditures in Guam, 1980

National
Expense % of Total % of Total

Physicians (private)....... $ 3.6 million 1% 20%
Dentists (private)......... 1.5 5% 6%

Drugs and appliances

....... .6 2% 8%

Laboratories, other medical
services and off-island

Care I e vkt Kjesd 9% 10%
Pre-payment administration. 1.0 3% 3%
Hospital and nursing care.. 17.2 52% 48%
Public health and other

governmental services.... 5.8 18% 3%
Research, education and

construction.....ccveuen. n/a n/a 2%
TOLA TS e e s teetaiie s oleaiaecnns $32.8 100% 100%
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The contrast with U.S. national distribution of medical care
expenditures helps somewhat to substantiate the probable accuracy
of this picture. For example, the lower expenditures in the pri-
vate physician system is accounted for by the fact that so much
medical care on Guam is administered through government facilities
via salaried physicians who are included in the inflated hospital
and nursing care figure. The high proportion of all expenditures
through public health and other governmental services reflects
the institutionalization of public medical care through many diverse
service programs of the Division of Public Health and other direct
service agencies.

Furthermore, the known expenditures for hospital and nursing
facility care on Guam when computed against the general pro-
portion of all medical care expense confirms the total $32.8
million dollar aggregate expenditures.

As in the previous sestion, the figures presented above
represent serious efforts to arrive at a reasonable, although
quite conservative, estimate of where the dollars flow. It is
clear that substantial opportunity remains for diversion of
private and cash flows to private sector providers of health care,
with commensurate reductions in governmental appropriations
responsibilities in some sectors.

Another confirming feature develops when the foregoing
estimates are contrasted with estimates (equally unreliable)
developed for the State of Hawaii. Hawaii, where personal and
family affluence is nearly double that of Guam (despite nearly
equivalent costs of living), the estimated annaul per capita
expenditure for health and medical care is about $800 per
person. This contrasts nicely with our estimate of about $400
per person in Guam. Other contrasts, such as the annual cost
of health maintenance organization premiums (about $700 on the
average in Guam as opposed to nearer $1,400 in Hawaii) further
contributes to the validity of the estimates we have presented.
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One final note is important. The general illiquidity on the
part of private citizens (e.g., personal checks are not believed
to be dependable by most merchants), public agencies (i.e. periodic
cash shortfalls), and a general under-insurance for the total
population, complicates collection efforts for the cash payment
for medical and health services in all but the free-of-charge
governmental sectors.

HEALTH MANPOWER

Earlier sections have included some health manpower counts and
distributions. There also exists an excellent health manpower
inventory based upon survey results which was published by Guam
Health Planning and Development Agency in August, 1980. Accordingly,
this section will be constrained to a critical analysis of significant
areas of manpower shortage, to analysis of qualitative aspects of
current manpower, and to an analysis of future sources of needed health
manpower, and will make no effort to duplicate other health manpower
documents.

1. Manpower Shortage Areas
a. Physicians

Table 27 below displays the current distribution of
licensed practicing physicians in Guam. Physicians are
distributed over the medical specialty areas in slightly
different proportions than those in the U.S. generally.

For example, 51% of Guam's physicians are medical specialists
as opposed to only 45% nationally. This would seem to be

a healthy sign, indicating more attention to primary and
ambulatory care with commensurate reduced attention to the
more expensive in-patient care. However, upon further exami-
nation we note that 37% of Guam's physicians practice surgical
specialties as opposed to but 28% of physicians nationally.
Thus, the illusion of a strong ambulatory care focus in some-
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what dispelled. Guam's medical community is not well
developed in the "other specialties" area, in which only
12% of Guam's physicians practice as contrasted with 27%
of physicians in the nation.

Table 27

Active Physicians in Guam by Specialty

Medical Specialties.....covevervaenans 35 (51%)
General Practice........... 14
Internal Medicine.......... 1
Pediatrics i rsiiitiys. S AnLES 9
Dermatology....... RED 0o DN 1

Surgical Specialties..... o b B SO 25 (37%)
General Surgery............ 6
Obstetrics/Gynecology...... 9
Ophthalmology.....covvvnnn 2
Orthopedics...........c.n.. 2
Otolaryngology........vun.. 3
Plastic Surgery............ 1
Thoracic Surgery........... 1
R T & 6 oo o s aip oo oy 1

Other Specialties....oocevevncecnenns 8 (12%)
Anesthesiology............. 3
TG Ao d Anadc soaodoontt 1
Pathology.......... HEO0aDAL 1
PsyChi Aty ta it el eie olele ose 1
Radiology........ A g o 2

As Table 27 further illustrates, Guam has an estimated
68 physicians in active practice, 59 of whom practice in
private settings with the remaining nine representing the
GMH house staff. Other physicians practice in Guam who
are not represented in the totals portrayed. For example,
three physicians staff public health programs, but cannot be
counted among direct patient care resources. There are 12
naval physicians licensed who occasionally, and to varying
degrees, practice in the civilian sector on off-duty hours
and/or by assignment. Because this substantial body of
medical talent is highly transient in nature, it should not
properly be counted as a base resource since its specialty mix
is always subject to change. Naval physicians practicing in
the private or GMH sector are estimated to represent the
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equivalent of about 2 full-time private physicians,
although the specialty care which they provide assumes
proportions of importance far exceeding the full-time
equivalency of their contribution.

Guam's total complement of physicians represents a
ratio of 8 physicians for every 10,000 people which may be
contrasted with the U.S. ratio of 20 physicians per 10,000
persons. It would be unwise for Guam to aspire to the
national norm, however, for the 20/10,000 figure represents
a seriously "over-doctored" population, and national efforts
are now directed to reducing that ratio to something
approximating 15/10,000 through attrition, reduced medical
education output and reduced importation of foreign trained
physicians. Thus, a more suitable target for Guam's
system would be in the range of 12-15/10,000.

Table 28 further examines Guam's current physician
supply against two sets of data which reflect physician to
population ratios in the State of Hawaii and also conservative
"norms" derived from various studies of physician productivity.
The rééder will note that 15 different areas of medical
specialization currently appear to be in short or non-existant
supply in Guam. This table suggests the potential of adding
some 43 new physicians to Guam's current supply which would
bring the total practice community to 113 physicians, resuiting
in a ratio of about 13 physicians for each 10,000 persons--a
favorable reflection of national tendencies. The future
distribution illustrated in Table 28 would result in an
increase of physicians in the medical specialties (from 51%
to 55%) thus further emphasizing the ambulatory care pattern.
Surgical specialties, while augmented, would fall to 33%
of the total which brings Guam's distribution closer to the
national picture. The greatest enhancement is seen in the
other specialty areas where the potential increase of 11
specialists would bring that sector's representation to 15%
of the total, still far short of the national figure. However,
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it might be seen as desirable to continue to focus on the

more primary, ambulatory and thus least costly medical

specialties in favor of overdeveloping unneeded specialty

areas simply for conformity.

Table 28

Physician/Population Ratios on Guam Contrasted
With Other Ratios, and Projected to Comparable
Future States

Medical Specialties

General Practice

Internal Medicine

Pediatrics
Dermatology
Alleragy
Cardiology
Oncology

Surgical Specialties

Gen'l. Surgery
Neurosurgery
0b/Gynecology
Ophthalmology
Orthopedics
Otolaryngology
Plastic Surgery
Colon & Rectal
Thoracic Surgery
Urology
Vascular Surgery

Other Specialties
Anesthesiology
Neurology
Pathology
Psychiatry
Rehabilitation
Radiology

—t ol ot ot w—] —t amd ) —]

—t ] ]

Guam

14,750
17,700
:3,600
185,500

-0-
-0~
he

:14,250

-0-

:2,900

142,750
:42,750
128,500
185,500

-0-

:85,500
185,500

(Ve

128,500
:85,500
185,500
:85,500

By

142,750

%
«xramily Practice Specialists
One specialized in neuroradiology

1
|

Need

Hawaii Standard Total New
14,800 18 4*
:5,000 1:1,700 1i7, 6
12,070 16 7/
n/a 1:45,000 2 1
:81,000  1:40,000 2 2
:47,000 1:51,000 2 2
n/a n/a 1 1
:12,067 n/a 7 1
199,000 1:100,000 1 1
13,800 n/a 7 0
;18,600 1:20,000 4 2
121,260 1:27,000 3 1
:37,200  1:29,000 3 0
163,700  1:100,000 1 0
129,700 n/a 3 3
:178,000 1:100,000 1 0
:38,800 1:36,000 3 2
:100,000 n/a 1 1
1:14,000 ) 3

1:68,000 1 0

14,300 1:25,000 3 2
1:21,000 4 3

n/a 1 1

1:53,000 2% 0

|

—
)
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=
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Other Health Personnel

With the excellent data already available through
GHPDA, we do not feel it wise to attempt an exhaustive
review of all health manpower in this report. However, we
have chosen to analyze a few critical manpower areas and
have made future projections for each as we have done above
for physicians. These are reflected in Figure 29 below.
Clearly the greatest current shortage area in nursing services,
with a deficit of 163 nurses estimated. Dental manpower,
except for dental hygienists, appears as a second priority
for future recruitment attention. In the case of dentists,
given the very poor dental condition of Guam's citizens,
the application of U.S. ratios may, in fact, be quite
misleading and the number actually required by Guam's
citizens may be substantially higher than that projected
in Table 29. A non-existent professional service, that of
podiatry, has been included in the table simply to call
attention to presently missing but potentially important
service professionals, especially as the population ages.

Table 29
Professional/Population Ratios for Selected

Health Professions and Projected Comparable
Future States

Needs
U.S. Standard Total New
5.2/10,000 5.2/10,000 44 1
Dental Hygienists 2/10,000 3.7/10,000 i/ -0~
Pharmacists 6.8/10,000 1.2/10,000 10 -Q-
43.3/10,000 46/10,000 393 163
Optometrists n/a 1.4/10,000 12 1

Podiatrists n/a .3/10,000 K] 3
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Qualitative Considerations

One remarkable feature of Guam's health care system is the
nearly total lack of systematic, rigorous and high-standard
licensure and registration of those permitted to practice in the
system. Thus, physicians, pharmacists, dentists and many other
health professionals practice in Guam essentially on the basis
of credentials which were issued elsewhere. The well-known
fact is that there are wide variations in the quality and rigor
of professional examinations and regquirements across the U.S.,
and widely varying qualities of medical education across
different countries. Therefore, the simple expedient of accepting
credentials issued elsewhere, in many cases a great number of
years ago, does not provide the protection truly needed by
Guam's citizens. This is not to suggest that a single one of
Guam's present cadre of professional workers lacks ability or
practices inferior medicine, but it is entered simply to raise
a serious note of caution that continued reliance on external
quality controls is not to Guam's best advantage. There are
many reasons why professional personnel succumb to recruitment
efforts and relocate in remote and rural areas such as Guam and
other Pacific Islands. Not uncommon among these reasons are
loss of practice privilege (but not loss of license) in other
Tocations, emotional and behavioral problems, and in rare cases
legal entanglements which are resolved by physical escape to
another area. These conditions which may be expected to
characterize some practitioners in Guam cannot be exposed or
fathomed by simply accepting professional credentialing done
elsewhere. They represent, however, situations whereunder
the professional competence of any practitioner could be
severely compromised.

Furthermore, once admitted to practice in Guam, there are
no further requirements imposed on professionals to maintain
currently in their field of practice. It has grown to be
customary in most areas of the U.S. to require most practicing
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professionals to periodically submit evidence of post-graduate,
continuing education which is aimed at keeping them current
and advancing their knowledge and skill in their respective
professions.

Given the severe shortages of health manpower in certain
professions and occupations in Guam, it is altogether under-
standabie that "any warm and willing body" would be accepted
rather than continue to deprive needy patients their services.
This, despite its humanitarian underlying motive, can prove
disastrous in the long run, however, because the practice
potentially places the care of patients in the hands of under-
or unqualified practitioners.

Future Sources of Health Manpower

Except for nurses, Guam presently stands in a totally
dependent position with respect to health manpower supplies,
and relies solely upon health professions educational institutions
elsewhere to supply her growing appetite for well trained,
qualified professional workers. Furthermore, as noted elsewhere,
there is no program under which Guam's young people can begin
to prepare themselves for entry into health professions education,
except for the field of nursing.

Recruitment of needed professionals in the public sector
tends to take the form of awaiting critical vacancies and then
setting into motion the laborious and time-consuming traditional
civil service recruitment system. In the private sector, with
the exception of the FHP medical staff, recruitment takes the
form of serendipity with the seeming expectation that needed
physicians, dentists and other short-supply professionals will,
somehow, automatically gravitate to Guam. There is, in short,
no central agency or organization which has the responsibility
or mandate to continuously forecase both public and private
professional supply needs and to mount a rigorous, systematic,
planned and continuing effort directed to identifying and
attracting the needed workers for the system.
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Needs for professional workers (demand for new suppiies)
arises from a combination of multiple forces. First of these
is the growth in the size of the population, and changing
population characteristics such as either aging or younging.
Economic factors such as increases in consumer's incomes
further generate demands for additional workers. The state-of-
the-art in medical and health technology, as it advances, brings
further new demands for additional workers and new types of
workers. As these forces come to play, they increase the demand
for health service by the population and in turn create demands
for health manpower.

On the other hand, the supply of needed health workers is
conditioned by quite different forces which often defy local
control, and which are more customarily not balanced against
the demand factors suggested above. For exampie, the pro-
fessional training system governs the flow of new entrants into
the many healthprofessions and into the coliegiate preparatory
systems which underlie them. Personal decisions as to location
and occupational setting on the part of new and existing entrants
in the health field result in variable regional supplies. The
degree to which trained professionals enter and leave the labor
force strongly influences supply at any given point in time. For
example, while one can project a "need" for more than 150 nurses
in Guam, there are likely twice that number available in Guam
who, for one reason or another, do not choose to practice their
profession. Licensing and certification are forms of regulation
which tend to affect the supply of available manpower, as does
the rate of pay offered at any given practice location. Where
Vicensure is difficult, supplies will be predictably short;
where pay and local conditions are attractive, supplies will
be predictably rich.

The foregoing discussion is presented as prelude to the
conclusion that a health manpower development system is presently
lacking in Guam. The missing system would be one which would be
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capable to balancing the demand and supply factors which affect
the availability of needed health manpower. Figure 18 depicts

such a system, but its construction in and for Guam remains
to be achieved.

Figure 18
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A Health Manpower Development System
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THE HEALTH SYSTEM'S ORIENTATION

The preceding sections of this chapter have displayed a highly
complex, pluralistic health and medical care system. The more or less
fragmented details of individual components of this system, as they
have been elaborated, tend to obscure a broader picture of the system's
overall “intention,” "purpouse," or as we choose its "orientation.”

The purpose of this section is to step back from the often bewildering
array of discrete, separate components in order to reveal what appears
to be the central orientation of the totality.

The attainment of "health” is generally taken as the overall
mission of any health or medical care system. Abundant research
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has now made completely clear that health is an outcome of
multiple societal and individual forces which contribute in
varying degrees to the attainment of health. Figure 19 below
illustrates these mutually interactive forces as they impact on
health of individual people.

Figure 19
Forces Impacting on Human Health
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Adapted from H.L. Blum, "Planning for Health,"
Human Sciences Press, 1974, 3.

Within the medical care sector of Figure 19, there can be
identified eight major components which comprise the spectrum of
comprehensive health and medical services. These, in turn, divide
somewhat equally into three broad categories which represent
distinct, and often competitive, system orientations, as follows:

l. Prevention

This category includes the formal means by which health
services promote health through education, awareness, fitness,
and related activities. Also included are those activities
directed toward the prevention of i1lness such as immunization,
quarantine and isolation, provision of pure water and safe
sewage disposal, early detection of illness in its pre-clinical
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stages, and routine medical surveillance of the apparently
healthy individual. The third component of this category is
commonly called maintenance of health which includes those
functions aimed at periodic examination, health appraisal,
and modifications in personal behavior and life-style.

The prevention component is normally considered the most
desirable portal of entry into the health care system, for
it places emphasis on preventing disease (primary prevention}),
the early recognition of disease (secondary prevention}, and
the restoration of function following disease (tertiary) pre-
vention). Ending the prevention cycle with rehabilitation
concepts ties the total health care system into a cyclical
organization as we will illustrate at a later point.

Acute Medical Care

In this second category are to be found the recognized
spectrum of medical, dental, psychological, optical, sensory
and other services commonly known as primary (entry level,
basic physician, dentist and other provider diagnosis and
treatment of presenting illness), secondary (general and
special hospital in-patient services, surgery of a general
nature, and advanced diagnostic work involving invasive
techniques), and tertiary (advanced and complicated surgery
intensive in-patient care of a highly technical nature, and
specialized services such as burn care, renal dialysis, and
the like).

Long-Term Care

The third category of the spectrum of health and medical
care includes long-term hospitalization, skilled nursing
care of convalescent patients, semi-skilled intermediate
nursing care intended for patients over long periods of
time, day-, night-, and partial-hospitalization services,
various levels of domiciliary and custodial care for patients
requiring sheltered and controlled living environments as a
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result of illness, and rehabilitative services intended to
restore impaired functions to some reasonable level of their
previous ability. It is important to note that this final
feature of the long-term care component is identical to the
tertiary prevention aspect of the prevention component, thus
completing the circle of comprehensive patient care.

While it is desirable that any system of health care embrace
the full spectrum of service orientations described above, it
is most customary that each tends to take on a flavor or
orientation which variously favors or emphasizes one or more of
the major components above, to the relative exclusion of others.
It is equally desirable, recognizing the multiple forces which
contribute the desired outcome of the system--health, that any
system of health care include means whereby not only medical
care is provided, but wherein substantial impacts are made on
environmental, behavioral and genetic components which strongly
influence health outcomes. Again, it is more common to find
health care systems which emphasize one or another of the factors
influencing health to the virtual exclusion of others. It will
be against the foregoing concepts that we will subsequently -
examine the general orientation of Guam's present health care
system.

As a basis for our characterization of Guam's current
orientation, a few notes distilled from the foregoing system
component descriptions are appropriate.

o the great majority of personnel in the health
professions are presently allocated responsibilities
in, or supportive to, the care and treatment of the
acutely il11 person.

e within public health programs, a great deal of primary
medical care is provided of a diagnostic and therapeutic
nature as high priority programs.

e more than 80% of health care expenditures are consumed
by the provision of primary, secondary and tertiary
medical care.
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o ambulatory facilities, including many of a public
health nature, are strongly oriented to acute/reactive
medical care.

® nearly every component of the delivery system is geared
to dealing with a presenting condition and its diagnosis
and treatment, without comensurate attention to related
conditions in the same individual, or to social,
environmental, economic, family and other attributes
of the individual, resulting in a very limited and
fractionalized continuity of care for individual persons.

e while there are exemplary exceptions, only very limited
primary prevention emphasis is evident within the system.
Programs such as hypertension screening, screening of
children and youth for developmental disabilities,
nutrition counselling, and integrated health education
exist but presently deal only with a superficial
degree of the total problem or potential target audience.

e the major locus of decision-making attention (by the
Legislature and other highly placed entities) appears
to be in the realm of financing and operation of acute
medical facilities and services.

e the focus of health planning appears to be on the
coordination, development and control of the acute medical
care delivery system, with considerately less attention
to the promotion and maintenance of health.

e health care facilities and providers are intensely
geographically centralized in the normal acute care
model extant in most U.S. mainland cities, further
emphasizing the acute/reactive emphasis.

While not meant in a critical vein, the foregoing features
of the present system must lead one to conclude that Guam's
current system is principally oriented to the provision of
acute medical care for the few, with commensurate lack of
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attention to health promotion, disease prevention, and
health maintenance for the many.

Alternative orientations do exist. The system could,
if further policy should dictate, be turned to a more pre-
vention/promotion orientation which relatively less attention
to the provision of acute medical care. A greater health
maintenance/behavioral, educational emphasis could be developed
to displace much of the present orientation. The latter
options are, of course, polar extremes not to be taken entirely
seriously as opportunities to be pursued at the expense of
needed acute medical care services. It is evident, however,
that a better balance within the system's overall orientation
may be desirable. In the policy options offered later in this
report, care has been taken to construct future alternative
courses with a view to enhanced attention to presently under-
developed components of the system. The improved balance of
the system's orientation cannot be achieved solely through
improvements in the health care system per se. Many changes
which would impact on social, economic and physical environmental
conditions would be important as means of more importantly
influencing the health of Guam's citizens. Greater attention
to human behavior and emerging life-styles can be predicted to
have greater influence on health than major improvements in
medical care will bring. Attention to biological factors
influencing health fall in part beyond the medical system as well.
Thus, in considering future alternative developmental courses
for the health/medical care system, developments in other
systems which impact on behavior, environment and biology must
also be considered. To improve the medical care system to its
ultimate can be expected to have no greater than a 20% con-
tribution to improved heaith. Other sectors of the economy
(employment, economic development, education, religion,
culture, transportation, family structure, housing, and recreation
to name but a few} must be brought into play and made to bear
on the health needs and status of the population concurrently




- 196 -

with improving the health and medical care system in order to
achieve the profound improvement of health which we believe
to be a high governmental priority.

OVERALL ASSESSMENT

Having now reviewed in substantial detail each of the major
operating components of the health care system and what appears
to be the system's overall orientation, it becomes possible to
step back from the details to take the broadest view of the entire
system. Just as in Section IV, wherein discrete probiems have been
collapsed into broader issues, it is important as a foundation for
subsequent recommendations to look now at broader issues of the
total system.

Certainly not by master design, and as a product of private
development during the last two decades, Guam now has a completely
pluralistic health care system replete with most of the advantageous
ingredients of similar systems throughout the United States, but
also complete with all of the defects characteristic of pluralistic,
uncoordinated social efforts.

Figure 20 is one attempt to pictorialize the current Guam
health system. We have chosen the symbolism of gears to depict
the many system components (or sub-systems) for we wish to begin
now to emphasize the importance of establishig linkages between
and among the many separaie, discrete anc autonomous features of
the system. If, as we believe, we have captured the system
accurately, it is immediately clear that there is not one system,
but at least three separate and distinct major health systems and
at least 16 external but closely related systems now operating.

In some cases, these are mutually supportive although not fully
articulated, as in the case of the U.S. Military system and the fre-
quent role which it plays in support of Guam Memorial Hospital as

in the informal supply of physician specialists, or as it supports
pharmacy services within the Government of Guam by providing low
cost purchasing agreements.
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However, there are other less desirable kinds of relationships
evident in the current scene such as the parasitic linkage between
Guam Memorial Hospital and the Guam Memorial Health Plan. This
linkage is indeed closely articulated, but only to the apparent
end that GMHP has the capability of feeding off of the resources
of GMH. Similarly, the multi-tentacled relationships between the
Federal Region IX office and multipie components within Guam suggests
vast opportunities for work to be done at cross purposes with other
work. Equally damaging are the multiple operating Tines of
communication (and often interference) which exist between the
LegisTature and some key components of the system. In the
latter instance, if the Legislature had executive responsibilities,
this would be perfectly legitimate and understandable.

Finally, the diagram makes it abundantly clear that between
many important sectors of the system, there do not appear to exist
any truly functional articulations or working relationships. For
example, one can identify both community health planning and mental
health planning as having Jittle in the way of functional linkages
to other key operating components. Environmental concepts are
fragmented, private pharmacy practice is at a stand-off with drug
dispensing in private physician's offices and clinics, the emergency
medical system functional elements 1ie well beyond the locus of EMS
planning in the Division of Public Health, and voluntary health
programs tend to function is relative isolation from their govern-
mental counterparts as in most other places.

On a more positive note, Figure 20 clearly depicts a dual
sector approach with a sharply defined private sector working in
the same environment as do public sector services. While the
private sector is presently still undeveloped, the fact that it
has grown to its present stature in about 20 years is noteworthy, for
this private sector development undoubtedly presages further exploita-
tion by private interests and perhaps reduction of public sector
services. It may, indeed, be appropriate to later consider whether
such private growth is not completely worthy of aggressive
stimulation by the government, both as a means of furthering Guam's
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economic development and of removing the government from a
substantial portion of its present responsibilities which could
be assumed by an enlarged private sector delivery system.

The term "system" is essentially a concept rather than an
entity which can be held or felt. The concept of system is an
organization which pulls together the great array of medical
bits and pieces seen by individual patients one at a time. A
system weaves these bits and pieces together in an intelligible
pattern wherein comprehensive health services provide health
maintenance, prevention of disease where possible, diagnosis
and treatment where disease exists, and rehabilitation at all
stages of disease to prevent after effects. In Guam's present
health care "system," a tragic paradox seems to exist: the tools
are largely available and are sporadically‘applied where patient,
doctor and tool (sometimes serendipitously) meet. But, by and
large, in a smooth flow of interrelated and uninterrupted service,
the tools and skills of modern health care are not uniformly
available or accessible to all the people in need of them. In
brief, health and medical services are clearly not always available
or accessible to the right patient, at the right time, in the
right place, in the right amount, and at the right cost.

The basic problem is that a set of components have been assembled
or have developed, most of which operate with relatively good
internal efficiency--they do what they are supposed to do quite
well, with good outcomes and at fairly reasonable cost. But, they
generally lack suitable interconnections between components, and
until these have been established, a total true system will never
really exist. The hospital sub-system and the private medical
practice sub-system apparently function reasonably well as
independent systems. There is some interlocking to be sure. But
the interfunctioning of just these two sub-systems of the total
results in a fire-brigade technique--patient becomes i11, usually
receives concentrated care in a hospital bed and is surrounded
by the best available medical talents. Had other components of
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the system been functioning in unison, the patient might have

been spared the illness in the first place, or his physical,

mental or social restoration might have begun earlier. With the
clearly existing discrete components (sub-systems) now in place,

the typical patient stands a good chance of getting lost in the

maze created by the varied, frequently separate, types of services
or facilities he may require. Thus, the problem which this analysis
presents is that of achieving better utilization of already available
medical and health resources, which results in greater output (focused
where it is needed and when it is needed) with the same, or less,
input. This, of course, calls for the highest degree of efficiency
within the system for the maximum output. Where medical care
systems as in the case of Guam, lack the necessary interconnections,
one then turns to the device of "articulation" as the means of
devising a functional system from among disparate sub-systems.

The articulation of sub-systems within a total system does not
necessarily imply a merging of agencies and groups. It does not
imply a hierarchical structure in which some agency, organization or
profession is the "boss" and all others are "subordinates." It
does, however, imply coordinated planning in which community goals
and priorities--not merely those of the sepaéate public and private
sub-systems--become the targets for achievement through mutual
involvement.

Thus, articulation as used here means the blending of objectives
and effort put forth by many diverse and often autonomous persons,
agencies, organizations and facilities. Articulation is meant to
focus all components of the system on the central need, rather than
the dispersal of effort on peripheral or secondary needs (which
tend often to be seen as primary needs when they are viewed from
the limited perspective of an individual sub-system).

There are predictable barriers to achieving articulation or
interagency coordination. Agency diversity, wherein organizations
differ not only in clientele served, in sources of funding, and in
specialized skills offered, but also in objectives and goals and
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in divergent sources of authority. Specialization is another
impediment to articulation, and most existing health and medical
care sub-systems are intentionally specialized and give little
coordinated attention to the "whole person." Deficient communication
is another kind of deterrant wherein many professional workers
associate with one kind of endeavor remain ignorant of the services
and activities of those workers not directly connected with their
areas of endeavor. This occurs, remarkably, not only between agencies
and organizations, but within the same organization. Professional
conflicts present another major deterrant. While the medical pro-
fession has historically seen the ieadership role as its, that

role has been diminished by the trends toward specialization in
medicine itself. Unfortunately, each profession contributing to
the total health system can be expected to see the patient's need
from their own special viewpoint, and with Tittle reference to
other, equally valid, viewpoints. Inadequate motivation blocks
effective articulation, and it is easy to understand reluctance to
participate in coordinating endeavors when gnes own world is going
along swimmingly and when so much time and extra effort may be
required, and when an enjoyable status quo may be adversely
affected.

Despite such seemingly insurmountable obstacles, we are
convinced that changes in Guam's society and changes in diseases
are reshaping the medical care needs of her population. This
coupled with a short supply of funds, creates a demand for a system
where all the necessary facilities, and al1 the necessary resources
are brought to bear, in an orderly and articulated manner, to meet
these emerging needs, in as efficient way as possible. The ingre-
dients of such a system already exist in Guam. To a large degree
and for a variety of reasons, they are not fully articulated into
a master system for the delivery of health care which focuses upon
the whole person.

The task now becomes one of finding ways to better articulate
the existing components, of providing fits for future components
to be added, and of building in assurances that the barriers to
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articulation have been accounted for. This discussion may now

be brought to closure with a suggested pattern for a fully
articulated sytem. In later sections of this report, specific

and alternative suggestions for future development are offered.
These are each intended to help in bringing Guam's health care
system closer to the recommended fully articulated system suggested
here.

Figure 21 presents an articulated system which is well within
the grasp of Guam. It is a system which recognizes the value and
importance of each existing component, but which places each into
a functional (and in some cases, an interdependent) relationship
to other components with which interactivity would be beneficial
to citizens and their health needs.

The proposed future system configuration, toward which many
of the recommendations presented are directed, consists of four
major sub-systems, all closely articulated but each with a high
degree of internal integrity. The first major sub-system could
be termed the "planning and development" system (labelled 1 in
Figure 21) wherein closely articulated personal, public health,
mental health and other kindered planning activities are subsumed.
This sub-system can be seen as a form of guidance system for the
total system, providing future directions, coordination and over-
sight for the total system's functioning. It should be noted that
the Governor and the Executive Branch of Government is seen as most
closely articulated with this sub-system, for the concerns of this
system lie primarily in the arena of public policy development.

The multiple and varied roles of Federal agencies, exemplified
by the Region IX offices of the Department of Health and Human
Services, are shown as desirably impacting on the total system
through a close interface with the Governor, not with sub-components
within the system, thus providing a greatly enhanced ability to
creatively coordinate and style Federal initiatives to the real
needs of Guam. The Legislature is portrayed in a highly central
position, with close articulations with the three major delivery
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sub-systems. This is not meant to connote a controlling

linkage, but rather to display the central importance of
legislative acts as facilitators of the functions of multiple
system components and of the necessary integration and coordination
between and among sub-systems and their internal components by
means of enabling or regulating statute (e.g., licensure, funding
for the poor, etc.).

The second major sub-system is that which provides all in-patient
health and medical services for Guam's civilian population, and which
additionally will be called upon to provide highly technical secondary
and tertiary in-patient services for Guam's adjacent Pacific Island
populations. This system is seen as remaining desirably as a central
responsibility of government, although other options to later dis-
associate in-patient services from government sponsorship still
remain and even these would continue to permit the close articulation
of the hospital sub-system with the other two major delivery system
sectors.

The third major system represents the private sector health
service providers. Illustrated in system 3 are all of the existing
health and medical care providers, with the implication that they
may severally be functionally associated with one another to permit
not only recognition and utilization of each existing delivery
component, but also to provide for smooth and effective patient
referral between and among the currently separated service components.
It will be noted that the total pre-payment system as it presently '
exists has been included in the private sector sub-system, and
future additions to current pre-payment programs can be conveniently
added to the internal system displayed. Close relationships between
the private practitioners of the healing arts is increasingly seen
as both necessary and desirable as means to enhance cost-consciousness
among health care providers and to provide incentives for their more
cost-efficient operations. This sub-system is linked both to the
in-patient care sub-system and to the prevention-social service
sub-system, for the services of private sector providers are
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required to achieve full function of the other two main delivery
sub-systems, and members of the private sector sub-system are,
in large measure, dependent upon the other two delivery sub-systems.

The fourth major sub-system we have termed the preventive-
social service system (number 4 in Figure 21). Here, not only are
close working articulations among and between the official health and
social service systems of government impiied, but closer working
relationships are also suggested with a wide spectrum of other
governmental systems which contribute to health care or which in
some ways depend upon the health care system. The contributions to
health care derived from presently external and isolated systems
can, in this image of the future, best be gained through the portal
of the preventive-social services sub-system. In some, as in the
case of emergency ambulance services operated by the Department of
Public Safety, a more direct articulation between two major delivery
sub-systems is portrayed as appropriate. Similar supportive
relationships for both the University of Guam and Guam Community
College are foreseen as important with both the private sector and
the preventive-social service sub-system as future manpower and
educational support networks are fully developed. A possible new
adjunct to public health services--family health centers, and their
close articulation with home care programs--have been included in the
preveative-socia1 service system as an indication of the desirability
of separating primary medical care services of government from the
acute in-patient sub-system. These, as the diagram suggests, need
however to be closely articulated with the private service delivery
sector, for much of the professional service will continue to be
derived from that sector.

As explained earlier, the articulations and coordinations
suggested in the proposed future system configuration are not
intended to establish any kind of heirarchical superior-subordinate
relationships between any sub-systems or components thereof. What
is suggested is the establishment of mutual working relationships,
means of mutual participation in decision-making and program
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planning, formal dependency linkages, and cross-component,
cross-service participation in health service delivery. The
establishment of a closely articulated total system will require
recognition of the existence and value of each component by all
other components, in some cases incorporating the abandonment

(or at least development of a partnership) of the delivery of some
services in favor of their assignment elsewhere. For example,
with respect to primary out-patient medical services provided by
government, their separation from Guam Memorial Hospital is implied
in the system design, but this does not mean that medical staff
and other resources of GMH or of the private sector are not to

be employed. In another case, the recognition and articulation

of retail pharmacy with the private medical practice sector does,
for the most part, suggest abandonment of present private office
drug dispensing practices, Teaving to the organized pharmacies

at either the retail level or in organized medical groups the drug
dispensing responsibilities of the system. At another extreme,
the proposed system suggests not only recognition but articulation
of the Surubanu and Suruhana who now practice their traditional
medicine in total isolation and separation from Western medical
practice.

Many of the major issues which are highlighted in the
following section of this report relate to the current structure
of Guam's health service system. A1l of the major recommendations
and alternative developmental pathways suggested in Section V
serve to support and document the desirability of the proposed
future system configuration discussed above.



IV. PROBLEMS AND ISSUES

INTRODUCTION AND PROBLEMS OF THE SYSTEM

Deriving from the foregoing analysis of individual system
components, and from personal interviews with more than 100
informed persons on Guam, the study. team assembled an awesome
T1isting of specific, discrete problems and issues which confront
Guam's present health care system. We have chosen to ignore a
great array of small and relatively unimportant problems in the
following section, reserving it for the most major issues and
problems from among this lengthy Tisting. These have been organized
within four major areas of concern: financing of health service,
delivery of health service, organization and management of health
service, and the quality of health services. Since issues and
major problems relate to specific sectors of the delivery system,
we have further partitioned them as they relate to four major
perspectives: Guam Memorial Hospital and related institutions, the
Department of Public Health and Social Services, the private sector
of professional practice, and the general system. Our intelligence
regarding issues and problems stems from reports received from private
citizens, elected public officials, governmental agency officials and
operatives, staff members of the hospital, military officials, pri-
vate practitioners of the healing arts, business people, and religious
leaders. It does not appear important to us just exactly who
perceives the problem or issue--the major concern is that those which
we present here are in fact either directly observed and documented
problems/issues are are felt to be important issues by well-informed
people within the community and within the health care system.

A redundant note of caution must be entered at this point.
Beginning next on page 209, the reader will enter Table 30 which
displays a wide and impressive array of quite serious problems.

The normal temptation will be to begin to develop notions as to how
each specific problem might be dealt with individualiy. For example,
late payment of Medicaid providers is amenable to immediate solution;
the issue of lack of night and weekend easy access to pharmacy
services can be approached in a straightforward manner.
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Every issue and problem included in the following pages can be
similarly attacked as if it stood alone and had no "root causes.”
As we emphasized in the introduction to this report, to do so would,
in our opinion, be wasteful and unproductive. Each issue and pro-
and a "crisis,"

blem reported here can be viewed as a "brush fire,'
to which a band-aid can be applied as a solution. The reader should
bear in mind the honored medical axion that treating the symptoms
(the brush fires and crises) without treating the underlying cause
is simply palliative, and the therapist can usually expect to see
the same or related symptoms reappear at another time in history.

For this reason, we present the issues and problems as we
presented the earlier critical description of system components,
only as a diagnostic tool which supports our concluding identifi-
cation of major factors or forces which compel, create, foster
and encourage the kinds of problems and issues reported here.
Appropriate "treatment" should only be applied to these latter
"causal" factors, and dealing with them rather than with discrete
problems will assure a more profound and lasting solution to the

more symptomatic issues.



FERSPECTIVE:

Guam Memorial Hospital

Financing Problems £ Issues

acute pericdic financial crises
affect every phase of GMH operation

the frequent lack of adequate funds
in GMH results in basic supplies
not always being available when
needed

the hospital pharmacy finds it
nacessary to depend on retail
pharmacies when it runs short and
needs to purchase on short notice,
atL substantial increased costs

GMNH often fails to recover all
that is due it, owing to poor
billing and collection procedures,
underpayment, no payment and
partial payment, and failure tao
bill all eligible payees

palitical interference on behalf
of individuals nften makes GMH
collectinons nearly impossible

undisciplined admitting procedures
at GMH result in misclassification
of patients in terms of payment
elipgibility, resulting in improper
charges to various entitlement
proprams or in lack of collection
frem availahle entitlement programs

GMH is slow in rendering bills,
some as long as I years old, and
peopls forget the details and
become reluctant Lo pay

Table 30

Problems in Guam Health Care System

Organization & Management
Problems & Tssues

GMH appears to have essentially
no constituency or advocacy for
it and and its programs

GMHA plays a weak role of buf-
fer for GMH management with the
comnunity in general, and with
the Executive and Legislative
branches of government

the lack of continuity in GMH
management makes resoclution of
internal hospital problems impos-
sible. Under conditions of routine
management turnover, neither short-
term nor long-term plans can be
instituted, let alone followed
through

MH has had 7 administrators in
four years, and with the latest
resignation, it now is B, thus

averaging a 6-month tenure per

administrator

the Failure to give any one GHMH
management team an adequate period
of time and lirm ground rules to
work with has occasiond management
chaos

GHHA is in conflict of interest
since it controls both CHH {(a
provider of service) and GHHP
(a purchaser of =ervice on a
nepotiated hasis)

Service Delivery Problems £ Issues

provision of all indigent medical
care responsibility has been made
that of GMH, and not shared with

DPH and other appropriate entities

off-island medical care is an
illogical GHMH responsibility

the design of GMH causes logistiral
service and storage problems and
wastes space

physical facilities for mental
health services at GHH are inade-
quate, and maximum security rooms
are non-existent

GMH discharge planning is not
fully coordinated with public
health or private medical
follow=-up programs

some patients in GMH feel the
need for family/friend to tend
to their personal needs, espec-
ially after 10:00 p.m.

there have been cases where a

private physician prescribes sur-
gery, but cannot enlist GMH staff
physicians to provide assistance

GMH has controlled hours for re-
lease tn remains to the dis-
pleasurs of some mortuarics

Service Quality Problems & Issues

- GHH has a shortage of qualified

manpower in some areas

inadequate inservice training
for GMH staff members

owing to critical nursing
shortages, some GMH nursing
supervisors have dual and
triple responsibilities

there are some GMH services in
which nursing supervision is not
adequate, relating to lack of
basic training In some cases

GMH lacks maximum security holding
facilities for criminal and
related cases which must be held
in the hospital

GMH OPD and ER discharge patients
who complain that they still have
the presenting symptoms and don't
understand what appears to be lack
of affective care

GMH is seen by some clients as
not being as clean as it might be

the local media convenys a negatiw
image of GMH and people tend to
beljeve it hecause it is so
comstant

- 60¢ -



PERSPECTIVE:

Financing Problems & Issues

because of lack of resources, a
systematic program of preventive
maintenance is not now provided at
GMH, creating certain high future
costs

the two separate facilities at GMH
pose problems of duplicated costs
of maintenance

the "old" GMH building has deterio-
rated to such an extent that
refurbishment costs would be a
waste, and current maintenance
costs are extraordinarily high

there s no system operating for
appraising the relative operating
rfFiciency of hospital departments
as a cost reduction device

past rate increases have not
been disproportionately allo-
rated to cost centers as a means
of maximizing reimbursement

from Federal programs

Guam Memorial Hospital (continued)

ggganization & Management
Problems & Issues

political interference sometimes
occurs with internal management
and personnel administration

GMH lacks a master long-range
institutional plan to guide
future development

GMHP is poorly managed, apparently
to the advantage of the management
firm and not the Plan per se

poor supply ordering practices
exist in GMH, with no materials
management program involving pre-
selected and dependable suppliers

GMH lacks needed services, supplies
and upkeep which would permit its
operation as a first-rate hospital

GMH has an overabundance of
employees in some categories,
due in part to patronage

GMH personnel department

operates principally as a clerical
clearinghouse For civil service
hiring procedures, and does little
regarding systematic recruitment
and staff refreshment

although a semi-autonomous agency,
GMH is saddled with a cumberscme
governmental hiring process not
suited to medical staffing

Service Delivery Problems £ Issues

Service Quality Problems £ Issues

GNl'Y personnel are seen as not
meeting the emotional needs of
patients

the GMH OPD system is cumbersome
for patients who need to make many
steps as they progress through the
OPD system, becoming depressed and
angry

care in GMH emergency room is some-
times slow

the elderly tend to find the GMH
OPD unacceptable and tend to go

to their own private physician

and pay the bill--often a physician
from earlier years whose specialty
may be irrelevant to the older
person

GMH has essentially no transporta-
tion service

- ole -



PERSPECTIVE: Guam Memorial Hospital {(continued)

Financing Problems & Issues

Organization & Management
Problems £ Issues

the GMH medical director operates
without telephone or secretary,
having to rely upon a bulky
"walkie-talkie" for communication
with staff physicians, other units
and administration, making effec-
tive medical supervision difficult,
if not impossible

GMH nursing services have an
unwieldly administrative structure
which tends to deal with erisis
management, owing in large measure
to the acute shortage of registered
nurses

there are significant protocol
violations within GMH relating
to a lack of efficient super-

vision

because GHH is required by law
to service certain categories

of patients without remuneratiom,
it has become a dumping ground
for certain private practitioners

Service Delivery Problems £ Issues

Service Quality Problems & Issues

. (14 =



PERSPECTIVE:

Department of Public Health E Social Services

Tinancing Problems & Issues

there have been few experiments
with patient cost sharing in public
health programs, resulting in
foregone revenues

because of lack of funds, especially
in later quarters of the fiscal
year, clients do not always re-
ceive eligible services when needed
resulting in occasional life-
threatening situations as in CCS
children's service curtailment

insufficient employment and use

of less costly medical providers
auch as nurse practitioners, physi-
rian assistants, nurse midwives,
etc., resulting in high cost and
low volume of physician provided
sorviees

bureaucratic and pelitical failure
to deal realistically with medicaid
definitions, services and collec-
tions from the Federal government

phy=sicians are concerned that
mrdicaid eligibility permits many
inapmopriate persons te be covered

very slow and late medicaid reim-
bursement due to cash shortfalls
Al mamat elaims processing

medicail spending of S400 per
person per anoum i5 very low by
any =landard

because of current fiscal crises,

meilicaid does not allow or pay for

I f=island medical care, regardless
- . -

vl F F ¥
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Organization & Management
Prohlems & Issues

some units within DPH are frae-
tionated with less than desirable
inter-program coordinationg

little drawing together of divi-
sjons within DPHESS or estab-
lishment of common missions to
which each contributes

there is no administrative or
policy watchdog over the public
health programs

the existing Board of Health is a
medical board of health which is
characterized locally essentially
as a "country club" which plays a
weak role

DPHESS section heads can't always
get their job done because of
administrative (mainly fiscal)
barriers

many Federal regulations and guide-
lines are inappropriate for Guam,
forcing in some cases the deploying
of medically trained personnel to
perform purely administrative work
and forcing unneeded programs to

be mounted

organizational structure in public
health could be improved

insufficient communication acrnsus
and within divisionn

penerally vague and unclear
authority relationships

Service Delivery Problems £ Issues

Service Quality Problems € Issues

public health operations do not
provide sufficient out-patient

and clinic services in the various
districts to meet existing needs

PL 14-94 placed indigent care in
sorial services, but the responsi-
bility bhas not been assumed and
there is not coherent program for
the indigent

EPSDT program only enrclls 15-20%

of eligible children, and is of low -
priority because of insufficient
dollars to pay treatment bills or

to provide requisite screenjing
services

there is a weak public health

program in nutrition and virtually

no involvement of private physicians
in nutrition counseling for their
patients =

majnr nuisance and health hazards,
surh as stray dogs, not dealt with
forceahly

environmental health is reportedly
slow in inspecting and correcting

insect breeding problems =

environmental health is reportedly
lax in making recommendations pe:

sewape problems following freguent ==

lowland Flending

Federal food and drug amd 1ncal
canital inm repulations are not
sufficiently well enforced

positions in DPH & S5 often
filled by politically selected
persons who cannot do the work
required of the position

severe shortage of traimed public
health nurses who are normally
seen as the backbone of case-
finding and follow-up for all
other health programs at the
village and home level

- DPH £ SS dentists are clinically
trained and oriented with none
having had formal public health
dent istry training

- general lack of personnel at
sypervisorial and middle-management
levels with formal public health
training

- virtually no programs for in-
service training and professional
development of staff

follow-up of communicable disease
cases and contacts is not always
complete or routine

clients and their needs are
fractionated over multiple and
uncoordinated programs

patient records within DPHESS

are fractionated, and the

same individual appears in multiple
nd unrelated medical records and
anrial service records
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PERSPECTIVE:

Department of Public Health

& Social Services (continued)

Financing Problems & Issues

Organization & Hanagement
Problems & Issues

general lack of written policies

lack of clear written goals and
objectives for many programs

unstable, confusing and non-
participative internal budget
processes

general lack of consistent planning
process, resulting in few written
plans to puide activities

general lack of program evaluation

Service Delivery Problems & Issues

Service Quality Problems & Issues

-- present childrens dental program

insufficient to reach the required
audience, as a result advanced
decay is prevalent in early
childhood

less exapensive and more effective
{in the long run) preventive
dental programs are foregone in
favor of treatment programs for
ralatively Few clients

DPH & 85 not taking the lead in
providing dental care for the aged
with mobility limitations, the
pour, and prisoners, and private
sector dentistry has little
interest or time For these patients

st L2



PERPSECTIVE:

Private Sector Health Services

Financing Problems & Issues

-- physicians are not paid realistic
fees under Medicaid, which deprives
many recipients of total free
~hoice of provider, for some
physicians and other providers
will not serve Medicaid patients

because of delays in payment and
outdated pricing, only 4 pharmacies
will currently accept Medicaid

pat ients

despite their status in the
rommunity, private sector pro-
viders are not a potent voice in
asszert ing the financial needs of
fiMH, their principle work place

-=

Organization £ Hanagement
Problems & Issues

there is an absolute lack of
physicians in neurosurgery,
family practice, pediatrics,
obhstetrics, chest and vascular
surgery, ophthalmology, oncology,
cardiology, and neuro-radiology

the Navy is beginning to rely on
private medical practice for
dependent medical care {e.g.
abortions and orthopedic care)
and the civilian system is not
prepared

the customary supportive role
played by Navy physicians is
declining and the Navy can no
longer support physicians not
gpecifically needed in their
services, but who may be needed
for Guam's civilian populations

there is no malpractice insurance
available for pharmacists, physi-
ciana, denti<ts and other profes-
sional practitioners

the existing medical, dental and
other professional organizations
do not play customary roles in
recruiting new professionals,
providing continuing esducation
opportunities, asserting quality
stamlards for their profeszion, or
collectively orpanizing te Further
their pespoctive intorests

Service Delivery Problems & Issues

medical and dental offices and
clinics are open for primary care
only during the traditional
buniness hours, and few offer
weekend or evening service

private physicians are reported
ta be slow in expediting legal
documents, including filing
cert ificates of death

many physicians act as their own
pharmacists, dispensing greater
than "office doses" and owninp

their own pharmacy in some cases

hecause of rompetitijon with physi-
cian dispensing, private drug
stores cannot carry full line of
drugs, requiring patients to go to
several ta get multiple prescrip-
tions filled

there is no pharmacy in the
southern or northern areas except
one public health pharmacy on 3
part-time hasis

there is no 2u-hour pharmacy
sorvice

the local pharmacy wholesaler idoes
not carry full line, creating loag
drelays in ordeving of F-island

Arup, profiles on individual peaple
are imprssible to maintain hecanse
pationts are requived to shop

araound to get prescriptionee filled

and no pharmacy has a consistent
patient population

Service Quality Problems & Issues

the only quality assurance avail-
able in the absence of standard
medical licensure or a Board of
Medical Quality Control is the
credentjals committee of GMH,

and that is not known for being
strong

private medical clinices are
not regulated

pharmacy practice is not regulated
and there is no real pharmacy
practice act

- bie -

pharmacists are not all quality
educated and lack important
abilities in patient counseling

there appears to be lax screening
of foreign trained pharmacists

many Guam dentists are Foreign
trained and may not meet the
customary U.S. standards for
dental practice

clinical laboratories are not
regulated and there is no formal
quality control mechanism to
contral the quality of their work

lark of ljcensure laws results
in insurance companies refusing
tre affer malpractice insurance for
Tecal proactivionevs, and forses
Vine Covevtment of Cuam o self-
inaure jts professional employees



PLRPSECTIVE:

Private Sector Health Services (continucd)

Financing Problems £ Issues

Organizat ion §{ Management
Problem & Issues

most private professionals have
tended to localize their offices
and clinics in the central urban
area, in close proximity to the
hospital

there are no organized off-island
referral and consultation net-
works established by private
practitioners for their benefit
or that of their patients

Western professlionals have not
established linkages with
indiginous practitioners

Service Delivery Problems & Issues

Service Quality Problems § Issues

-- there is no clinical pharmacy
practice in Guam to assist
physicians with drug therapy

-- inadequate psychological and
psychiatric services

-- the lack of malpractice insurance
concerns physicians who are in
the prime of their practice, and
several are considering leaving

-- the lack of malpractice insurance
is a prime force in keeping out
new physicians

== the existing arbitration laws have
not been put to work, but even
then will not itself overcome the
need for malpractice insurance

-- medical care tends to generally
overprescribe, owing to lack of
malpractice insurance, appropriate
utilization review mechanisms,
physician ownership of pharmacies
amt laboratories

-- there may he a good deal of
unnecessary surgery because of
ton few available and competent
ronsultants to render second
crinjons

-- many physicians do their own
dispensing of greater than office
do=es, providing an incentive for
over-preseribing

-- some dispensing physicians do not
propercly label office prescriptions,
aml pharmacists cannot later
properly eefill them upon request

-= patients aften receive medications,

but are not properly counselled in
their nse

S ©



PERSPLCTIVE: Private Sector Health Services (continued)

Financing Prohlems & Issues

Organization & Manapement
Problems £ Issues

Service Delivery Problems & Issues

Service Quality Problems & Issues

physician ownership of pharmacies
is an unethical practice under
AMA codes

there is insufficient on-island
professional continuing education
for all health professionals

there is insufficient continuing
education for physicians, they
practice too far from medical
resource centers, and thus may

not be as current as they might be

it has proven hard to get
"syccessful" physicians to come
to Guam, and most are viewed as
being in Guam for reasons of
personal problems

NS



PERSPECTIVE:

General System Considerations

financing Problems & Issues

-- insurance coverage is not universal -
and totally elective, resulting in
many non-insured who could be so
but who become government responsi-
bilities at the time of need
because of their lack of insurance

== there is no low cost health insur-
ance plan for families not eligible
for medicaid, but with some finan-
cial resources

-- gome elderly, who are eligible, do
not enroll in Medicare (high deduc-

table and co-insurance requirements) --

and have no incentive to do so since
they will be cared for under other
GovGuam supported programs at no
cost, resulting in large foregone
revenues

-- current health insurance programs,
regarding obstetrical care limit
benefits only to in-patient care,
thus requiring many insured but

Inw- intome women to become Medicaid -

or indigent care bheneficiaries for
ambulatory pre-patal care

-- GMHP has few controls over utili- a
zation, resulting in Financial bur-
dens on GMH and on private physicans
who participats but are not paid
bhocause of cost overruns.

Organization £ Management
Problems & I[ssues

there is no functional central
governmental health policy board

lack of formal mechanisms for co-
ordination within the governmental
health care system, either inter-
agency or inter-departmental

no neutral arena for regular com-
munication, coordination, adju-
dication, or education among
agencies involved in health care
deliverly

government has a history of rel-
atively rapid change in depart-
ment heads who don't stay in
office long enough to become
knowledgeable and effective
owing to political changeovers

Guam has a young government, still
dealing with inherited problems
with the electorate expecting
miracles

legislators are not yet completly
sophisticated in understanding
health system problems

the power of the Filipino vate
and the rale of I'ilipine deortors
steonply skews political deeision-
making repariding heallh sepvicrn
and ©MIL

Service Delivery Problems & Issues

Service Quality Problems & Issues

there are no group homes for the
physically and mentally handicapped

no sheltered environments for
assistance to ‘the retarded and
others unable to live indepen-
dently

inadequate guidance and counsel-
ing, day care and boarding serv-
fces, and special counseling for
physically disabled

government buildings are not
totally accessible to the physi-
cally handicapped

inadequate physical rehabilitation
workshop

there is little vocational rehab-
ilitation outreach service, result-
ing in reluctance of families to
use rehahilitation servires for
their handicapped, simply absorbing
them into famities as unrehabili-
tated members

little attention to establishing
meaninpFul employment fror active ==
alderly citizens

little official governmental
rmphasis on the adult disabled
and retarded citizens

there appears to be little attonrion--
to enronraging medically recovered
persons to peturn to work

most governmental health programs
are conducted because staff
members see a need for them, or
there is a Federal grant available
for their support, rather than
being in response to averall
health plans

inadequate licesnure requirements
and standards for medical care
facilities, products, services
and providers

inadequate regulation of health
manpower and health services

Guam lacks some needed high
medical technology

many cases are noW sent to
Hawaii and elsewhere owing to
lack of locally available equip-
ment, in many cases resulting

in life-threatening situations
which could he dealt with

on Guam

inadequate ambulance maintenance

gond nurses flow when possible
te DOE, private physicians and
public health rather than GMH
lwirause they receive the same
miv. lower hours and hetter
sehedules in those settings

Ut nuree practitioner propram
not implemented, despite serioygs
mieidl For =uch personnel

=R/ 20



ERSPCCTIVE:

General System Considerations (continued)

Financing Problems & Issues

- top level bureaucratic budgetary
manipulation of line operating
agencies, often without knowledge
of agency/program administrator,
resulting imr delayed or deferred
services

- Federal regulations which accompany

Federal dollars are not always
styled for Guam, resulting in
wasteful expenditures while true
needs go unmet

- special groups eat up Guam's
resources (e.g., Micronesian
students at UoG with no money
and no health coverage, immi-
grants and others) through re-
ceipt of free medical care

~ private sector services compete
directly with governmental
services (e.g., surgicenter at
Cood Samaritan, which takes
lmsiness away while GHH op-
eration costs remain the same

.- there is lack of criteria regard-
ing indigent care, resulting in
ine]igible persons being served
as indigent which swells costs
bheyond budget limits

.- government medical and health
purchasing is totally decentra-
lized, resulting in losses of
benefits of group or rentral
purchasing of equipment and
supplies

Organization £ Management
Problems & Issues

agency heads are not considered
cabinet members, meeting perhaps
but once per month while gover-
nor's assistants meet several
times each week

related governmental services
and activities are not Fully
consolidated

throughout the Government of Guam
there are "empty shells" where an
activity has become obsolete while
its continuation drains scarce,
resources

fractionated and somewhat un-
coordinated set of components
within and outside government

very little inter-agency and
agency-legislature communication
and understanding exists

coordinating bodies (e.g., De-
velopmental Disabilities Coun-
cil) are incomplete in their
membership

health and mental health planning
are not coordinated or centralized

governmental health services are
strongly influenced by private
physicians

Service Pelivery Problems & Issues

Service Quality Problems & Issues

no low cost domiciliary Ffacilities
for the aped

indigenous midwives and healers
(Suruhanu and Surubana) are
ignored by all sectors of the
health care system, although they
are widely employed by individual
people

people tend to go abroad for
"serious” medical rare if they
possihly can afford to, because
of lack of confidence in locval
physicians and €MH

referral mechanisms, and follow-
up procedures, for patients sent
abroad far medical care are weak
or non-existont

early childhood programs are only
skimming the top of the problem

insufficient legislation te prn-
tect victims of tamily vielence,
child abuse and neglect

no program to screen, refer and
follow-up in important areas such
as birth deferts and dietary
deficiencies

little attention to, and poor
equipment for, eye care which,
with =ubatantial epideminlopical

study. could cut needle=s bl indneas

and large welfare cout= associale
with hlindness aml associated
ilizeases unigue to the area

-- UoG has no health-oriented

management program, despite
demonstrated need for better
prepared middle management
personnel ip all governmental
health services

- UoG has no clear pre-professional

undergraduate tracks for Guam
students desiring to prepare for
medical, dental and other profes-
sional graduate programs

- 8i¢ -



PERSPECTIVE:

General System Considerations (continued)

Financing Problems £ Issues

-- no charges made for ambulance
service, despite existing
insurance coverage

== there is no provision for the
pooled purchase of drugs, supplies
and other commodities in large
guantities

-- suitable, lower cost, alternatives
to expensive hospitalization are
only marginally developed, or are
non-existent, such as day care
facilities

Organization & Management
Prablems & Issues

-- the private sector has had had
experience working with govern-
ment, and there is a mutual
suspicion: government workers
feel private providers and health
plans are "ripping of f" the
people, while private sector
providers feel government is
inefficient and incompetent

-~ people appear not to trust goverp-
mental agencies, and frequently
use the Office of Suruhanu to
validate what they have been told
my an agency staff member

-- the villapge commissioner system,
laudible as it i{s as an ombudsman
network for gaining needed health
and social services for villages,
tends to focus only an the require-
ments of individual villages which
are too small for full service

-- people tend to see themselves as
citizens of a village, rather
than as citizens of Guam, and
this parochialism obscures their
vision of broader, enllaborative,
multi-village service arrangements

-- there are multiple and uncoordi-
nated routes by which complaints
arrive at CMIl and other apenry
heads «- dirert, throuph lepis-
lators, through Surubanu, through
Governor

Service Delivery Problems £ Issues

Service Quality Problems £ Issues

the corrections facility lacks a
modern dental unit, thus necessi-
tating prisoners going outside
the compound under guard for
dental examination and treatment

too little accessible dental
care for the aged

government services, like all
others, are centralized in the
urban areas to the disadvantage
of rural dwellers

lack of available and accessible
services to all persans

satellite health unit plan has not
been fully developed for rural
arcas

because of lack of reliable trans-
port and local clinics, many in
southern and other rural areas,
especially older, poorr and incapa-
citated prrsons, cannot easily

get to care when neecded

there is opinion that there are
insufficient ambulance statjons

as many as 50% of the available
ambulances may be out of service
at any given time, and this in
view of the poor telephone system
places peoples lives at stake

there is a great deal of potentially
duplicative service, as for example,
in government and private clinical
laboratories

=462



'ERSPECTIVE: General System Considerations (continued)

Financin: Problems & Issues

Organization & Management
Leolilena sty ssuen

political pressures are brought

to bear on governmental agencies
to alter scheduling of various
aspects of EPA plans which require
coordinating with other govern-
mental entities

there are few plans for future
medical needs, e.g., organ bank,
burn care, trauma center, etc.

Guam is not prepared to serve as

a Western Pacific medical referral
center, although surrounding
territories will more and more
become dependent upon Guam

government responsibility for out-
patient care services is divided
over GMH and DPHESS with unclear
division of responsibility

no VA office to properly service
the large number of veterns with
eligible health care needs

there is no plan to distribute
the care of veterans--the Naval
Hospital could not assume the
entire burden even if the VA pro-
vided added funding K and some mix
of Naval and private medical care
remains to be arranged

Service Delivery Problems € Issues

Service Quality Problems E Issues

many government services are slow
in their delivery, for example,
lengthy delays in obtaining food
stamps

the general lack of house numbers
and street indivators makes public
health follow-up difficult or im-
possible in certain cases

poor environmental quality in
some areas of Guam

inadequate health education and
wellnnss promotion

shortage of health manpower and
inadequate training of some of
the existing stock
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'ERSPECTIVE: General System Considerations {(continued)

Financing Problems E Issues

Orpanization & Management
Problems & Iscues

-- military dependents are relied

upon to Fill a large number of
professional positions in the
health system, and this dependency
appears danpgerous in the long-run

UoG nerds improved nursing program
aml pre-professional tracks

there is po central, organized
professional recruitment program
for the systematic attraction af
needed health professionals to
Guam

Service Delivery Prohlems £ Issues

Service Quality Problems £ Issues

= (el ©
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THE MAJOR ISSUES

MAJOR ISSUE 1

Government affairs as they pertain to the organization,
control and delivery of health services, are not
routinely conducted in a systematic, coordinated
business-1ike way.

This broad concern can be divided into two highly related

components which are (1)} inconsistent executive leadership in

health and (2) lack of an adequate policy framework to guide

the management and delivery of health services.

l. Inconsistent Executive Control and Coordination in Health
Service Areas

We have noted before, and it is evident in many of the probiems

cited, that the conduct of the health business of the Government
of Guam is not always completely business-like at the executive
levels. Whether we examine the Governor's control over the major
governmental health agencies, the control of the Director of
DPH&SS over his divisions, the control of the Public Health
Division over its many operating units, or the control of Guam
Memorial Hospital by its trustees and management, we find only
occasional instances where chief operating executives have
assumed and executed the complete responsibility of regulating
the organizational subunits accountable to him into a functioning
whole, as would be routine in the case in any successful business
operation.

To be more specific, the Governor has no continuous and
routine mechanism at his disposal by which he may be assured
that all of his health-related agencies do, in fact, function
in an effective, non-wasteful and non-duplicative way. The
management span of control for the Governor is indeed awesome,
with some 12 staff offices, 3 staff departments, 10 line
departments, 20 autonomous and semi-autonomous departments and
agencies, and more than 10 boards and commissions reporting
directly to him. Except in the most loosely knit research and
development organization, or the most routinized, repetetive
kind of business organization could such a span of control be
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managed effectively by an executive. In the comp1éx business

of government, it is patently unworkable as it is in any complex
industrial enterprise. While it is true that the Governor is
assisted by a senior advisor, executive assistants, and a

number of special assistants to whom groups of departments and
units of government are assigned, the responsibilities of the
Governor's aides (at least so far as health agencies are concerned)
seem mainly to be those of liaison, not management and control.
Thus, those sub-executives who have been appointed to provide
executive oversight over complex agencies are apparently not
regularly held accountable for the effectiveness of their
executive leadership, with reliance apparently resting on their
imputed capacity to do so. In the health sector, the special
assistant is apparently not expected to know what things are to
be done, the best ways of doing them, or specifically who should
do them and in what mixture. As the Governor's direct proxy,

he appears to have been given no authority to assign tasks, to
determine that they are being done properly, or to bring mutuai
interests together. To further complicate coordination of Guam's
major governmental health agencies at the executive level, we
note that that a major provider of service, and a major pre-
payment program, are semi-autonomous and operate essentially as
subsidiaries which lie in a state of 1limbo somewhere between
self-governance and direct executive control.

We have spoken before about the desirability of coordination
among and between major line and staff agencies of government
for the most effective programming in the health sector. There
is lacking, however, a formal cabinet structure which is the
vehicle customarily employed by chief state executives for
exercising that kind of leadership. Department heads meet as
a group with the Governor only infrequently, with the majority
of communication existing between the Governor and individual
department head and his corps of assistants. This is at least
one level removed from that point of inter-program interaction
which could bear fruitful coordination results.
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Similarly, failures have occurred in directing and integrating
the work within both GMH and DPH&SS. In each case, the sub-units
of the parent organization are basically permitted to go their
own ways without continuous executive oversight over sub-unit
contributions to the success of the overall mission of the
master agency. Both DPH&SS and GMH presently lack functional
and clear cut missions per se, and their executives have tended
to focus their attention on component parts of their agency,
with concern that each works well at its respective set of
independent tasks, but with less concern for overall agency mission.
This is not intended as an indictment of individual people, but
rather of the system which appears to place people in executive
positions which have the mission of "holding operations”--holding
the pieces together, bargaining for scrace resources, keeping
the multiplie programs afloat somehow, but without a clear mandate
to assure that their organization and its sub-units are mode to
function as a part of the whole system. The expectation that
somehow, if all the parts are functioning, all will turn out
well appears to be well ensconced at each level of executive
structure. Examples as cutting off or transferring budgeted
funds without communication with the units affected have occurred
at the agency sub-unit level. The simple expedient of regular
face-to-face meetings among major division directors as a group
with the superintending executive may, in some instances, not
take place for a year at a time.

We continue to find the same non-integrating and non-businesslike
approach to managing occuring further down in the ranks of execu-
tives, as for example among the sub-units of the Public Health
Division. Until very recently, few attempts had been made to
organize a firm set of relationships among the sub-units even
though there is recognition that mutual collaboration among
many programs is necessary in order to assure that a given
client receives the services needed. Under conditions of lax
program integration, it is, fo, example, possible that a diabetic
client may not be able to get insulin, or a hypertensive patient
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an adequately potent drug, all the while other aspects of

the same client's case have been acted upon. There are many
cracks in the sidewalk down which clients of the governmental
health system must walk, cracks which represent misarticulations
among and between components of the system, cracks into which
many clients fall to the disadvantage of their health.

Absence of a Basic Policy Framework

While this facet of this major issue area has its origins
in the foregoing state of affairs, it is so specific and important
that we choose to give it a place of prominence of its own.

Laws are routinely created at the legislative level which,
in essence, are stipulated policies, the execution of which
the Governor oversees in his role as chief executive. However,
as we will subsequently demonstrate, there are serious gaps
in statutory policy suitable to determine very fundamental
directions, such as for example precisely which institutions
and agencies shall organize and provide funding and care for
the poor.

There are few clear cut and understood policies for budgeting
or for controlling the often necessary shifting of funds from one
unit or agency, for employee choice and hiring influences by
outsiders as they impact on the employing agency, for required
times and ways of paying legal debts incurred in the receipt of
health care, or for dealing with recurring and demoralizing
temporary freezes on hiring, purchasing supplies and making
capital outlays which have otherwise been previously planned
for, justified, budgeted and appropriated for.

This issue of over-appropriation, over-budgeting, and
failure to utilize a reasonable cash-flow guidance relationship
has been recently commented on in a review of the Department of
Education, and it is not unique to the health sector.
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At the individual agency level, many of these same
problems recur among divisions. Not only are there few
directions from above to assure comparable efficiency among
operating agencies, there are few internal directions based on
general policies which apply to an agency's own divisions
with their own special concerns.

Similarly, there are few guides for the sub-units within
agency divisions which allow them to work in an integrated
way, reporting in comparable ways, and assuring integrated program
planning.

At the level of the individual employee, procedural guides,
reporting requirements and policy manuals are available or
up-to-date only in a few program areas.

These conditions can be expected to have appalling results
on operating efficiency. The Tack of a clear means of acquiring
funds, or at GMH for servicing the poor and indigent, results
in inadequate cash flows, hiring freezes, inability to order
in discounted quantities, etc. The services, however, go on
even if delayed but with the potential result of more complicated
disease which may require the use of more expensive procedures
and supplies. Thus, inadequate policy guidance leads directly
to restrictions in program function which in turn results in
further delays, complications and expense. One could almost
imagine the existence of implicit policy which defies order
and system. While we do not find evidence to support that
contention, the current situation so Tong as it exists will
continue to deprive government and government workers of a
source of respect and initiative and will continue to impose
a high price on the delayed and obstructed work which they
perform. There is no business, including government, which can
tolerate these conditions for long and remain viable and solvent.

We hasten to point out that the foregoing kinds of failures
are widely known in states with much more than the few years of
self governance which Guam has enjoyed. We should also note the
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precarious political position of Guam, wherein in many ways the
government behaves as a sovereign nation, in most ways as a
state, as a city-county governmgnt, and at the same time
maintaining a very special territorial set of relationships.
The latter often deny Guam's government of freedom to make many
critical decisjons locally or force it to accept many decisions
which are truly irrelevant and inappropriate for a young and
far from fully-developed territory. Guam has a heavy dependence
on programs administered by the Department of Health and Human
Services, which often are co-administered by the Department

of the Interior as well. At the same time, it is virtually
ignored by other Federal agencies such as the Veterans
Administration, although it contains a higher than average
proportion of veterans eligible for VA services, its citizens
are denied eligibility for SSI funding which is highly health
service correlated, receives greatly less than average matching
for Social Security programs, and even with the recent increase
receives an extremely poor match for its Medicaid program
compared to the largesse received by the 50 states.

What is perhaps most troublesome of all in terms of the issue
of unbusinesslike operation is the subserviant relationship which
Guam has to D-HSS and its categorical programs. In many cases,
Federal to Guam control and intervention goes directly to the
operating sub-unit of health agencies carrying very specific
operating orders, specifying manpower, procedures, reproting,
eligibility, and even the choice of contractors. In the context
of Federally mandated or supported programs, this effectively made
it useless and unnecessary for the Governor to even attempt to
organize departments, for departments to organize divisions, or
for divisions to organize their operating units, for the latter
often exist under direct control of those who control Federal
funds and who require adherence to Federal guidelines. The
question here is, who exactly is running the show? This era
may, however, be waning. Consolidated funds, block grants
and a greater degree of territorial independence in governance
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and economic reliability appear to have arrived. Options
appear now to be open to discontinue the Federally-funded
anarchy in government and its agencies which has led to
duplication and waste in some areas and to neglect and waste

in others. Thus, we can begin to understand one major origin
of the current policy failure--Guam has depended in the past on
others alien to her government and people to supply the policy
framework, since that came automatically with much of the money
needed to support the service system. Indiginous policy state-
ments were infrequently needed under that condition.

Equally probable is that Guam's operatives, aware of and
resistant to, heavy tomes of outside policy (often totally
irrelevant to the concerns and needs of Guam, or the procedures
of her peopie) may well have unintentionally developed a general
aversion to all policy-type guidance, extending even to the
most basic set needed for Guam's own affairs. But, times are
changing and Guam now stands in serious need of its own basic
set of policies at the top, administrative guides in middle
executive levels, and more technical guides at the worker
level. The establishment of such policies will bring much more
business-1ike operation as a result, and will direclty resolve
a great many of the discrete problems previously isolated. There
would be predictable resistance to bringing a business-like
approach to governmental management and to the establishment of
policy, for so many for so long have enjoyed the pleasures of
unrestrained laissez-faire and operating autonomy. However, we
have observed very successful business-1ike management of private
enterprise in Guam, and remarkable evidence of successful
community level voluntary enterprise. Accordingly, we find it
hard to believe that government enterprises cannot be handled
in the same business-1ike way since they are led, in many instances,
by the very same people who have made the commercial successes soO
outstanding.
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As a preface to our subsequent recommendations, we now
present a series of more specific problems which derive from
this broad issue of inconsistent executive leadership and
deficient policy framework.

a. sufficient integration, coordination and cooperation is
lacking among government health agencies owing to the
lack of clear-cut overall government missions- and lack of
assignment among agencies of the specific work they must
do for and with one another.

b. comparable inappropriate autonomy and disregard among
agency sub-units for overall agency missions and for the
work expected of each unit by other units which are
dependent upon cooperation of others.

c. failure to maintain realistic cash flows for government
programs which presently delude agency executives in their
understanding of what they can spend, result in un-
realistic appropriations and movement of funds as a fait
accompli from time-to-time from place-to-place so that
agencies cannot do the work expected of them.

d. common absence of understanding at the division or
operating unit level of the meaning of "justifications"
which lie behind budgetary manipulations and a widely held
belief that "games are being played," resulting in a total
loss of faith in governmental promises and methods.

Losses in worker’s time and damage to clients due to delays
is keenly felt at the firing line, but sensible explanations
of such are rarely supplied.

e. extensive and often contradictory interference if not
partial administration on the part of legislative
commi ttees, and by individual legislators in some
instances. It is common to be told repreatedly by
legislators that GMH must learn how to collect unpaid bills.
But, at the same time, some make no bones that they would
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personally intervene with the hospital if it attempted
to enforce collection on one of their voters should a
contest develop.

f. executive and legislative intervention sometimes occurs
in the choice of agency workers, at all levels from top
to bottom, often without concern for special competencies
or leadership ability, having resulted in clearly better
prepared people being passed over and resulting in development
of prolonged hard feelings. Where those authorized to
make personnel decisions are overridden by purely political
influence, endless schisms are set up which prevent
effective work. Where incompetents are selected or
tolerated, not only is theresalary lost, but damage of
the most serious sort may be expected.

g. clear and systematic role relationships and lines of
communication do not uniformly exist within and between
government agencies. They are equally variable with
Federal agencies beginning with the Region IX staff
and extending to headguarters executives in Washington.

h. excessive instability at agency and division executive
levels results in constant turmoil in working relation-
ships, supervision and consistency of mission. Policy
instability, and sometime lack of managerial and technical
skills in executive positions are damaging beyond reason.

MAJOR ISSUE 2

Absence of clear understanding, agreement or commitment
to a suitable framework for delivering and financing
necessary health care to all on Guam, coupled with
absence of clear definitions of what portion of the
health care load is the responsibility of government
and what services its agencies must provide.

This issue has two major dimensions, namely (1) who needs
Government of Guam health services, and (2) how will these services
be paid for.
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1. Who Needs Government of Guam Services

There is a clear government policy to make available to
all persons various relevant basic health preventive and pro-
motive services through DPH&SS programs. As a result and
within finite fiscal constraints, DPH&SS has taken steps to
disperse its services through health centers, visiting nurses
and field operations. A comparable stream of logic for thera-
peutic services does not exist. The nature of an isolated
island (state, nation or territory) is such that its government
has 1ittle choice but to guarantee all of its people therapeutic
services irrespective of peoples means, or otherwise see the
destitute and i11 literally dying on the streets, for they
have no other adjacent jurisdiction to which to turn. But
this does not necessarily imply the extreme notion that
government must foot the entire bill, or that ways cannot be
found to cover the needy and marginally needy in other
reasonable ways. The current Territorial Health Plan begins to
develop a picture of what services are needed, by what kinds
of people, and at what locations and hours. Continued develop-
ment of this picture, and the use of such a plan in directing
future service development and deployment, is needed however.

At present, there is no ratified agreement by government
as to what services for what people will be rendered by the
private sector, by the armed forces, and by the various
institutions and agencies operated by the government. Neither
is there any agreement existing as to how these various entities,
as a whole, relate to one another. Eligibility for Medicaid
coverage, is for example, vague and unclear, as is the definition
of those who shall be serviced free of charge by government
because they lack funds, eligibility for categorical programs
or any insurance.

Plans for delivering therapeutié care to persons in outlying
areas which have no doctors, dentists or pharmacists are lacking.
It is unclear, in such situations and for the poor, whether the
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out-patient service of GMH or DPH&SS should be the service
entity, and much is now divided. As a result, poor and isolated
persons without transport have very limited access to care, or
must often become in-patients needlessly at GMH because there

is no other recourse. This is totally unfair and contrary to
expressed government intentions to see that all Guam citizens
have reasonable access to care.

An equally unclarified access issue is the proper number
and distribution of lower-cost rest home, day care and domiciliary
facilities near where people live. Home care servcies have
been implemented by DPH&SS, but enfeebled persons who have no
one to look after them are now often neglected in the home
environment or are admitted to more costly and less suitable
nursing beds available only at the central GMH location. As in
other places, this results in patients needing skilled nurisng
care remaining in the acute care setting of the hospital, for
the nursing bed they need is occupied by an inappropriate patient
needing a much less intensive level of custodial care.

As medical care has become more complex and dependent upon
specialized technical equipment, doctors have also become more
specialized and find it difficult to provide their services in
any other than the central population center. The traditional
Suruhanu or Suruhana is less frequently consulted as his or her
science is 1imited and unrelated to modern western medical practice.
Thus, residents of less densely populated areas (and of growing
areas formerly considered "rural") must commute to the more
populous area for medical care, dentists, and pharmacies.

During this era of high fuel costs and the economic recession,

it js difficult for many poorer and older people (the rural
residents, largely) to afford or even make the round trip to
medical care. At the same time, families are "breaking up,"
the sense that younger people no longer stay in the family home
surroundings, and women are entering the labor force in increasing
numbers, resulting in lack of caretakers in the home to assist
elderly family members. Public transportation services have

in
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not proven popular and remain generally unavailable, probably
for many years to come in the remote areas where mobility and
poverty problems are at their worst.

While these probiems have been largely understood and
responded to by DPH&SS in its deployment of services, its
services are primarily preventive and promotive, and are not
established to provide therapeutic services of any magnitude
despite their geographic distribution.

On a more global plane, but nonetheless important in the
determination of who is to be served, is the question of health
needs of Pacific Island populations adjacent to Guam. Within
about two and one-half hours of flying time, to the East, West
and North of Guam, lie kindred island populations within soon-to-
be autonomous polities associated with the U.S., together num-
bering somewhat less than 100,000 persons. This population is
distributed over small poliiical and economic entities, none
with the capability of mounting and supporting all of the necessary
health medical services to serve the needs of their respective
populations. Guam, with its already impressive array of primary,
secondary and tertiary medical and health services stands at
almost the geographic center of these populations which, whether
they choose to recognize it or not, stand in a dependency
relationship to Guam. We see little evidence that executive
Teadership in Guam has yet formally recognized this broader
service role which Guam must, one day, morally assume. There
is little evidence of aggressive efforts, at any level of govern-
ment, to develop agreements and covenants with adjacent
governments which assure both their recognition of Guam as their
supportive service center, and which commit Guam's resources and
their further development to the needs of surrounding populations.
Thus, we feel the insular and parochial view of government to be
an important issue. The issue must be eventually met with Guam's
assumption of regional responsibility, the appropriation and
extention of "risk capital" against certain future service demands
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which would make available a "market basket" of health and

medical services which adjacent populations would find it
impossible to resist. In a selfish sense, the payoffs for

Guam's citizens, of course, would be substantial, for consideration
of an expanded service population of not 85,500 in Guam but of
175,000 in a1l would permit as modern and extensive a medical

care system as is available anywhere.

How Will These Services Be Paid For

Because financing of health care is so critical a sub-issue,
and will become more so with the current Federal administration's
position with regard to retrenchment of Federal funding, the
financial burdens invplved in providing the care expected and
needed by all of Guam's citizens will have a significant role
in the determination of not only how best to provide the needed
care, but in how to do it most reasonably and with what degree of
fiscal participation on the part of clients.

Need and cost are the two major parameters of this issue,
and accordingly the issues of how to pay for (finance) health
care would need simultaneous consideration with issues of what
care is needed and by whom it is to be provided.

Public financing programs, such as Medicaid, have never
covered all those too poor to pay for their care or for the full
range of services which they need. It is very likely that there
are at least as many poor and near-poor who are not eligible
for public program enroliment as are eligible. To complicate
matters further, useful records are not maintained at GMH
on the actual costs of services provided to Medicaid eligible
persons, thus depriving Guam opportunity to receive its fair
share of Federal dollars. These and other failures to collect
matching funds, insurance revenues and other forms of reimburse-
ment mean simply that those uncollected expenses must be made
up from general revenue funds in order to keep services operating.
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Above the poverty level, there is a sizeable group of people
who have no pre-paid coverage of any kind, but which depend upon
GMH services usually at government expense, either in whole
or in part. A considerable sector of Guam's population
(estimated to be between 30-35%) have marginal financial
ability to participate in the cost of their medical care, but
there are lacking mechanisms which would pemit or foster such
participation. They are customarily in employment situations
wherein their employer does not offer health insurance benefits
or membership, or they do not choose to participate in their
financial share of available insurance. Accordingly, they are
usually ill-prepared to pay for care when they become i11. And
even if they are judged to be capable paying any or all of their
care costs, it appears nearly impossible to collect on the part
of government agencies since an appeal to their elected repre-
sentatives usually calls forth a clear demand to defer
collection efforts. Probably one-half of GMH's annual deficit,
and perhaps as much as one-quarter of the public health service
budget, could be recovered from this cohort of the population.

A third group of concern are those who are essentially
poor but not Medicaid eligible, and who are not employed and
thus lack access to any reasonable basis for enroliment in a
pre-paid health plan. We estimate that about one-half of the
non-Medicaid bills which government routinely writes off are
attributable to this group.

Veterans, eligible for medical care at Federal expense, may
be seen as a member of any of the groups above. However, because
Guam lacks VA health services and the Naval Hospital provides
very limited access for veterans, a large portion of their medical
care falls upon GMH and other health services of government.
Reimbursement is normally difficult to negotiate with the result
that much medical care expense which is properly a Federal
responsibility is probably borne by Guam directly.
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Other fiscal drains representing inappropriate government
financial responsibilities relate to the incestuous conflict of
interest which exists between GMH and GMHP. Whenever GMHP
fails to pay its fair costs to GMH (an arrangement fostered by
an identical board of trustees for both entities which
"negotiates with itself”), the financial burden falls directly
back upon general government revenues. Even if the present
"favored treatment" accorded to GMHP because of its financial
hardships (most probably due to management deficiencies) is
accepted, it must be understood that shortfalls in paying due
billings simply adds yet one other burden to the general revenues
of Guam as well as being grossly unfair to other pre-paid health
plans and insurance programs as well as to other paying patients.

As yet another example of an unbusiness-like conduct in
Guam's governmental health services, it seems clear that the
issues enumerated above have not previously been sorted out but
rather have been permitted to come to periodic heads in the form
of GMH budget deficits and the concomitant public fighting and
blaming GMH managers when supplemental appropriations are needed
to keep the hospital and other entities afloat. The specific
problems which then need to be dealt with in subsequent recommen-
dations become the following:

a. uncliear Medicaid eligibility criteria, potential abuse
and lack of fiscal controls, and insufficient Federal
participation in a seriously locally overmatched program.

b. many do not pay for hospital and public health services
who could pay, particularly if they had some means of pre-
paying against uncertain future expenses.

¢. unclear determination of those eligible for "indigent"
(free) care and lack of definition of clear forward
budgeting to cover their costs.

d. unfair treatment of Guam veterans through the Tack of VA
services locally and inequitable reimbursement policies
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which transfer veterans care to general revenue support
in many cases.

unclear and uneven responsibility for delivering
primary and other medical care to the poor, the rural,
the aged and the isolated populations.

GMH has been permitted to be periodically "bailed out"
through extensive supplemental appropriations without
having been required (or permitted) to stand on its own
feet, both fiscally and operationally.

no integrated system of care that would allow all feeble
and sick poor persons to go to a suitable level of care
for home visits, rest homes, nursing homes, physician care,
and hospitalization.

lack of development of, availability of, or incentives for,
universal health insurance coverage of the majority of
persons, including the poor and marginally poor.

GMH is left "in the middie" with respect to recovering
costs of veterans care, needless hospitalization, un-
collectables from the uninsured, delayed payments from
GMHP, delayed Medicaid payments and has not contracted
with each entity as it does with insurance companies

and Medicaid for reimbursement. A simple contract with
government for the care of those unable to pay would avoid
the muitiple appropriations blood baths to which GMH is
subjected and which make the hospital appear as a financial
disaster when, in fact, its operations are reasonably
efficient.

lack of planning for full development of services to
provide regional medical referral capabilities or for
mechanisms for participatory financing which would reduce
Guam's Tiability for the cost of medical care for referred
patients from abroad.
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MAJOR ISSUE 3

Fajlure in bringing together all Guam Health interests,
and in analyzing, publicizing and suggesting solutions
for the two preceding vast problem areas with their
trail of smaller derivative problems.

As a result of Federal initiatives primarily, health and
health-related planning for Guam has been unfortunately fractionated
over a number of separate, autonomous planning bodies which include
health planning, environmental, mental health and substance abuse,
developmental disabilities, and emergency medical services to name
but a few. A1l are involved in health planning, but owing to their
fractional roles, none can be defined as doing central health
planning. Health, and the forces which impinge upon it, was
described earlier in this report. The attack on illness and plan-
ning to improve health requires a totality of effort. Separated,
categorical planning and development is usually self-defeating
and often counter-productive.

The one agency, Guam Health Planning and Development Agency,
which could be looked to for central leadership and coordination
of all health planning has, itself, been somewhat hamstrung by
faulty Federal initiatives and regulations. The basic statute under.
which formal health planning {(i.e., GHPDA) must operate was neither
well thought through nor conducive to the production of useful
planning products. The major focus in these implementing statutes
was on agency structure and process as though these would produce
planning. Federal regulations forced GHPDA and GHCC to hold the
line on new expenditures as through Guam were one of the over-
developed medical service areas for which the national guidelines
were specifically developed. Thus, a growth area like Guam was
supposed to act Tike an over-developed one, and planning relevant
to Guam and its real problems was not really emphasized by Federal
reviewing authorities. In fact, the attention to Federal guidelines
and regulations which has been forced upon GHPDA and GHCC has placed
administrative impediments directly in the way of seeking potentially
valuable new developments, such as installing an imaging CT scanner
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in the only major hospital in the Western Pacific. GHPDA has been,
to a large degree, restrained from adopting the hand-in-glove
partnership with the providing sectors which would enable expansion
and improvement rather than constrain it, despite its wishes to do
otherwise as a major direction. Furthermore, there is nothing in
Federal statute which either requires or promotes the unification
of health-related planning, and planning fractionation is actually
stimulated through Federal categorical approaches and programs.

Perhaps fortunately, much of the present thrust of the
categorical planning machinery initiated at the Federal level is
almost surely going to expire during the next two years. Moreover,
even under present relaxed guidelines, Guam is now in a position
(if it chooses to do so) to turn its health planning efforts around
to more powerfully focus on the real problems, only one of which
is cost induced by the introduction of newer technologies.

The absence of a centering, investigative, analytic and
integrating health planning focus contributes to a number of
highly important problems which subsequent recommendations will
attempt to resolve.

1. Study groups and analytic efforts which have been
established to attack either of the adverse forces
discussed above, have not been of a sufficiently
inter-agency, inter-sector nature as to deal
efféctively with major system problems.

2. The 1978-83 Guam Health Plan describes major health
problems and establishes important goals, but concerted
and collaborative effort has been lacking in achieving
progress toward reaching those goals.

3. This study was commissioned by GHPDA as the first
serious effort to examine the overall health care
system, to determine what was missing but needed,
and to suggest means of filling those gaps.
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GHCC has not fully realized its potential as a major
health policy-making body, and its efforts have been
directed principally to details of project reviews

and to planning of highly specific and discrete health
programs, rather than to broader, overall health
system policy considerations.

Guam's special needs vis a vis Federal health planning
guidelines and requirements (which were established to
repress over-serviced Targe cities) were never recognized
by special waivers which Federal authorities could extend.

While major health manpower studies have been constructed,
no planning has yet been completed which would establish

a systematic means of attracting and retaining needed
professional personnel in both the governmental and
private sectors.

Current plans (either Territorial in scope or progrmmatic
in the categorical planning sense) do not adequately

deal with such significant problems as missing malpractice
insurance which inhibits Guam's ability to attract
physicians, to the lack of current licensure and profes-
sional regulation of the health professions, or to the
serious problems associated with delivery of medical

care for the needy and the indigent.

Considerable planning staff energy has been routinely
siphoned off for the preparation of special reports

and studies aimed at providing intelligence for elected
officials, some of which is later used against operating
agencies, placing the planning agency in the role of
covert conspirator rather than ally.

Insufficient progress in the establishment of close
working relationships and integration of plans among
retevant health-related planning bodies both within
government and in the private sector, and no clear
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mandate for any lead agency to assume responsibility
for such integration.

Except in categorical areas, planning has not fully
matured into supportive roles which assist health care
providers and facilities in obtaining, for example,
ophthalmologic equipment, expanded dialysis services,

CT scanning services, and others. The more administrative
approach to process planning which Federal guidelines and
regulations have imposed upon Guam's planning community
have served to preclude substantial attention to some of
the major issues facing the health sector and has delayed
their solution accordingly. As in illness, delays in
planning for needed improvements often serve to exacerbate
the condition and raise the cost of its treatment.
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V. ALTERNATIVE AND RECOMMENDED FUTURE POLICY OPTIONS AS

SOLUTIONS FOR THE MAJOR ISSUES

INTRODUCTION

The foregoing sections have developed a functional picture of
Guam's current health and medical care system. A great number of
operational, organizational, financial and other problems have
been surfaced, and we have illustrated how these many and often
seemingly diverse and unrelated problems do, indeed, tie together
with one another in broad areas of issue.

It is the intent of this concluding section to offer construc-
tive alternative paths through which major aggregates of otherwise
discrete problems might be dealt with, and to present our con-
sidered recommendations as to the preferred policy options. Final
policy decisions will, as in all walks of human endeavor, become
the result of an intricate amalgum of our opinions and points of
view, the practical politics of every day life in Guam, the reali-
ties of Guam's economy, and the persuasiveness of those who may
choose to champion one or another of the causes represented in
the following alternative options.

What we present here is essentially a broad plan for health
system construction and improvement. Each alternative course of
action is the result of careful and thoughtful study on the part
of investigators who have no vested interest in Guam or its health
care system, and nothing to gain through the adoption or rejection
of any suggested action. Thus, the reader is presented with a
set of options which have no proprietary bias. Where alternative
opportunities are rejected, they should be rejected with clear
and studied reason. Likewise, where options are chosen as desir-
able and firm and continuing commitment to their achievement will
be required or else really nothing will change. It should be
noted that virtually every suggested course of action presented
here represents change from the status quo. Change is one of the
most threatening events to face human beings, whether they be
program administrators, legislators, governors or agency employees,
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for it brings with it upset routines, new alliances and working
relationships, losses or gains of power, prestige and status, and
unfamiliar responsibilities within new contexts of accountability.
Small, incremental changes (represented by timid approaches to
major policy decisions) are more easily assimilated by individual
people, are more comfortable for all affected, and create the
least disruption of the status quo. This kind of change is often
referred to as "first order" change, wherein small changes within
a system permit the system to itself remain unchanged. “Second
order" change is that whose occurrence actually changes the system
itself. It is to the latter magnitude of change that the options
presented here are directed. True, they might selectively be
adopted in a piecemeal fashion, over great time, and result only
in first-order change. More creatively, they will be considered
a package -- a set of inseparable desiderata each component of
which, in one way or another, depends upon others or contributes
to others -- the aggregate implementation of which would result

in true (second-order) total system change which we believe to

be warranted for the well-being of Guam's citizens.

It should be further noted that the following policy options
do not contain specific operational alternatives related to
improvement of internal operations of either Guam Memorial Hospital
or the Division of Public Health. In these cases, two parallel
projects will provide separate documentation of management and
organizational options available to these two central organiza-
tions. One is the separate report entitled "An Organizational
and Management Analysis of the Division of Public Health, DPH&SS",
dated November 1981. The second, to be published on or about
February 15, 1982, is the "Long-Range Institutional Plan for Guam
Memorial Hospital". Care has been taken in these latter two
reports to articulate their more detailed recommendations with
the broader policy options presented here, so that movement
toward the goais recommended in this report would be entirely
consistent with internal improvements and reorganizations in the
two major governmental health delivery entities.
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Because of the close interdependence of most policy options
presented, we have chosen to present them in a more or less
sequential manner, beginning with those of apparent first priority,
and then proceeding to develop those which would be follow-on
developments. In their totality, a fairly rich "menu” for future
development is offered. Where clear interdependence exists (as
it does in many cases), we caution against the selection of any
single developmental options without paying commensurate attention
to those other options which, in our opinion, would desirabiy
precede its development. We have summarized the major policy
developments in Figure 22, depicting therein a logical flow of
development which begins with some fundamental foundation develop-
ments upon which many other recommended actions are in turn pre-
mised. For each of the major developments illustrated in Figure 22,
the following text describes alternative developmental options
which relate to the major theme.

The adoption, either in their present form or some reasonable
modification thereof, will enable Guam to resolve the major issues
and many contributory problems described in the previous section.

THE ALTERNATIVE FUTURE POLICY OPTIONS
1. Establish a Secretariat of Health and/or a Cabinet for Health

Throughout the foregiong analyses of system components,
especially those in the public sector, and the display of
system probiems, a major and central theme of disjointed,
largely unarticulated, multiple health service agencies has
been clearly developed. Whether by accident or design, the
majority of Guam's public sector health system is comprised
of a pluarism of relatively unrelated and uncoordinated
public agencies. In our opinion, the first step toward general
system reform must begin with the resolutionof this major
issue, culminating with the bringing together (in one form or
another) of all the major public sector health related opera-
tions of the government in order to bring order, coordinated
effort, and efficiency into operations.
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OPTION A

The most herovic, potentiaily traumatic and certainly most
politically difficult option would be to follow the suit of
many U.S. states and create, by act of the Legislature, a
"super-agency" for health. In its ultimate form, an umbrella
agency would be headed by a "secretary of health" who would
have the responsibility of overseeing and coordinating all
principal health organizations of government, including Guam
Memorial Hospital, the present divisions of public health,
social services, senior citizens, and environmental health,
community mental health, and the environmental protection
agency. Note that health planning functions of government
are not included in the foregoing roster, and these are dealt
with separately inpolicy option area 8. The inclusion of GMH
is contingent on the implementation of one of the options
presented in option area 15 relating to GMH.

This model, which would consolidate not only operations
but budgets for all health-related agencies into a single,
monolithic agency of government has distinct advantagesf
First, the central management of all Federal revenues perti-
nent to health service delivery would be centralized, to the
potential advantage of high priority spending needs. The
central coordination which would be created could go far toward
consolidating related programs which are now widely distributed,
and closer articulation among diverse activities could be
achieved with greater ease than under the present arrangement.
There are, however, (as with any model) several distinct
disadvantages. The greatest perhaps would be the great
political (and fiscal) power of the head of such an agency.
Presently semi-autonomous (line and staff) agencies of govern-
ment would lose much of their current freedom of unilateral
action, and many programs under conditions of central coordi-
nation would stand the risk of elimination or consolidation
with other programs, thus substantially upsetting the status

quo.
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We feel, in balance, that the potential advantages probably
outweigh the disadvantages, and of all the options, we would
recommend this as the paramount choice, all other factors
(including political feasibility) being equal. To further
offset the potential disadvantages, great care should be taken
in defining the qualifications of the person who would head
such an umbrella agency, in which substantial administrative
skills coupled with a formal health background would be abso-
Tutely necessary.

OPTION B

The foregoing model could be coilapsed by deleting Guam
Memorial Hospital and, perhaps, the environmental protection
agency from the agency leaving these two rather substantial
operations to separate administrations. This has the politi-
cal advantage of representing only a slight expansion of the
present Department of Public Health and Social Services.

It, however, fails to permit the relatively total coordination
of Guam's health services.

OPTION C

Another approach to the coordination of governmentai
programs would be the appointment of a "coordinator of health
services" at the Governor's level, with powers and responsi-
bilities for working with the present separated agency heads
in better coordinating their respective activities. There is
certainly sufficient work to be done to warrant the creation
of such an administrative post, but the success of such an
endeavor wouid greatly depend on the interpersonal relation-
ships which the incumbent would establish with separate and
often semi-autonomous agency heads.

OPTION D

The least disruptive but yet promising alternative would
be the establishment by the Governor of a formal “"cabinet of
health", over which the Governor would preside the which would
include the heads of major agencies (and their major divisions)
providing health and health-related services. Regular "cabinet"
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meetings would be required for purposes of achieving the
needed reconciliations among presently uncoordinated programs,
but over time and through the medium of regular, routine
face-to-face high-level policy meetings, it would be possible
to ameliorate much of the current misarticulation of govern-
mental services. Under this model, the Governor might wish
to chose existing agency heads, perhaps on a rotating basis,
to be the "secretary" for the cabinet, with their responsi-
bility being both the creation of agendas and the actual
conduct of regular meetings. In our opinion, should this
option be adopted, meetings would be required at least on a
monthly basis if not more frequently in order to establish
the rigor of communication required to solve coordination

and fragmentation problems.

Create a Representative Board of Health

The only existing means of creating and adopting policy
to guide health services in Guam rests either with acts of
the Legislature, executive orders issued by the Goyernor,
or day-to-day decisions on the part of operating health agency
executives and their respective advisory/administrative bodies
such as the Guam Memorial Hospital Authority. Thus, Guam
Yacks central policy-making for health and this deficit,
perhaps more than any other singie factor, has in our opinion
fostered the disjointed nature of governmental programs. There
is current authority for a Board of Health, largely medical in
nature, but this has never been truly implemented and it has
not contributed seriously to health policy direction.

OPTION A

The most dramatic approach would be through statutory
means whereby (following the model of the Board of Education)
an elective Board of Health would be created. Probably number-
ing no more than 9 persons to be elected at-large from the
populace, such a board would have responsibilities for advis-
ing and overseeing the programs of all governmental health
agencies. Following models in use elsewhere, the board wouid
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elect its own officers. Ex-officio members could include the
chief operating executives of major health service entities.
This model would make the greatest sense should the health
"super-agency" suggested above be created, for then the
"secretary of health" would also appropriately serve as
secretary to the board of health. Under those conditions,

the board would hold responsibility for policy matters affect-
ing the entire governmental health enterprise, not being 1limited
as it presently is to simply public health policy.

This option is, of course, both politically sensitive and
costly, for public elections {even if conducted during normal
general elections) add a burden to public financing. On the
other hand, the politicization of health affairs may not be
so bad a repercussion, for politics is an important aspect of
human affairs, and no other area of human affairs is more
important than the health of the population.

An elected board of health would normally be granted the
responsibility of selecting and hiring the overall director
of health, and the individual directors of major departments
delivering health services as well. Because such elected
boards usually end up as a bi-partisan body, it would be
likely that fewer turn-overs of effective health agency
heads may occur, for it could have a smoothing effect at the
time of gubernatorial changes. On the other hand, with the
selection of key administrative personnel removed from the
discretion of the Governor, then cabinet-level relationships
within the executive branch of government couid become strained
indeed. An alternative might be the appointment of key health
administrators by the Governor with the advice of the board
of health. |

OPTION B

Because we do not feel the foregoing option to be truiy
feasible, although desirable, a second Tess radical approach
is suggested as our favored option. Under this plan, an
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appointive board of health would be created. The size and

composition of the appointive board is highly optional as
follows:

%

Fifteen members, five of whom would be the heads of pubiic
health, environmental health, social services, senior
citizens, and GMH/community mental health. The remaining
ten would be selected from the community to reflect a
balance of geographic area, ethnic groups, business,
labor, and health service providers, with the majority
membership of this latter group being consumers. The
community sector of the board could be further partitioned
by assigning two of the ten community members to each of
the five operating agencies to work hand-in-glove with

the head of the respective agency, thus giving each major
operating arm a "constituency" on the board and at least
two board members deeply informed in those programs. Under
this plan, it would be preferable that the director of
health {under the "super-agency" model)} or the director of
the present DPH&SS serve as secretary to the board.

Fifteen members appointed at large (to be representative
as described above) but with agency heads serving only in
ex-officio or advisory capacities.

Employing the present Guam Health Coordinating Council,
which is a gubernatorially-appointed body, refiective of

a diversity of consumer, community and provider interests,
as the board of health. This model would preclude the
establishment of yet another appointive body of gobernment,
and could go far toward establishing operating health
policy congruent with the state plans developed under the
GHSS oversight. Thus, another level of coordination
between overall territorial planning and individual agency
and program planning could be achieved.

A final option worth mentioning, although we would not
strongly favor it, would be the establishment of a modi-
fied board of health which would simply comprise the heads
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of all health and health-related agencies of government
(such as Youth Affairs Agency, Department of Education,
EPA, and many others) which would meet regularly to
reconcile various and often conflicting policies as they
impact on health affairs. While this would be an effec-
tive coordinating vehicle, it lacks considerable adequacy
as a master health policy-setting method.

OPTION C

The foregoing options are premised somewhat on the assump-
tion that some consolidation of existing agencies of govern-
ment were to take place. If that were not the eventuality,
then another form of policy-making board would be appropriate,
this taking the form of a "super board" which is comprised of
members (selected either by the Governor or by the respective
boards) of existing boards and authorities. Thus, the existing
Board of Health, the Guam Memorial Hospital Authority, GHCC,
and others would contribute membership to the umbrella board
whose responsibilities would include establishment of overall
governmental health system policy, reconciliation of policy
and operational differences among otherwise somewhat indepen-
dent entities, and the like. This has the disadvantage that,
to be implemented, it would require the establishment of
advisory boards for some entities which presently lack them.
That may, in retrospect, not be too high a price to pay, for
where policy-guidance boards are either non-existent or non-
functional, there is serious risk that program managers are
pursuing activities which lack sufficient policy legitimiza-
tion.

Achieve Stability in Chief Executives for Health Services

The development and pursuit of long-range plans and policies
requires stability in the officers who must direct such affairs.
Frequent mid-stream turnovers of executives in the hospital,
public health, and other elements of governmental health
services simply places each organization back to "square one"
each time an incumbent leaves office and a new person assumes
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the chair. A number of options to alleviate this condition
can be suggested.

OPTION A

Create, as in the Federal system, a high-level "executive
series" in the civil service classification scheme whereunder
the operating executives of divisions of larger organizations
are not subject to periodic political replacement. This would
assure that at operating levels (i.e., public health, social
services, etc.) there would be continuing stability of manage-
ment, even though higher level politically appointed officials
were to come and go. This would be particularly attractive
should the "super agency" form of organization be adopted,
wherein the "secretary of health" would be the principal
political appointee, and all other agency heads would fall
under the classified executive service series. This option
would not preclude the dismissal of incumbents for cause,
but would place greater importance on the initial selection
of incumbents for high standards of qualifications and experi-
‘ence would need to be observed at the time of original appoint-
ment against the prospect that their tenure in the job would
be substantial.

OPTION B

While we favor the foregoing, and do not feel the following
to be politically feasible, another notion would be creating
statutory terms of office for appointive agency heads which
overlap election years. This model was adopted many years
ago in California, and until the change to super-agency
occurred, the state health officer was appointed for a term
which extended two-years beyond each gubernatorial election
year. Considerable stability in office was the result. Such
an arrangement does not necessarily deny effective cabinet
government, but it does contain serious potential problems of
working relationships between highly placed agency executives
and newly elected public officials.
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OPTION C

Should any of the forms of policy-making boards be adopted,
another means of attaining relative job security for top execu-
tives would be the delegation of authority for their appoint-
ment to the respective board or boards (or super board). With
overlapping appointments among board members and a probable
bi-partisan board composition occurring over time, the effect
of gubernatorial changes might be somewhat lessened in terms
of agency head stability.

Establish Budgetary Practices for Health Services

Health budgeting is in an obvious state of disarray, with
frequent instances of interim appropriations, emergency appro-
priations, cash short-falls which affect health programs, and
the 1ike. Furthermore, the newer Federal block grant mechanisms
will not work well under conditions of decentralized budgeting.

OPTION A

The most obvious reconciliating alternative would be the
preparation and consideration of a single, consolidated health
service budget embracing all operating health service entities.
Such a consolidated budget should inciude not only a current
year budget, but a muiti-year projection against current year
programs and a long-range capital improvements budget as well.
Such a budget document then reflects master policy directions
for future growth and expansion of health services, tends to
be an implementing device for long-range territorial health
plans, and provides the Legislature with an overall perspec-
tive on government's responsibilities in health care delivery.

Should such a consolidated health budget be prepared under
the aegis of any of the cabinet forms of health service organi-
zation proposed earlier, then substantial opportunities for
contingency budgeting within the overall allocation occur.

This option would be the least disruptive of current pro-
cedures, but would reguire a higher degree of coordinated
budget preparation among health service entities than now exists.
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OPTION B

Move forthrightiy to some adaptation of the “zero-based
budgeting" procedure. Under this format, considerable staff
and administrative time and effort (at the expense of program
activities) would have to be invested in the development of
clear programmatic goals, the development of multiple levels
of program (and budget) related to the attainment of muitiple
jevels of goal satisfaction, and the association of resource
and personnel needs (expressed in doliars) for each Tevel of
production. We tend to favor this approach, since it places
on elected pubiic officials the uitimate decision as to pro-
gram outcomes to be achieved, expressed in terms of the actual
amounts appropriated. It further and very usefully emphasizes
at the operating agency level the imperative of having clear
goals or purposes which 1ie behind each and every function and
activity carried out and for each and every dollar spent.
Accountability is thus appropriately divided, with account-
ability for levels of human service to be provided vested in
the Legislature, and accountability for achievgment under
fixed budgetary constraints resting with the executives of
the operating agencies.

Under conditions of finite resources, this method forces
an annual re-evaluation of at least questionable or new
programs and activities of government in terms of its purpose,
continuing importance and utiiity, and its priority in terms
of newer emerging needs.

OTHER BUDGETARY CONSIDERATIONS:

While not necessarily options to the current budget pro-
cess, we would offer the following suggestions as means of
enhancing the abilities of line agencies in their budget
execution responsibilities.

1. Improved monthly expenditure status reports should be
readily and freely made available to every management level
so that program managers have accurate financial status
data to contrast with program performance data.
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2. Except under the most unusual of emergency conditions,
deviations in the availability of budgeted funds should
never be allowed, for capricious and sporadic "raiding" of
one budget in favor of expenditures in another area bodes
i11 for sensitive human service programs.

3. As underspending within related budgets occurs as it
usually does on quarterly bases, a contingency account
could be created and reported to all related program
executives which expresses "reserve" funds which have
accumulated and which become candidate dollars for
unexpected or accelerated program needs. This would
become a creative re-budgeting process where under-
expended funds could be put to important uses within
related program areas.

5. Funding of Depreciation

A general practice observed within health agencies is the
lack of accounting for and actual funding of depreciation
allocated to capital assets.

OPTICN A

1

Permit an allowance with price adjustment of reasonable
depreciation in each operating budget, as it is permitted
in GMH, so that actual dollars are available to be set aside
in trust accounts for the eventual replacement of outdated
equipment, buildings and other tangible assets at future
year costs. Depreciation schedules would have to be con-
structed as a portion of future year capital improvement
budgets. Without setting aside trust accounts for inevitable
and foreseeable replacements simply transfers to future year
general fund levels large appropriations which, when absolutely
necessary as in the case of expanding or replacing something
as expensive as a hospital, will require foregoing other perhaps
equally essential expenditures. Trust accounts, which accrue
reasonable interest, are the only viable buffer to assure that
when newer equipment and resources are required that sufficient
money is available to acquire them.
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OPTION B

Should actual funding of depreciation be found non-feasible,
then the imperative of long-range capital replacement budgeting
becomes all the more important. In this manner, the Legis-
lature has annually at its disposal a picture of future year's
capital replacement requirements which represent (at least
for the health sector) targets against which taxation and
other policies would need to be set. Thus, statutory progres-
sive tax increases could be designed with a view to meeting
predicted future year capital requirements and at least some
assurance would be built in that the needed funds would
probably be generated for use in the year when needed.

Trust Fund for Health Services

A1l too often, our studies have revealed deferred expendi-
tures in programs owing to unexpected cash shortfalls. We
have also disclosed numerous areas of potential revenue genera-
tion by governmental health services which remain uncaptured.

OPTION A

As one means of establishing a buffer account which could
be drawn upon for needed expenditures during times of fiscal
duress, it would be possible to set aside a given percentage
of each year's appropriation (by agency, or by health budget
overall) which would establish a trust account to be held in
strict reserve for health expenditures during shortfall
situations. Unexpended funds could either be carried over as
the base for a succeeding year's trust account, or could be
reverted to the general revenue accounts at the close of each
fourth quarter.

OPTION B

More creatively would be the enhancement of coilections on
the part of governmental health agencies and approval of
policies which would permit retention of all or some propor-
tion of such recoveries rather than the current practice of
reverting them to the general fund. In the case of many
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public health programs, for exampie, they now serve persons who
are Medicaid eligible, who have private health insurance, or
who have personal or family ability to pay all or a portion of
the cost of such services. Recognition of these facts should
lead to the enunciation of newer governmental policy which
would free governmental health agencies from the burden of
current policy which is interpreted to require the delivery

of services free of charge for the most part. The Organic Act
requires the government to care for the health and welfare

of its citizens. It is non-specific as to whether that must
be done totally free-of-charge. In fact, given the growth of
Guam's economy and of per capita income in recent years, and
the increasingly large number of persons entitled to or

covered by one form of insurance or another, it is quite
unrealistic of the government to continue to accept the
responsibility of entirely free-of-charge care. Should rea-
listic policies be developed together with sliding fee sched-
ules related to ability to pay, coupled with realistic criteria
for eligibility determination, then substantial revenues

could begin flowing.

At that point, we would recommend the adoption of policies
which would permit agency retention of at least some proportion
of generated income which would be placed into reserve accounts
rather than the general fund, and which would provide a con-
tingency account for withdrawals in emergencies and an account
which would permit program expansion without additional appro-
priations. Under these conditions, it could be expected that
some programs (including some newer dimensions recommended
in this report) could become at least 50% self-sustaining
through the medium of recoveries, thus releasing current
appropriations for other high priority purposes. We would,
however, caution against establishing health services as
income producers which, in an indirect way support other
governmental services as health services may possibly begin
to require fewer general fund appropriations.
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Adoption of Contingency Budgeting

In the business of government, as in everyday life, the
only constant is change, the only fact the manager can really
count on is that things won't stay the same. Some changes. and
opportunities are customarily foreseen and pianned for at the
time initial program plans and budgets are prepared, but
others seem to follow Murphy's two laws:

a. If something can go wrong, it will.
b. Something that has gone wrong will get worse.

Accordingly, managers of health programs face a variety of
unfortunate events and unforeseen developments including
material shortages, cost increases, accelerations of the rates
of service consumption (unexpected wutilization demands
which call forth more than planned provision of services,
tests, and procedures) and unanticipated personnel turnovers,
to name but a few. Variances in spending needs are often
considered to be "contingencies", and while the foregoing
option areas have dealt to some degree with providing for
such contingencies, we feel the need for special attention

to this area to be so great that we present the following
alternative approaches.

OPTION A

One approach to levelling-out unexpected and high priority
demands for extraordinary expenditures would be the creation
of an "emergency health fund" of some substance which could
be drawn upon only by order of the Governor. Such a fund
would have obvious utility in the case of disasters of various
types which incur substantial added demands upon health and
public health services. But it could also be immensely helpful
in cases where extraordinary demands for free medical care
arise, as in the case of unanticipated numbers of quaiified
indigents. In all cases, such a fund would require regular
replenishment through supplemental and interim appropriations.
Should an earlier option of permitting retention of earnings
accruing from fees for governmental services be elected, then
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a portion (or perhaps all) of the emergency health fund couid
be established with a portion of such earnings.

OPTION 8

‘When divisional and/or departmental budgets are originally
prepared, a small fraction (2-3% perhaps) could be set aside
as reserve, either to be spent as unexpected demands and needs
arise during the budget period, or should such demands not
arise, to be preserved as carry-over funds into the succeed-
ing budget period or reverted as unexpended and unobligated
funds at years end. This would actually be tantamount to
establishing the emergency health fund, but would imbed such
a2 reserve account within the operating budgets of agencies
rather than establishing a separate trust account.

OPTION C

Because health services cannot generally be clearly
projected far into the future, annual budgets and plans
especially related to hospital care are regularly upset by
unpredictable developments that arise during the year. One
approach to resolving such problems would be the adoption
of shorter budgeting periods, with sometimes two or more
budgeting cycles during each year. This system is usually
referred to as "rolling budgets", and with the fairly regular
business sessions of the Legislature might have utility for
certain of the more unpredictable (and contentious) health
care budgets, especially that of GMH.

Centralize Health-Related Planning

Health planning, owing largely to various Federal mandates,
has become highly fractionated in Guam as it is elsewhere.
Separate planning proceeds for hospital care development,
mental health, environmental health, developmental disabili-
ties, and general health planning. Other agencies deal with
broader social, economic and developmental planning. By and
large, these remain separate, unrelated and disconnected
activities of government.
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OPTION A

The least disruptive approach would be the clear designa-
tion of Guam Health Planning and Development Agency and the
Guam Health Coordinating Council as the principal locus for
coordination of all health planning. This could be extended
by requiring that all other health-related plans be coordi-
nated during their development with the overall Territorial
Health Plan, and that GHPDA representatives participate
directly in the development of all other pertinent plans.
This has the disadvantage of placing several agencies in a
seeming subordinate relationship to another agency (usually
avoided by most entrenched bureaucrats with great facility).
It has the further disadvantage of placing substantial added
burdens on a small and already overburdened staff.

OPTION B

In our opinion, the most powerful move would be the creation
of a single health planning agency of government to which would
be assigned all categorical planning functions. With respect
to Federal planning initiatives, this would simply require the
Governor to designate a different "single state agency" as
that responsible for various categorical planning tasks. It
would create a “"super planning agency" which could be viewed
by agencies such as DPH&SS, its divisions, GMH, and others
as a shared staff planning entity for their internal opera-
tions. It wolld be expected to absorb and integrate the
present distributed planning staffs, and as we have depicted
jt in the image of a preferred health system (Figure 21), it
would be a stand-alone entity, providing planning and eval-
uation services spanning the entire delivery system. This
would have the obvious advantages of consolidating, at least
at the planning level, presently fractured elements of medical
care including therapeutic, preventive, emotional and
rehabilitative within the concern of a single forward-looking,
problem-solving planning agency. Not only would this not cost
government additional funding, it would provide promise of



- 261 -

achieving greater efficiency and economy in overall health
planning through the consolidation of multiple staffs and
their respective equipment. This will, in our opinion,
become much more critical in the next few years as Federal
planning initiatives are repealed or curtailed and as greater
responsibility for health planning is transferred to states
and territories.

OPTION C

An extension of the foregoing recommendation would be the
consolidation of all governmental planning into a single
existing Tine agency such as the Bureau of Planning, under
which there would be categorical planning sections, one of
which would be the consolidated health planning activities
described above. This would, of course, constitute a major
governmental reorganization with all of the political barriers
associated with grand strategies. It would have the great
advantage of bringing health, human service, welfare, educa-
tional, economic development, land use and other planning
functions together in a planning system which could achieve
a high degree of inter-plan coordination to the benefit of
all,

OPTION D

A final alternative would be the consoclidation of all heaith
and health-related planning as a major division of the "super-
agency" for health which has been previously suggested. This
makes substantial sense (providing the majority of government's
health related agencies and organizations are subsumed under
such an agency), for it brings the planning function (overall
arid categorical) into its proper staff relationship with
providing entities such as public health, mental health,
hospital services, etc.

GENERAL PLANNING CONSIDERATIONS:

Whichever of the foregoing options might be adopted, it
will be important (at least in health planning) to favor the
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planning and_development tasks and to reduce the present level
of attention to the regulatory tasks which consume much of the
effort and energy of GHPDA. This is to say that whatever
future heaith planning effort it mounted, it should move
forward hand-in-glove with the entities of both private and
public sector which are in the business of providing and
developing health services. Planning should be preoccupied
with problem identification and problem-solving, and it should
act as an ally to the delivery system, not as an adversary.
This suggests that future health planning would center about
the creation of working parties, task forces and other organized
efforts which bring the providing community directly into the

jdentification and calibration of health problems and into
active searches for the most cost-effective and efficient
alternative means of their solution.

A second future preoccupation of planning in the health
sector should be the continual evaluation of the effectiveness,
efficiency and efficacy of on-going health programs. Evaluation
is, of course, the second part of planning -- plans establish
needs to be met and suggest means to meet them; evaluation
continuously tests progress toward implementation of the
selected means and their impact on the problems being addressed.
Thus, a community "watchdog" (not necessarily regulatory)
function is suggested.

Consolidate Government Health Services

Earlier recommendations and options have dealt with means
whereby governmental health services might be administratively
consolidated and coordinated. The series of policy options
which follow are intended to explore in more detail various
operational features of a consolidated governmental health
service, all of which are intended to bring greater operating
efficiencies and economies to an over-stressed system.
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Centralize Governmental Purchasing for Health

Presently, purchasing of supplies and equipment for health
services is widely distributed over many line and semi-
autonomous agencies of government. Furthermore, purchasing
is constrained to quarterly budgeted allotments. . All of
this conspires to deprive the government of major economies
which could be achieved should supplies, equipment and other
material be purchased in standardized bulk quantities at
infrequent intervals.

OPTION A

The simplest approach would be the annual consolidation
of all supply requirements according to kindred function,
across agency lines, into an annual requisition 1list. Thus,
all pharmacy requirements of public health and GMH would be
forecast as an annual requisition; clinical supplies for GMH,
public health and other entities could similarly be conso-
lidated. Laboratory equipment and supplies pertinent to GMH,
public health, PUAG and EPA could be grouped into an annual
requirement. Then, for each operating entity, the major
supplies and equipment budget (perhaps subdivided by supplies,
material and equipment) would be assigned a specific budget
quarter, during which (for example) all pharmacy supplies for
the year would be obtained, all laboratory supplies, etc.

This would permit solicitation of bids from appropriate whole-
salers, including proposals for warehousing for the govern-
ment of pre-ordered supplies and their timely delivery on a
routine basis. We estimate that such a move could be expected
to save between 25-40% of current supply costs.

OPTION B

A major materials management center for government could
be created which would have the central responsibility for
bulk purchasing, warehousing and distribution of supplies
and material for all agencies of government. In this model,
actual purchasing responsibilities would be shifted from
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line agencies to the central agency, and it would be the
central supply agency's budget which reflects the costs of
supplies and material, not those of operating entities. This
would have an advantage in that greater leverage in obtaining
signficant discounts and bulk deliveries could be achieved,
and a high level of purchasing expertise could be expected

in the management of such an agency.

OPTION C

At least for GMH, and for certain sectors of public health,
arrangements could be made through centraiized purchasing
consortia which exist among hospitals in Hawaii, and among
health agencies in West Coast locations, for the inclusion of
Guam's medical supply needs. We believe there would be will-
ingness on the part of other central purchasing/warehousing
operations which are operated as non-profit organizations
to include Guam. This would require, as in the modeis above,
the lumping of supply appropriations into a single budget
period so that ample funds are available for the payment of
large orders. In all models, both governmental and private
sector supplies could be included in master requisitions.
This would, of course, require an interesting co-mingling of
private (e.g., FHP) funds with those of government, and a
serious attempt at standardizing brands and other specifica-
tions. Considering just the volume of laboratory, pharma-
ceutical and clinical supplies which are consumed annually
on Guam, given pooled purchasing power and standardized
jtems, the payoffs in cost savings for the general economy
would be immense.

Contract With Other Entities to Provide Services

As Guam's health care system continues its development,
there will be equipment and services available through govern-
mental entities which will be sought by others, including the
Navy. There are many eligible beneficiaries in Guam for
various Federal programs, such as medical care under the
Veterans Administration, for whom Federal services are not
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fully locally available. There exist opportunities for
Guam's service system to fill these needs.

OPTION A

As newer equipment and competencies are added to Guam, the
various laboratories of government, and the institutional
care system, it is recommended that formal contracts be
sought with the Naval Regional Medical Center which specify
the conditions under which such resources would be made
available for its clientele and the price for each usage.
This would not only develop added sources of revenue for the
government, but would permit better forward planning by the
Navy as to its own internal resource needs and those which
it need not supply but which would be available for them in
the broader community. In the future, as elaborated more
fully under option area 26, similar contractual arrangements
would become important with surrounding governments (Commonwealth
of the Northern Marianas, the Republic of Belau, and the
Federated States of Micronesia) for similar support usage of
Guam-based equipment and services. We feel strongly that
formal contractual arrangements, either on a fee-for-service
basis or on a pre-paid stipulated retainer basis, would be
important for two reasons. First, it provides a basis for
rationing often scarce services among multiple users and appro-
priate scheduling of their use. Second, it provides a sensible
base for budgeting and forecasting of funds flow for govern-
mental health services.

OPTION B

A second opportunity lies with the direct provision of
medical care services at all available levels to qualified
beneficiaries of the Veterans Administration. We believe,
given the over-burdened Naval Hospital (which is the only
locally available Federal resource to serve Federal benefi-
ciaries) and the great distance to the nearest VA facility
(Tripler Army Medical Center in Honolulu), that officials of
the Veterans Administration could be interested in entering
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into contracts with GMH {and with DPH should expanded primary
medical care services be developed therein as recommended in
option area 13) for the servicing of their beneficiaries at
agreed-upon prices. This arrangement would not only clarify
responsibilities for the provision of veterans care, but it
would create a clear channel for recovery of costs for serv-
jces provided to eligible veterans and it would improve sub-
stantially the access of qualified veterans into services

to which they have legal rights. Similar arrangement might
be made under the CHAMPUS as well , should military officials
feel the need to transfer military dependent care to the local
system.

Reform the Medicaid Program

The present Medicaid program is under-funded, locally
supported to inappropriate levels, late in payment, and
inefficiently manual in its operations. Serious attention
to corrections of problems in this area is warranted by all
policy-makers.

OPTION A

Inasmuch as the present Federal participation level of
$1.4 million dollars constitutes only an estimated 20% of the
total Medicaid costs incurred, and applies constraints and
requirements which Guam finds difficult to comply with, one
option would be withdrawal from participation. Not only
would this free Guam from compliance with voluminous Federal
regulations, it would provide discretion as to which services
Guam would provide the poor in the future. It would also
serve to provide Guam the discretion of establishing her own
eligibility criteria, perhaps better suited to Guam's people
in need. It would offer creative opportunities for cost-
sharing among some marginally poor. It would also cause the
Joss of $1.4 million dollars in Federal revenues which might
well be completely offset by the establishment of a more
efficient service system offering appropriate medical services
for the poor and near-poor. We do not necessarily recommend
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this option for immediate consideration, but it is appealing
especially when coupled with one of the opportunities included
in option area 13.

OPTION B

Maintain the present Medicaid program, but continue to
place pressure upon the Federal government for a more realistic
cost-sharing formula. The absolute minimum which should be
settled for, in our opinion, would be 50% Federal matching.
This is generally the minimum level afforded to all states,
and we see little rationale for discrimination against the
territories. Furthermore, we believe there to be substantial
sympathy for the financial plight of Guam and other territories
in the U.S. Congress, and since the consideration involves only
several million dollars (perhaps 15 to 18 to bring all terri-
tories to par). A more equitable arrangement would make an
imperceptibie dent in a multi-billion dollar program.

Under this condition, a multiplicity of internal reforms
would be required. First claims processing, which is now
done on an entirely manual basis, should be mechanized with
the commensurate establishment of a management information
system especially styled to the Medicaid program. We estimate
that claims processing services could be obtained locally,
or by contract with entities in Honolulu, at a cost of no
more than $1.25 per claim, or an aggregate estimated annual
cost of about $20,000. Part of this cost would be offset by a
reduced clerical staff which is now assigned manual processing,
and the good will generated through more prompt claims process-
ing and payment would be a worthwhile investment.

The Medicaid fee schedule is seriously behind the economic
times, and places undue burdens on both GMH and private medical
service providers whose costs of actually providing services
greatly exceed the reimbursement levels presently permitted.

Eligibility requirements need to be seriously studied and
criteria of great clarity will need to be established. As it
is now, intake workers in the Division of Social Services are
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apparently freely admitting nearly anyone who applies to the
Medicaid program, and apparently do so because there are no
clear guidelines for inclusion and exclusion of individual
cases. This practice can be predicted to bankrupt the program,
for demands for service will shortly completely outstrip any
realistic level of program funding.

A closely related concern is the definition of "indigency".
In part, Federal regulations help to define those eligible
for Medicaid on the basis of their eligibility for other
welfare entitlements. This leaves the guestion of who are
the indigent for whom the Government of Guam additionally
feels responsibility. Are they the "destitute", the “vagrants",
the "poor" who are not eligible for Medicaid?  Should 1981
rather than 1967 criteria be employed to determine Medicaid
eligibility, it is our estimation that about 25% of Guam's
population would be eligible, including virtually all of the
present "indigent® group. Such broadening of the Medicaid
eligible pool would, of course, severely stress the current
program. It would, however, provide substantial argument
for enhanced Federal participation in what is presently a
seriously under-matched program. Often, itis our perception
that the indigent are those whose medical bills are not paid
by either Medicaid or any other entity -- in other words, those
"who don't pay their bill", for these are the people whose care
is paid for by appropriations for indigent care. We feel,
however, that many are classified (after the fact and after
bills become uncollected) as indigent who actually have means
of paying all or a portion of their expenses. Similarly, we
feel many are included in Medicaid eligibility who also have
some ability to pay at least a portion of their medical care
expense, or for whom other means (such as insurance) could
have been arranged.

Many of the changes in Medicaid regulations which came
as a part of the Budget Reconciliation Act of 1981 require
serious study. For example, states may now request approval
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to 1imit specified providers services to be offered Medicaid
clients. They may also, by contract, arrange for certain
services including laboratory and drugs at specified cost-
efficient providers. Inasmuch as reimbursement formulae,
delayed payments and other problems make participation in
the Medicaid program undesirable for many private sector
providers, there would not appear to be significant barriers
to decisions to limit the provision of services to Medicaid
beneficiaries to something less than total freedom of choice.

OPTION C

We understand it now to be permissible to arrange for the
total pre-payment through some form or another of the insurance
mechanism for medical services under Medicaid. This has been
explored with Guam's two major health maintenance organizations,
but premium costs have proven to be exhorbitant and there is
relunctance to enroll any but young families as members of
the HMO's (these, of course, are the best or low risk families).
While continued investigation of this option should be pursued,
there is another possibility worth consideration.

It would be possible for the government itself to create
an insurance program -- a pure indemnity program, underwritten
by the government, the premiums for which would be paid by
the Medicaid program on behalf of eligible beneficiaries.

Once clearly defined, the indigent (non-Medicaid eligible)
could also be enrolled in such a program. This type of
program could carry with it some financial responsibility on
the part of the participant, such as a nominal front-end
deductible, and/or some level of co-insurance based upon
ability to pay. Thus, when service is needed, the enrolled
member (whose dues have been actuarily estimated in sufficient
amounts to covér the estimated expenses of services) simply
presents him/herself as any other insured person to either
private or public sector health care providers who, in turn,
bi1l the insurance program for eligible {fee-schedule based)
reimbursements and also would be required to coliect eligible
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(fee-schedule based) reimbursements and also would be required
to collect eligible deductibles and co-payments from the client.
This mechanism would be most desirable should the decision be
made to withdraw from participation in the Federal Medicaid
program, although such decision would not be mandatory to
jmplement the notion. The financial integrity of the program
would depend, in large measure, upon a controllable group of
participating providers who would be expected to accept 1limited
fee schedules, and not abuse the system with unnecessary pro-
cedures and services. This would obviously be best achieved
under a more closed system of service provision for the poor

as described in the following policy options.

Expand Governmental Provision of Primary Medical Services

While this policy option has been dealt with at some
length in another report entitled "An Organizational and
Management Analysis of the Division of Public Health, DPH&SS",
dated October 1981, it is our purpose here to reiterate the
idea and to expand upon it as a specific recommendation for
policy consideration.

OPTION A

Owing principally to the current high costs of providing
medical services to both the poor (under Medicaid) and to the
indigent (Targely through GMH), recent relaxations in Federal
policies governing Medicaid, and to the general disinterest
in the private sector medical community in serving the poor
at financial loss, there exists a climate conducive to con-
sidering the consolidation of all primary medical care for
the needy and the indigent in a single governmentally-sponsored
and operated health service. Given its current array of
clinical services and clinic settings, the logical agency
for such centralized service provision would, in our opinion,
be the Division of Public Health, DPHA&SS.

1t would be feasible and possible to establish full-staffed
primary care out-patient clinics at the central, southern, and
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(soon-to-be) northern area health centers, with a fourth
location in or near Guam Memorial Hospital.

The suggested locations of future Family Health Centers
is more fully illustrated in Figure 23, wherein areas of
greatest recent and probable future population growth are
also highlighted. Given the highly probable continued
population concentration in the central and northern areas
of the island, the four basic locales suggested appear to be
valid as centers of population catchment areas. Likely popu-
lation flows to the several centers have been estimated in
Figure 23, but the differential volume of each patient stream
will be dependent upon factors other than residence (e.g.,
employment, if any; shopping and trade patterns; and proximity
to other governmental services which may attract the low
income person).

There is concern at GMH that, given the expanded private
medical community now existent and related internal financial
problems, it may not be in the best interest of the hospital
to continue the out-patient service. A network of DPH-
operated primary medical care centers {(which we would favor
generically terming "Family Health Centers" or, as an alter-
native, naming each according to site -- i.e., Tamuning Health
Center, etc.) could essentially replace the present out-
patient department at GMH, transferring all primary out-patient
medical services of government to DPH operation and control.

Each such center would ideally be staffed by one physician
who should be a family practice specialist. As leader of the
clinical team, the doctor would be supported by two Nurse
Practitioners, representing either pediatric, obstetric or
geriatric nurse practice as the Tocal service population's
characteristics might dictate. Two Registered Nurses would
complete the clinical team at each center, together with a
clerical person for registration and record keeping. In addi-
tion to the four principal teams, we would envisage a fifth
team, identically staffed, to "float" between the Mangilao
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Figure 23

Locations of Proposed Family Pealth Centers

v o Pro—osed Tanily
Q Healtn Centers

Penulation “rovth- 1°77- 8F

COCOY (13LAND -



- 273 -

and Tamuning centers since the heaviest patient load could be
expected at those locations. An additional laboratory techni-
cian would be needed at the southern and northern area health
centers to support the clinical team, but laboratory services
at Mangilao and Tamuning could be accommodated in current
facilities. At the outset, radiology should be concentrated

at GMH, but as demand and future usage dictates, minimal
radiographic equipment could be added to each of the outlying
Family Health Centers. One pharmacist could adequately service
the drug stocking and dispensing needs of all four centers.

We have generously estimated the salary and supply costs
for such an endeavor, and calculate the total annual expense
to be approximately $800,000.

The services provided at the Family Health Centers would
include personal health services such as health promotion,
maintenance, disease prevention, predictive and diagnostic,
out-patient treatment including simple ambulatory surgery,
examinations and therapy, emergency service of a first-order
type, limited formulary pharmaceuticals, rehabilitation, and
basic clinical laboratory. Medical procedures would be
provided in the areas of general medicine, pediatrics and
obstetrics, minor surgery, counseling and mental health crisis
intervention, therapy and referral. All in-patient services
would be referred to Guam Memorial Hospital, and necessary
medical specialty services would be referred to private
sector physicians.

If it were assumed that approximately 25% of medical care
expenditures for the poor and indigent are related to the
foregoing types of primary care, then the estimated cost of
the Family Health Centers ($800,000) would suggest a total
system cost of about $3.2 million for all indigent and poor
care. This is substantially Tess than current governmental
spending through Medicaid, appropriations for indigent care,
and foregone collections at GMH.
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We have estimated there to be approximately 12,000 persons
classifiable as needy, poor, indigent or Medicaid eligible.
Distributing this number over the five clinical teams provided
for in this model, patient visits at a rate of about 5/person/
year would amount to nearly 40 patient visits per day -- a
figure well within the capacity of a one physician-four nurse
team. In fact, there is the possibility that substantial
slack capacity would exist, especially in the more rural
northern and southern center locales, and the Family Health
Centers in these settings, and others as well could extend
their services to private patients in the vicinity, recovering
actual costs through billing FHP, GMHP, and other insurance
carriers.

We would see each center providing services at least five
and one-half days per week, with occasional scheduled evening
clinic sessions. Specialty clinics, employing physicians
from the private community, could be accommodated as needed.
For weekend and evening coverage, it might be feasible to
consider nurse practitioners as live-in;, on-call professionals
for such times.

It is true that such centers would represent direct compe-
tition with the private practice of medicine in physician's
offices and clinics. However, we feel the level of general
disinterest in programs for the poor to be sufficiently high
that there are no serious impediments to making such a move.
Moreover, the Family Health Centers would be in business to
provide only primary medical care, and would reiy upon the
private sector to provide secondary and specialist medical
care through the referral and vendor payment process.

A major value of such a plan would be the centralization
of patient management responsibility in one or another of the
centers, which would become for the poor and indigent at
least their primary portal of entry into the broader health
care system. Thus, strict controls could be exercised over
the tota) medical experience of each patient through
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centralized case management. Furthermore, central as opposed
to the presently widely dispersed patient medical records
could become a reality, thus contributing to jmproved quality
of case management.

At each center, the full range of public health programs
could be handily coordinated with the therapeutic and diagnos-
tic services provided by the center's clinical team, and each
center could be the base for the present home care service,
linking it more effectively with out- and in-patient services
which would be coordinated by the center's medical staff.

QPTION B

Many variations on the foregoing theme are possible, and
as major options we would suggest consideration of only a few.

a. establish fewer centers with commensurate savings in
staff, but with greater difficulty for the eligible popu-
lation in attaining services.

b. staff the centers with salaried nursing personnel, but
retain on a countractual basis physicians from the private
sector to provide some or all medical services and super-
vision.

c. with the collaboration of public health nursing, establish
the smaller village-level public health clinics as feeder
stations to the Family Health Centers, with substantial
triage and referral responsibilities falling to the public
health nurses as the first entry portal.

d. place the same idea under the management of Guam Memorial
Hospital rather than public health, and operate the center
network simply as an expanded out-patient department of
the hospital.

e. establish the network of centers as provider entities
under a governmentally-sponsored health maintenance organi-
zation (not the same as GMHP, incidentally) especially
for the poor who would be enrolled under a governmental
insurance system.
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OPTION C

There are at least two other areas of potentially expanded
governmental service to which we would call the reader's
attention.

a. There are presently lacking domiciliary facilities for
the dependent elderly who lack suitable personal home
environments. For the most part, the only alternative
for their custodial care is admission to the skilled
nursing facility at GMH, at extraordinary expense given
their needs. The opportunities in this connection are
two-fold:

e establish a network of governmentally-sponsored (or
have government stimulate private investment) "rest”
or "care" homes in which frail but ambulant elderly
can pursue their normal activities of daily Tiving in
a protected, home-like setting under minimal super-
vision, but with the full array of health and other
supportive services being coordinated for them.

e establish day-care facilities to offer the elderly who
do live at home, often with their children, a protected
day-time environment (equally coordinated with other
health and social services), and to provide respite
for their families who would re-assume responsibilities
for the care of their aged in evenings and weekends.

b. While not customarily considered a health service, owing
to the general lack of public transit in Guam, some con-
sideration should be given a medical transport system
for those who are poor, infirm, disabled or otherwise
disadvantaged to move freely from their homes to those
places where their needed medical care is available.

A free-of-charge radial bus service providing transport
from the existing 16 village centers to either present
locales for medical care, or to the suggested future

Family Health Centers would seem appropriate. In fact,
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as a first step in establishing governmentally-provided
primary medical care for the poor and indigent and before
fully extending centers to all locales, an experiment
with free transport to a more Timited number of centers
would be important. The results and acceptability of
readily available transport could dictate the numbers and
locations of future centers.

Establish Appropriate Fee Schedules for Government Health

Services

Whether or not decisions are made to require payment,
either in full or in part, for the wide array of governmental
health services provided especially by DPH and GMH, we feel
it would be desirable that realistic fee schedules be developed
for each such service. Fees should be based on the actual
computed cost of providing a given service, and should be
clearly established at least in the areas of home care,
pharmacy, laboratory, family planning, dentistry, and medical
and mental health out-patient care.

This would establish a future basis for appropriately
seeking reimbursement for services provided to patients who
are enrolled in HMO's and insurance programs, for partjally-
or fully-charging current fee-of-charge patients, and for
determining premium levels for potential future government
insurance programs. Such fee schedules would be imperative
at that point where formal contracts with entities such as
the Navy and Veterans Administration might be entered into.
We recognize that many such fee schedules and other schedules
of charges are already in place (generally throughout GMH
and in selected program areas of DPH), but we highlight the
jssue in order to assure that continued attention be given the
matter. The creation of realistic bases for charging for
governmental services rests at the heart of many other recom-
mendations, and therefore assumes proportions of importance
for the future.
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15. Establish Guam Memorial Hospital Under a Different Legal Form

Since acquisitionof Guam Memorial Hospital from the
CatholicDioscese of Agana and the creation of the Guam
Memorial Hospital Authority as a semi-autonomous agency of
government, there have been continuous and irritating opera-
tional and financial problems related to the hospital. It
has, in short, become the major center of conflict within
Guam's health care system and the focus of public, legislative
and planning attention, potentially to the disadvantage of
patient care. It is clear to us that there is general unwill-
ingness that operations as at present continue much longer,
and we generally support the feeling that some changes of
rather major magnitude will be required in the very near future.

QPTION A

Appealing mainly to private physicians and the business
community of Guam, a first option would be the divestiture
by government of ownership and operation of GMH through its
transfer and sale to a private entity. Several! alternatives
offer themselves, including the outright sale to one of the
major firms which specialize in the ownership and operation of
proprietary hospitals such as Hospital Corporation of America.
Another would be the identification of a suitable local
voluntary alliance which could acquire the assets of GMH. A
third would be a coalition of business interests, partially
local to Guam and extended to a broader partnership reflecting
financial interests in Japan, the United States and elsewhere.

The decision to essentially go out of the hospital business
would certainly relieve a stressed governmental system of a
major controversy and financial burden. It would, however,
under any condition, deprive government and Guam's citizens
of any means whatsoever of containing the costs of hospital
care, for GMH represents th sole civilian hospital available
in the Territory and her citizens are compietely dependent
upon it. Therefore, under private auspices (whether profit
or not-for-profit) the consuming public would be lacking
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any other alternative than to pay whatever charges the pri-
vately operated hospital might choose to fix. Relationships
with public health and mental health programs would become
strained, and many Federal programs now operated through the
hospital would require transfer to other agencies of government
in order to qualify for Federal participation. There is,
further, the question of the government's responsibility for
the Federal grant-in-aid which made initial acquisition of

the Medical Center of the Marianas possible, and the high
1ikelihood that Federal officials could not approve the outright
sale of this major asset of local government.

We must conclude, therefore, that this option is not a
particularly desirable or viable one at the present time.
As Guam's population continues to grow and broadly distribute
jtself throughout the island, it may be feasible in three or
four decades to consider a second major hospital which could
then be developed under private aegis and operate competitively
with a governmental hospital.

OPTION B

The option which would be most desirable, in our opinion,
would be incorporation of GMH, by act of the Legislature, as
a separate, completely autonomous non-profit public corporation
to which the government could transfer the assets and operations
of the present GMH. Under this option, the ownership and opera-
tion of the hospital is actually divorced from government,
and placed in the hands of a publicly accountable corporation
created especially for the purpose by statute, reporting only
to its Board of Directors, but with statutory public reports
as well. It is not unusual that the statutory charters for
public corporations stipulate relationships with government,
including permission to seek appropriations (but implying no
fiscal responsibility on the part of government), annual
public reports, and occasionally special fee discount arrange-
ments for governmental purchases of services. A form of rate
review could be entered into the charter, for example,
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requiring the corporation to seek and obtain governmental or
legislative approval of future rate increaes, initial rate
structures, and the like.

Thus, this option differs significantly from A above, in
that it retains a large degree of public accountability, and
yet releases government from its present semi-direct obliga-
tions in the delivery of hospital care. As a public, non-
profit corporation, most of the Federally-funded programs such
as community mental health services could, if desire were
manifested, remain under the umbrella of the new management
structure. Under this structure, whether by direct prospec-
tive reimbursement, or vendor payments, the Government of Guam
would remain responsible for paying the costs of hospital
services rendered to the indigent.

OPTION C

Another option for which we believe there to be a substan-
tial constituency is that of converting GMH to line agency
status in the government structure. This would have the effect
of repealing the current Authority, and vesting management
responsibility for the hospital in the person of a gqubernatorially-
appointed chief executive. There would, however, remain a need
for the establishment of some form of "board of directors” or
"trusteeship" to which the chief executive would be accountable
and answerable. Any of the previously recommended forms of a
board of health would serve this purpose in terms of accredi-
tation requirements and operational needs. On the other hand,

a special commission or board could be appointed by the Governor
to play the necessary trusteeship roles.

Questions remain as to whether GMH as a line agency should
be subordinate to or parallel with other line agencies. As
suggested earlier, we favor serious attention to the creation
of a master health agency of government, one major element of
which could be GMH and all of its ancilliary services. If
this were to be achieved, and if the network of Family Health
Centers as primary medical care settings under DPH were to be
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implemented, then great opportunities for close collaboration
between public health, primary care and in-patient services

would accrue.

As a line agency of government, it would probably be most
appropriate to adopt a single annual budget reflecting the
total operating expenses of the institution, building as we
will subsequently suggest & more aggressive billing and col-
lection system, with some hospital revenues reverting to the
general funds, and with others reserved to fund contingencies
and depreciation. In this way, as with any other major line
agency, the hospital has a dependable although fixed amount of
money with which it can conduct its services, meet its payrolls
and maintain its equipment. It would, however, serve to further
politicize the hospital, bringing it under more direct and
probably more frequent surveillance by the Legisiature. However,
given the political realities of Guam, this may happen inevitably
as it is now, and would represent 1ittle change. On the other
hand, under conditions of a fixed, large appropriated annual
budget, one could expect the hospital to make many fewer trips
back to the Legislature for supplemental appropriations, for
the custom in other direct goverqment hospital operations is
the axiom "1ive within your budget".

As a line agency, with operating expenses covered by a
fixed budget, there would be less incentive for aggressive
collections than at present because such revenues would not
accrue to the hospital's operating budget. On the other hand,
there would be a much greater incentive than at present for
more realistic provision of services, inasmuch as abundantly
over-budgeted service provision will simply exhaust a fixed
budget before its time.

This option obviously prﬁvides for the greatest degree of
public accountability, but suffers from probable inefficiencies
and functional difficulties which seem to arise every time any
government operates relatively non-traditional public services
such as hospitals.
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OPTION D

A make-shift alternative would be to leave the sponsorship
as it is, but require greatly improved estimates of require-
ments for appropriated funds to cover the cost of medical care
provided to those persons for whom the government is respons-
ible (i.e., the indigent and Medicaid). An annual appropria-
tion, coupled with the caveat "live with it", would essentially
place the hospital on a totally self-supporting basis and
require it to generate the balance of its operating revenues
from the most customary sources. This would be tantamount
to prospective reimbursement and wauld actually be possible
with more aggressive billing and collection procedures (and
a lessened degree of external political intervention which
often prevents collections), more creative financial arrange-
ments with third-party payors, and tightened internal effi-
ciency. This, of course, was the original design when the
current organizational form was adopted, and history suggests
that the form does not meet its promise.

OTHER GHM CONSIDERATIONS

A variety of specific recommendations are contained in
the following section, each pertinent regardless of the future
organizational form of GMH.

a. Collection procedures to recover just amounts due the
hospital are an absolute requisite. This will require the
hospital to have freedom to develop its own collection
criteria and to provide for the enforcement of that
criteria.

b. The development of an all-inclusive rate system whereby
each patient's obligations are identifiable and readily
determined at the point of service, whether it be discharge
following in-patient services, or at the time of service
in the out-patient and emergency departments, is seen as
a desirable development. Hot only does the all-inclusive
rate concept greatly simplify internal bookkeepind, but it
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facilitates the billing process. It is usually
acceptable to third-party payors as well.

Restructured delineation of responsibilities with regard
to indigent medical care is sorely needed. The hospital's
primary responsibility is for the provision of medical
care and not the maintenance of various payment programs
as is now the case. In particular, the responsibilities
for managing the payment (or recovery) for indigent care
services are inappropriately lodged with GMH and would be
more appropriately the responsibility of the Division of
Public Health.

The hospital presently acts as a biliing and collection
agency for certain physicians amounting to about $250,000
each year, and this role should be irmediately 1ifted as
an inappropriate function of a hospital.

The receipt of payments by the hospital from third-party
payors {GMHP, FHP, Medicaid, etc.) contains substantial
time lags. Any acceleration of payments and reductions in
accounts receivable would constitute an important windfall
for hospital operations. We feel that incentives of a
positive nature could be undertaken, including a more or
less standard 2% early payment discount (payment within
30 days or less) extended to third-party payors and to
private paying patients alike. The establishment of the
above recommended all-inclusive rate structure would also
enhance timeliness of payments by reducing the number of

aisputed bills.

The mechanism for reimbursement of the hospital for services
rendered to beneficiaries of the Medicaid program can be
substantially improved by close examination of the hospital's
cost allocations internally (which could enhance the basis
for recovery through allowable Medicaid formulae). For
example, with better internal strategies for cost allocation,
substantial increases in allowable Federal reimbursements
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for the renal dialysis program would be possible. Other
service areas are also candidates.

g. Although we have previously mentioned it, the lack of
stability in hospital management constitutes a severe
problem. The administration has become a revolving door
over the past several years, and without stability in
management department heads have developed virtually their
own operating systems so they can get on with the business
at hand. We recommend that the position be stabilized
through direct Executive support of the hospital adminis-
trator, which could be readily achieved if Tine status is
adopted. We also recommend that the hospital and the
Executive Branch engage in an active legislative relations
program to improve relationships between the hospital and
jndividual Senators. In a similar vein, there is currently
a high degree of skepticism, especially among better
informed and better educated members of the community, over
the quality of GMH services. Thus, there is urgently
needed 8 strong and persuasive public relations program
aimed at educating the general consuming public to the
relative excellence of services which GMH does, in fact,
provide. Perhaps a stimulated patient affairs or community
affairs office in the hospital is needed; perhaps a consumer
advisory council would help.

Divorce Guam Memorial Health Plan from Guam Memorial Hospital

Authority

In no other sector of Guam's health care system, or in any
other setting for that matter, have we encountered so gross
and unworkable conflict of interest as that which exists in
GMHA's dual authorities over GMH and GMHP. At the same time,
a single authority is determining what price to charge a vendor
and simultaneously determining from the vendor's perspective
what will be paid to the hospital. On the one hand, the Authority
sets collection policies, but in its role as management for
GMHP it determines whether bills will be honored or not.
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These roles are directly conflicting and cannot be carried out
adequately without total separation.

OPTION A

The operation of GMHP could, in the simplest model, be
transferred to some new entity created by the Legislature, or
perhaps by Executive Order authorized to assume it. This could
take the more formal form of a new public non-profit corpora-
tion created especially for that purpose, or it could be assigned
to some line agency of government for operation so long as
that agency is not a provider of service to GMHP and its member-
ship.

OPTION B

The plan could be sold outright for the value of its 1iabil-
ities plus $1.00 to private interests for operation as a private,
competitive HM0. Given what we perceive to be serious fiscal
problems within GMHP, it is doubtful that a private sponsor
could be located to assume its operation.

OPTION €

Should wisdom be found in an earlier recommendation that
the government consider establishing a separate, governmental
insurance program for purposes of enrolling the poor and
indigent, then that concept could be expanded to include the
operation of GMHP as a governmental insurance entity serving
both the employed and the needy under a single umbrella.

GENERAL COMMENTS REGARDING GMHP

We feel strongly that it is important to have at least two
competing health maintenance organizations in Guam, and GMHP
presently plays an appropriate competitive role. However,
to ensure proper competition, GMHP must not be allowed special
benefits of pricing, payment and service not otherwise avail-
able to all competitors. The essential elements in this
policy are two-fold: first, remove the present conflict of
interest which exists in the dual management of a hospital and
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a health plan, and second, maintain a viable insurance program
alternative for substantial numbers of Guam's people who have
gelected enrollment in GMHP.

Enroll the Elderly in Medicare

For some not well explained reasons, a small proportion of
Guam's aged population are not currently enrolled in the Federal
Medicare program. Enrollment in Part A (hospital benefits)
is now automatic for all Federal social security annuitants.
Since many in Guam have been excluded from participation in
the social security program, they have not been automatically
enralled. However, their eligibility for enrollment is still
current, although the Secretary of Health and Human Services
is now reguired to extend open enrollment only during a brief
two-month period each year. Nonetheless, the opportunity remains.
0f an estimated 2,300 or so persons 65 years of age and older
in Guam, approximately 2,000 are enrclled in Part A, Part B
(doctors and other services out of hospital) is available on
a purchase basis for those who are also enrolled in Part A,
and only 1,700 of Guam's elderly are presently enrolled in
this Part.

The lack of universal enrollment may be partially explained
on the basis of economics. It costs the elderly money to enroll
in Medicare, and it is not the free insurance for the aged that
many believe it to be. Beginning January 1, 1982, for those in
Part A, the first $256 of hospital expenses must be met out-
of-pocket before benefits come into play. As days of hospitali-
zation exceed 60, then the beneficiary must be prepared to pay
$51 per day, and as they exceed 90 days, the beneficiary pays
$102 per day for continued hospital care. Should nursing care
he required beyond hospitalization, after the 20th day, the
heneficiary must pay $25 for each additional day of skilled
and intermediate nursing care. Part B is equally increasingly
strenuous for the older citizen from a financial point of view,
with the first $75 of expenses having to be paid directly by
the beneficiary before other benefits are triggered. A monthly
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premium of $11 is required ($132 per annum) and a co-payment of
20% of subsequent medical bills is required. Taking a straight-
forward case of an elderly person with 10 physician office
visits, a brief hospitalization and 30 days of skilled nursing
care, the “total annual cost for that individual would approxi-
mate $750 including all premiums, deductible and co-payments.
This would not appear to many impoverished elderly to be a big
bargain, especially when tradition on Guam has been essentially
free medical care and they have become accustomed to its provi-
sion on that basis.

We have estimated that Guam is presently foregoing about
$500,000 annually in potential Medicare revenues. Last year,
the 2,000 enrolled in Part A alone generated reimbursement to
Guam of $1.2 million. That figure represents 77% of potential,
and if all eiderly had been enrolled and consumed hospital
services at about the same rate as those enrolied did, the
total reimbursement would have been around $1.6 million.

It would clearly be to Guam's benefit to escalate the numbers
of elderly enrolled in their rightful Medicare entitlement.
Since this does not appear to be a major area of concern, the
options have been suitably constrained.

OPTION A

A strong publicity and public relations campaign, through
senior centers, senior citizens groups, the churches and the
villiage commissioners, urging seniors to enroll in Medicare
might have some effect. This would have to be coupled with
physical arrangements to make it very easy for each eligible
person to complete the necessary forms and arrange for their
submittal to proper authorities. We have concern, however,
that Guam's elderly are well aware of the financial obligations
imposed when they enter Medicare, and probably lack, for the
most part, the purchasing power to meet the premium, deductible
and co-insurance features.
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GENERAL COMMENTS REGARDING MEDICARE

It should be noted that to take maximum advantage of poten-
tial future Medicare reimbursement, Guam Memorial Hospital
will have to take two important steps. First, it must maintain
certification as a Medicare provider. We do not believe that
to be a serious obstacle. Secondly, the hospital's internal
cost allocation system will have to be seriously studied in
order to develop a strategy which gains the maximum rate of
reimbursement for Medicare (and Medicaid, we might add)
eligible services, the reimbursement for which is based on
attributable costs.

Total penetration of the elderly population with the
Medicare program would also have the effect of increasing both
participation in and revenues for the home care program
administered by DPH. As Guam's elderly population continues
to grow slowly in numbers, careful future planning would be
required to assure that future staffing levels in both the
hospital, skilled/intermediate nursing and home care are suf-
ficient for the added case load which increased third-party
Federal payment would undoubtedly stimulate.

As the Federal govermment continues to shift substantial
financial participation on the elderly, and recognizing that
most elderly are also relatively poor, the government must
anticipate future needs to participate financially in Medicare
(as it now does partially through Medicaid for those eligible)
probably with some form and level of subsidy for the poor and
marginally poor elderly.

Establish Local Intermediary Capabilities

As complexity increases, especially in the organization of
health care financing through muitiple private and public
pre-payment, insurance and vendor payment programs, so also
does the need for modern, efficient business-like processing
of financial data.
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OPTION A

Beginning perhaps only with the needs of the Medicaid Tocal
resources with computer resources could be identified to under-
take development of skills and procedures to effectively manage
an automated claims processing/information system service for
Medicaid. There are proven economies of scale in such operations,
and once procedures have been established for Medicaid, the
other third-party programs such as FHP, GMHP and indemnity
insurance programs might well find wisdom in considering con-
tracting out their aown claims processing responsibilitics to
such entity. Furthermore, should substantial Medicare business
eventually be generated by a growing elderly population, it
may be possible that existing Pacific area intermediaries (HMSA
in Hawaii and Aetna in California) might be willing either
to sub-contract Guam claims processing to a local entity, or
a Guam-based intermediary might be established as a formal
fractionation of the Pacific area intermediary responsibilities.
Similarly, a local CHAMPUS and CHAMPVA intermediary would be
of value.

This would make it greatly easier for patients and pro-
viders to deal with medical claims problems than it is now
when existing intermediaries are more than 3,000 miles away.

It is possible that the existence of claims processing capacity
in Guam would also be employed by numerous other off-island
insurance programs, including CHAMPUS and CHAMPVA.

OPTION B

Similar capacities to mechanically process claims could
be developed with the government's computer services, or through
dedicated computational resources vested perhaps within the
DHP&SS. This alternative would fall far short of the mark
suggested above, for private sector claims processing through
contracts with governmental processing entities would be a
strained relationship to say the least. Furthermore, it is
most typical that existing governmental computer systems are
especially tailored to the payroll, budget management and
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other fiscal affairs of government, and it is often found to

be quite difficult to get prompt services and reports or new
services when collateral and tangential demands on such systems
are imposed.

OPTION C

Again beginning with Medicaid, and later perhaps extending
to other entities with claims processing needs, contracts
could be developed with existing and elegant claims processing
centers elsewhere, such as that operated by the Hawaii Medical
Service Association in Honolulu. This program presently pro-
cesses HMSA claims for more than 500,000 subscribers, all
Hawaii Medicaid claims, Part A claims for Medicare, and CHAMPUS
claims as well. Except for the time delays incurred in the
express shipping of either hard copy claims or locally prepared
computer tapes, this would provide a relatively simple approach
to making current c¢laims processing much more efficient than at
present.

Establish Compulsory Health Insurance Program for the Employed
and the Needy

Presently, about 51% of Guam's civilian population is
enrolled in one or another type of health insurance program.
An additional 4% we estimate as being eligible for various
other free-of-charge or pre-paid programs, including various
Federal entitlements. About 9% of the population is covered
for medical care under the Medicaid program. The residual of
3€% represents our estimate of the uninsured who are other-
wise ineligible for existing government programs. Of this
residual, we estimate that 22% are employed persons without
health insurance, about 8% are elderly persons who are not
enrollied in Medicare, and 6% are indigent persons without
eligibility for or access to any organized payment program for
their medical care. It is principally to the indigent (and
in one option, the Medicaid population as well) and the employed
but uninsured population that this option area is directed.
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QPTION A

While state (and territorial) powers to impose requirements
on employers which mandate the provision of health insurance
for employees -- in the model of Hawaii's pre-paid health care
act -- has recently been found by the U.S. Supreme Court to be
in violation of overriding Federal ERISA statutes, there per-
sist opportunities as variations on the general theme. The
overriding philosophy in this connection is that every wage-
earning person should be given the opportunity to participate
under a group enrollment premium structure in some health
insurance program. Those who may electively choose not to
participate could do so by their own free will, but it should
be made abundantly clear that the election of the option not
to participate will not necessarily trigger government payment
for needed medical care in the time of need. Thus, those
electing the non-participation roles would be opting essentially
for self-insurance and would have few future legitimate claims
on government supported services.

We recormend, for the employed but not insured population
of Guam, serious study of the Hawaii pre-paid health care act,
a copy of which is included as Appendix B. While government
may apparently not require employers to offer health insurance
to their employees and to participate financially in its purchase,
it is clear that various kinds of incentives could be provided
by statute which would make the offering of health insurance
enrollment a desirable act on the part of employers. For
example, an appropriate trust fund which would meet a portion
of the employer's premium share, should that share exceed some
reasonable percentage of gross payroll, could be established
as an enticement for smaller employers to voluntarily offer
this important fringe benefit to employees. Important tax
incentives could be inciuded to induce employers to develop
creative insurance packages for their employees. The appro-
priated funds expended, and tax revenues foregone, under these
expedients by government would most probably be more than
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returned in improved collections for services at GMH and other
government health services which are now paid directly by
government for the uninsured.

Such a move by the Legislature would also tend to foster
greater competition in the existing health insurance system
of Guam, and provide incentives for FHP, GMHP, HML and other
entities to be more aggressive and competitive in their
respective marketing efforts. We perceive little in the way
of animosity toward such a program on the part of Guam's
business community. In fact, those large employers who now
provide health insurance benefits for employees see it as a
near moral duty which should also be assumed by all employers.

OPTION B

Guam Memorial Health Plan could, as suggested as one alter-
native earlier, be reconstituted as a public, non-profit
insurance corporation. In this form, it could, of course,
continue to participate as an active competitor in the general
health insurance industry of Guam and should do so. However,
recalling the earlier figures which suggest that 6% of the
population fall into the indigent category, we can now suggest
consideration of the government directly enrolling qualified
and eligible indigent persons in a special insurance benefit
program which new statute could require GMHP to create. This
alternative would create a clear channel for the management
of the financing of medical and health care for the indigent,
a third-party which would negotiate fees and rates with all
appropriate providers, including private physicians and dentists,
GMH and DPH&SS. Since the GMHP program would be a governmental
entity, it would be appropriate to constrain its service bene-
fits package for the indigent solely to governmental service
sectors, and should the Family Health Center concept be even-
tually embraced, an insurance program for the paor could pay
for their care at such centers, at GMH and when necessary by
vendor payment to private specialist physicians and dentists.
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OPTION C

This alternative is a simple expansion of the foregoing
whereunder the current Medicaid population would also be
enrolled as "members" of GMHP, with the benefit package for
their plan being similarly constrained mainly to services
provided through govermmental entities as described as an
option under our earlier consideration of the Medicaid program.

OPTION D

The most extreme option would be the creation of a new
government insurance corporation which would have the sole
responsibility, with appropriated funds as proxies for dues
and premium income, for the purchase of medical services for
either/and the indigent/Medicaid populations. This would leave
GMHP unencumbered with any special benefit packages and
special enrollees, and free to compete only with more tradi-
tional health insurance programs in the community.

OTHER HEALTH INSURANCE CONSIDERATIOMS

Given relaxation of the current Medicaid service benefit
package, the specification of sole source providers, and other
changes now permitted under Federal regulations, new benefit
packages for the Medicaid-eligible, and perhaps for the indigent,
could be developed by existing health insurance programs includ-
ing FHP, GMHP which, because of constrained services and costs,
could be priced at a level approximating current levels of
expenditure for those populations. Thus, a dim option of
simply employing the existing health insurance industry for
“insurance" coverage of the poor and indigent may be possible.

We would close be reinterating a previous recommendation,
namely that serious attention be paid to achieving complete
enrgllment of the aged in Medicare and the establishment of
various other Federal entitlements in Guam (i.e., CHAMPUS,
CHAMPVA) as means of easing financial burdens for yet other
cohorts of the populatien and as devices to increase external
financial participation in the cost of Guam's health system.
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While we cannot identify them precisely, certainly a small
number of those now termed indigent are represented by students
at the University of Guam and Guam Community College who are
citizens of surrounding Pacific territories. Some are
"nationals" of surrounding areas who choose to live and
perhaps work in Guam. In these cases, once having left their
home islands, they are generally beyond medical care support
from their own governments, and tend to end up being wards
of Guam's government. Should one of the options dealing with
providing health insurance for the poor or indigent be created,
then a simple requirement that all “alien" students and visitors
be enrolled would be an obvious step. It would at the outset,
be even simpler to seek special student and/or visitor benefit
packages from existing health insurance programs and require,
as a condition of residence of greater than 30 days in Guam,
the enrcliment of all non-citizens {exciuding, of course, the
military and Federal contract workers).

Improve Regulation and Licensure of Health Professions and

Facilities

Inasmuch as Guam presently relies almost exclusively upon
professional 1icensure achieved elsewhere as a condition for
professional practice, we find few options to recommend as a
remedy except that which suggests establishment of local pro-
fessional licensure for at least critical and central health
professions. In another policy area to follow, we will sug-
gest multiple approaches to doing so.

OPTION A

Guam's government should move promptly, in league with
the appropriate professional associations and their leadership,
to draft and adopt statutes controlling the practice of the
following healing arts in Guam:

a. Medicine and Osteopathy

b. Dentistry
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c. Pharmacy
d. Psychology

Upon its own initiative, the Guam Pharmacy Association
has taken the lead in such developments, and a proposed phar-
macy licensure act is contained in Appendix C as an exemplary
approach to voluntary quality control of a profession. The
licensure and discipline of the health professions should be
conducted under formal boards of examiners which are described
later.

OPTION B

As an adjunct to basic licensure, statute or regulation
should also prescribe some minimal Jevel of regular continuing
education, if not re-examination, as a condition for license
renewal.

QPTION C

At the very minimum, newer statute should require licensure
in at least one U.S. state as a condition for practice in Guam.
In and of itself, this is not sufficient, however, for local
statute related to conditions of suspension and removal of
local license, and of requisite continuing education is left
unattended. A1)l of the U.S. conventions relating to the
practice of foreign-trained health professionals should, of
course, be observed in Guam statute.

OPTION D

In addition to the licensure of personnel, greater attention
is recommended to the issue of licensing of facilities. Included,
and presently not specifically licensed, would be medical
clinics, private laboratories, pharmacies and private care
homes of various types. Such licensure, which will require
new statute, would be dependent, of course, on meeting standards
of life and safety codes and applicable building codes. But
it would extend to considerations of adequacy of personnel and
procedures, standardization of equipment, and in some cases
specifying limitations of services which may be provided.
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GENERAL COMMENTS ON LICENSURE

As the government may move to tighten the qualifications
for professional practice in Guam, we strongly recommend that
such moves be made with the full participation of the prac-
ticing professionals themselves. The role and function of
existing professional associations and societies is presently
qdite weak. Serious participatory responsibilities in the
drafting and consideration of professionallicensure statute
and process could be a useful and consuming activity for such
bodies. When those who are expected to live and operate within
the constraints of statute are extended the opportunity to
create such statute, it is common that the regquirements which
the professions themselves will impose will be greater than
those which might otherwise be expected. They, the professions,
will be their own harshest judges.

There are undoubtedly some current practitioners who would
not qualify under newer licensure statute. We do not recommend
their summary dismissal from practice, but rather would fore-
see a form of "grandfathering” and provisional licensure coupled
with a conscious diagnosis of their respective relative weak-
nesses and the prescription of some professional updating in
areas of need as a condition for upgrading a provisional license
to a full license.

The actual conduct of examinations could be either done
completely locally, employing examination materials gleaned
from other jurisdictions, or could be contracted for to be
administered in Guam by existing and more mature licensure
bodies elsewhere, as in Hawaii. As Guam moves further toward
a role as a center for medical excellence and technology in
the Pacific, we see it as necessary that Tocal licensure and
control of the health professions be established and that
dependence on external standards be eliminated as rapidly as
possible.



21.

- 297 -

Provide Basis for Malpractice Insurance for Health Professionals

Except for government self-insurance for its professional
employees, and a group malpractice policy maintained by FHP,
there is essentially no malpractice insurance available for
individual physicians, dentists or pharmacists. We believe
that a large amount of "defensive" medicine is presently being
practiced in an understandable effort to protect practitioners
from any possible future litigation, Difficult and potentially
1itigious cases are, we betieve, often transferred to the
responsibility of government salaried physicians and other
providers, since it is risky for uninsured private practi-
tioners to continue to deal with them. Accordingly, owing in
large measure to the lack of malpractice insurance, a great
deal of potentially unnecessary medical care may now be
delivered to Guam's citizens, at undue cost to the total system.

None of the options which follow will be totally viable
uniess and until stronger standards governing the practice of
the health professions have been established in Guam. Thus,
licensure and control of the professions will be a requisite
first step prior to any serious penetration of the malpractice
insurance issue.

OPTION A

The simplest approach would be a concerted effort of
government, through direct contact, to recruit U.S. insurance
companies and to entice them to write malpractice policies for
Guam's health professionals. We would feel this to be a futile
attempt under current conditions, however. |

OPTION B

Exercising the options available to the government under
P.L. 13-115, the existing "Malpractice Claims Mandatory Screen-
ing and Mandatory Arbitration Act" would be amended to more
closely resemble some features of a kindred act which has served
Hawaii's health professionals extremely well. A copy of the
Hawaii statute is to be found as Appendix D. Under this plan,
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a "patients' compensation fund" is established which supple-
ments either customary malpractice insurance or self-insurance
programs, reducing individual insurance premium liabilities
for individual practitioners substantially, and creating a
more attractive market for the writing of basic malpractice
coverage for individuals.

OPTION C

Acknowledging the difficulty in obtaining external mal-
practice at the time being, an alternative would be for the
govermment to create an actuarily determined insurance pool
to which individual practitioners could subscribe. Thus, the
government could, at Jeast pro_tem, serve as a malpractice
insurance underwriter for Guam's health professionals. This
would make greater sense if it were tied directly to the option
above related to establishing a patient's compensation fund.

OPTION D

If the patients' compensation fund notion were to be
implemented, then it would be possible for consortia of health
professionals (i.e., physicians through the medical association,
dentists and pharmacists through their respective associations)
to establish their.own insurance funds as has been done quite
successfully by a physician-sponsored malpractice insurance
program in Hawaii. This requires substantial contributions
at the outset to create the necessary pool, which in the future
would grow substantially through investment income requiring
greatly lowered future contributions. Such a pool, when coupled
with the "major risk" features of the patients' compensation
fund, is more feasible than without such a backup.

Establish Functional Boards of Professional Examination

There is currently "The Commission on Licensure to Practice
the Healing Arts (Licensure Commission)" to which examination
and licensure responsibilities fall. In practice, with respect
to 1icensure of health professionals, this Commission's responsi-
bility is mainly in the determination of "equivalency" of other
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1icensure(s) held by applicants, and the issuance of a Guam
license based on those determinations. The Commission has
regulatory and disciplinary powers vested in it under the
Medical Malpractice Reform Act of 1975, and is empowered to
revoke, suspend or otherwise regulate the licenses of physi-
cians. They are further empowered to reprimand, fine, require
refresher educational courses and require licensees to submit
to medical treatment.

Thus, a singie board of professional licensure currently
exists inGuam, covering all licensed professions, including
the allied health professions. Grounds for suspension and
revocation of the various licenses granted by the Commission
are unclear, as they are in most other jurisdictions. They
do not include "incompetence to practice" for example, as
a clear basis for revocation or limitation of practice privi-
ledges. Comprised as it is as a single board, there is insuf-
ficient breadth of professional competence and community
interest to properly deal! with the broad range of professional
fields requiring licensure.

OPTION A

If the single Commission (Board) concept is to be retained,
it would be necessary to reconsider its membership and assure
that the board contains substantial membership directly repre-
sentative of the individual professions being licensed. It
is inappropriate for physician-dominated boards to license
dentists, nurses, or podiatrists, for physicians are not
trained in their fields. The converse is true as well. There
is further a growing national sentiment to include increasingly
large numbers of non-professional community representatives
on boards and commission which regulate the healing arts, in
an effort to more adequately protect the interests of the
general public and to preclude Ticensure bodies acting as
mutual protection societies which can substantially control
entry into the health professions at the point of licensure.
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OPTION B

A more forward-looking developmental alternative wouid
be the repeal of the single Commission, and the establishment
of muitiple boards of professional licensure, one each of
medicine and osteopathy, nursing, dentistry, pharmacy, and
nursing home administration at the very least. Such individ-
ual boards could be supplied with a single executive secretary
(perhaps an expanded duty for an existing executive within
DPH&SS) who would convene meetings, arrange agendas, issue
licenses at the behest of the board, arrange to conduct actual
examinations and obtain them as necessary, certify credentials,
and conduct necessary verifications. The boards should each
be composed of members of the licensed profession, but should
also contain members representative of the gemeral community
who are knowledgeable in the profession being licensed and
regulated.

OPTION €

The single Commission could be retained as the ultimate
licensure/regulatory authority for all of the healing arts
and allied health professi&ns, but each such licensed pro-
fession (through its respective professional association)
could be encouraged to constitute a preliminary review panel
which would investigate and perhaps examine prospective
Ticentiates and make their findings and recommendations to
the central Commission. The same professional panels could
be employed as peer review councils at the times when disci-
pfinary hearings may be necessary, again making their respec-
tive findings and conclusions available as reports to the
Commission.

GENERAL COMMENTS REGARDING LICENSURE

As we have emphasized in other places, one of the strongest
barriers to both the attractionof needed high quality medical
and other health practitioners and to high quality medical
care is the absence of available malpractice insurance. Under
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these conditions, otherwise interested private practitioners
cannot be expected to relocate to Guam and place themselves
and their professional career at risk. One of the reasons
that malpractice is unavailable is the pending serious ques-
tion about the actual quality of health care providers who
work in or might migrate to Guam in the future. One of the
strongest pieces of evidence of the professional qualification
of workers is a rigorous and seriously enforced licensure and
regulatory system. Guam's present system which essentially
takes the word of external examiners as testimony to the
competence and skill level of applicants for license is
hardly the kind of comforting evidence that underwriters

seek when they extend risk insurance. Nor is it the kind of
comforting evidence which Guam's citizens deserve when they
seek health care form individual providers. Dependence upon
external certification, and tolerance of generally relaxed
standards of professional competence was necessary in days

of very scarce medical and health personnel, when each new
doctor was welcomed because of severe need and not because of
his or her special abilities. We believe that era to have
passed, and see Guam as an attractive locale for professional
practice for a growing number of top-notch physicians and others
who find the U.S. mainland over-doctored and over-dentists
unduly competitive. We find, further, that Guam is and will

be Tooked to as a medical referral center for the Western Pacific,
and as such has serious obligations to sister governments in
the area to provide and maintain a high quality medical system.
Given these conditions and obligations, we can find no other
alternative than to suggest strengthening Guam's professional
codes of licensure and regulation to a level equivalent to that
of Hawaii, California or New York. To do less would be a
serious abbrogation of responsibility.

Expand Range of Function for Professional Workers

Two areas pertinent to some primary and allied health workers
and their respective functions are worthy of comment.



- 302 -

OPTION A

We recommend study of the desirability of expanding the
drug prescription and dispensing functions of pharmacists,
nurses and physicians assistants in view of potential future
"semi-private" practice of these professionals either in
governmental or private sector delivery organizations. The
State of California is now in the third year of a five-year
experimental statute which permits pharmacists, nurse prac-
titioners and physicians assistants to prescribe drugs within
clearly limited ranges, making unnecessary the intervention
of a physician for simple and routine prescriptions. Mot only
is this a potentially cost-saving expedient, it tends to recog-
nize the relatively high level of competence which these (and
perhaps other) professionals have in their ability to conduct
relatively private primary medical care practices.

OPTION B

In order to permit the fullest employment of nurse practi-
tioners, especially in the recommended Family Health Centers,
and in other public and private settings, as well as the prac-
tice of other cost efficient primary medical care providers,
we would recommend consideration of statute which would permit
the independent practice of nurses in the several nurse prac-
titioner specialities. This will require amendment of current
licensure acts pertinent to nurse practitioners (and physicians
assistants might also be included), with clear delineations of
an expanded scope of practice which should not necessarily
(for prescribed functions) need to be under the immediate super-
vision of a licensed physician. There has been ample experience,
in California, New Jersey and a number of other states, with
the independent private practice of nurse pediatric, geriatric/
chronic disease, family, and obstetric practitioners to suggest
that not only are patients willing to seek primary care from
such persons, but that they enjoy the closer and more cpen
communication between themselves and such practitioners.

Primary services provided by nurse practitioners are customarily
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at least 30% less costly that similar services provided by
physicians, and the fact that so much primary care provided

in well developed health maintenance organizations is provided
by nurse practiticners attests to the relative efficiency of
their employment.

Establish a Health Professions Recruitment Program

Guam presently lacks a master, long-range personnel
developmental plan for the health field. In a preceding
section which treats health manpower, we have provided some
estimates of future manpower requirements for a presently
understaffed system, and this represents only a beginning
in the development of a long-range recruitment and replenish-
ment strategy.

OPTION A

A long-range health professions manpower plan should be
developed, with immediate responsibility falling to GHPDA.
Not only should projections of needed personnel be made on
the basis of current absolute shortages, but the existing -
manpower poo) must be studied in individual detail to cop-
struct estimates of attrition rates. Such estimates, by pro-
fession and by specialty with profession, can be projected to
future years and can disclose the number and type of practi-
tioner which will be needed to refresh the present system for
each succeeding year. As a bare minimum, we recommend this
action.

OPTION B

Needed health manpower will not universally appear out
of thin air. Rather, a concerted recruitment program will
undoubtedly be required which is aimed at attaining the annual
staffing needs reflected in the long-range ménpower plan. A
number of alternative approaches to developing and sustaining
an aggressive recruitment program suggest themselves.
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Assign general responsibility to the DPH&SS which, working
against the annual quotas reflected in the master manpower
plan, would advertise in appropriate media, arrange for
interviews and site visits for appropriate candidates,

and otherwise pay continual attention to the attraction
and placement of needed health professionals.

Do as above, but add a collaborative relationship with
existing major medical groups and individual health practi-
tioners, enlisting them in the overall recruitment effort.
This would be desirable, inasmuch as many of the presently
needed, and future supply, personnel will be employed
within or will associate with existing practice.

As an interim expedient, as in the case of a radiologist
with neurological diagnostic skills for example, arrange
for on- or off-island short-term training for existing
practitioners to upgrade their specialty skills to fill
present voids.

Contract with a U.S. mainland medical education compiex,

such as that at University of California at either or both
San Francisco or Los Angeles for regular and continuous
assistance with the advertising, identificatign of suitable
individuals and their screening, and related recruitment
responsibilities. This is suggested because such educational
complexes include professional schools and faculties repre-
senting the major areas of manpower need and are in close
contact with broad communities of professional practitioners.
Thus, from their faculty, students, alumni and their sur-
rounding professional communities, a rich resource for
recruitment would be provided.

Contract, as Guam did in the past and as American Samoa
has recently done, with one of the professional manpower
service bureaus on the U.S. mainland for recruitment and
screening services.
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GENERAL COMMENTS ON RECRUITMENT

No matter which combination of the devices suggested above
may eventually be employed, it is recommended that recruitment
efforts go forth on a consolidated basis. That is, recruitment
stimulated by the government should not be exclusively limited
to attracting needed govermmental employees. Given Guam's size
and relative cohesiveness, a mutual public-private sector
consolidated recruitment effort seems both feasible and
desirable.

Furthermore, no recruitment should go forward without its
being done in the frame of reference of the recommended long-
range manpower development plan. To do otherwise will likely
result in an inappropriate skewing of types of professionals
who are attracted to Guam, with greater attention being paid
to the easiest to attract and with 1ittle to the more diffi-
cult to obtain. While we would not suggest restraint of trade,
it would not be unreasonable that manpower recruitment efforts
also be closely coordinated with licensure bodies, for they can
provide short-run buffering against the intrusion of truly
unneeded numbers of professionals, and help create incentives
which would assist in the attraction of truly needed profes-
sionals.

Establish a Health Manpower Development Program

Guam's health personnel development problems have been
shown to divide into two major sectors. The first relates
to expanding the capacities and skills of those already
employed in the system, while the second relates to a much
lTonger-range concern for future supplies of needed personnel.

OPTION A

In this study, and in a related analysis of the organization
and management of the Division of Public Health, a number of
opportunities for the enhancement of current skills have been
srufaced. We see this as an immediate concern of individual
agencies wherein aggressive and continuous in-service and
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other educational programs have not been fully developed.

Within most of Guam's health agencies, for example, there are
persons occupying important management jobs (and doing as well
as they can with their responsibilities) who lack formal train-
ing in management process. Difficulty is routinely encountered
in providing powerful educational programs which will keep
nursing staff members up-to-date on the latest developments in
their field. Similarly, laboratory, environmental, and technical
staff members lack the wealth of educational opportunities which
would keep them at the leading edge of an explosive techno-
logical age.

e As a very first step, we would recommend that each agency
of government invoived in health service delivery take
jnventory of probable developmental and in-service training
needs, and reflect programs to meet such needs in the very
next budget cycle. Some will be met through education
provided by more skilled professionals within the agency
or organization. Others can be met through arrangements
with either or both Guam Community College and the Univer-
sity of Guam for either formal, regular coursework or for
more specialized and intensive short-term training. Some -
will have to be brought to Guam in the form of visiting
instructors and packaged courses. Many universities,
especially the most proximate -- the University of Hawaii,
and its schools of the health professions -- undoubtedly
stand in a position of interest and concern, and would
with minimal resources being provided by Guam be able to
provide a relative wealth of needed education for govern-
mental staff members.

o As a more creative, but more complex alternative, we would
suggest the creation of an inter-agency manpower develop-
ment committee (including representatives from private
sector health delivery organizations as well) which would
coordinate the identification of staff development needs
throughout the health care system. The identified needs
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could then be categorized by personnel or professional
types, and kindred developmental needs across agencies
and organizations could be identified. Once this has
been completed, jointly funded and jointly sponsored edu-
cational activities could be developed which would meet
the mutua) needs of multiple kindred staff members from
many different agencies.

OPTION B

For most of the advanced health professions, Guam now
stands in a donee position, completely dependent upon external
resources for the production of her physicians, dentists,
pharmacists and other highly skilled heaith professionals.
Furthermore, this supply has little present prospect of
including within its numbers persons from Guam who have been
trained in the health professions and who return to Guam to
practice their profession. Thus, not only is Guam largely
dependent upon external resources, but upon “alien" products
of those resources. This situation will obtain for a con-
siderable period of time to come, but it need not persist
forever if aggressive and constructive action is begun soon
to alter the pattern. It will, however, persist forever
without concerted action in the near future.

While it will necessarily remain for a much more serious
planning effort to develop the details, we suggest beiow a
series of inter-related steps and activities which would have
the effect of bringing greater numbers of Guam's young peoplie
into health careers and eventually populating Guam's health
care system with her own people. Few would dispute the wisdom
of doing so, in our opinion. We propose attention to four
distinct phases, as follow:

a. Getting Guam's People Ready for Health Careers

Health careers are highly technical in their nature,
and the first step in preparing a career path for Guam's
young people would desirably begin with examination of and
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jmprovement of, where necessary, the basic science and
mathematical studies in the high schools. It will be upon
that foundation that future success in competing in health
professions education will largely be premised.

Related to biological and science studies in the high
schools, a series of "health science clubs" might be
established as means of identifying young people with
career interests in health, and as a means of building
group identity and pride as “pre-professionals" in heaith
among interested youngsters. The health agencies and
institutions of Guam could participate by providing group
activities, observational tours and other educational
experiences for members of the health science ¢lubs, and
could even consider utilizing their members as a form of
junior auxiliary to actually work for brief periods of
time in the hospital, clinics, field investigations and
other activities of the system.

From the high school level, attention must next center
upon the fine resources avajlable through the Guam
Community College and the University of Guam. Here,
portals of entry for those interested in heaith careers
must be provided, and should be enhanced with the careful
and clear delineation of pre-professional undergraduate
program tracks which will prepare graduates for eventual
entry either into existing Guam-based professional educa-

tion or at institutions elsewhere.

Thus, at the community college level, various technical
preparations could be developed, to provide training in
health occupations requiring but one or two years. This
should not be done in a dead-ended manner, however, and
in such time-limited training programs, open ends should
be retained which would permit some students to build at
a later time on their foundation technical training and
to pursue additional degree-oriented training in more
advanced health professions.
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The current nursing education program at the University
of Guam is a splendid beginning, especially as it moves to
jts new emphasis on baccalaureate studies. QOther oppor-
tunities, at the baccalaureate area and associated with
existing departments of the university would be in the
development of a health administration emphasis within
business and public administration, and the creation of
special studies in environmental sciences as an adjunct
to the basic science departments. While these three bac-
calaureate tracks are operating, there needs to be the
further identification of sequences of courses (and perhaps
the identification and development of missing courses)
which would constitute appropriate pre- (medicine, dentistry,
pharmacy, optometry, etc.) professional tracks for students
aspiring to careers in those fields. It would be desir-
able that pre-professional tracks and the programs in
nursing, environmental health, and other fields be 1inked
in such a manner that students realizing in mid-stream
of the college education that their career aspirations
have altered or their aptitudes fall in different areas
have branching options available to them without having
to return to "square one" if their career path choice
should change.

As at the high school lével, it might be possible to
establish at the University of Guam a "health science
corps" which.would include students studying in any of
the specific degree-oriented health science programs and
those in the more general pre-professional curricula. The
corps could sponsor special educational experiences,
develop field experiences for members who could work at
somewhat responsible levels in health delivery agencies
and institutions to further enhance their interest and
dedication to a health career.

In our opinion, considerable calibration of existing
UoG science and other pre-professional courses to the
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expectations and standards of external health professions
schools will be required, and consultation on this score
should be sought by university officials.

Getting Guam's People Into External Professional Schools

Some of the products of the previous stage will complete
their professional education at that level (at least for the
time being) and will become eligible for positions in the
heaith care delivery system. Others, however, will require
admission to medical, dental and other professional schools
in Hawaii or the U.S. mainland in order to complete their
preparation. To achieve this, and to assure the special
consideration which Pacific Island young people require
and deserve in often hostile, alien university settings, a
series of liaisons would be required. There is the medium
of the Area Health Education Center, a Federally-supported
program through which medical schools (in league with all
other schools of the health professions) reach out to
medically underserved areas both to bring local residents
into professional education, and to bring the benefits of
professional education directly to the medically under-
served area. It is not beyond belief that an AHEC
especially for the Western Pacific, developed in conjunc-
tion with an appropriate medical school either in Hawaii
or California, could be designed and funded. Through the
auspices of the AHEC, Guam's young people would specific-
ally be identified as a high priority cohert for admission
to advanced professional schools.

It may not even be necessary to pursue the AHEC notion,
for it is ourbelief (given some form of financial support)
that a number of universities with health professions
schools would be willing to enter into a compact with Guam
to assure special consideration and receipt of students

" from Guam. This arrangement, as it could be under the

AHEC model, could also provide for the cycling back to
Guam of advanced medical, dental and other students (as
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residents, interns and for clinical preceptorship training)
together with clinical faculty members. This would provide
a flow of visiting professional educators who could be
occasionally utilized in the undergraduate programs at UoG,
couid be a powerful stimulus to generate interest in health
careers among young people, who could while in Guam con-
tribute to general medical and professional education, and
who would over time build important and lasting liaisons
with practitioners in Guam and come to know and understand
Guam's special health care needs.

Keeping Guam's People in Health Professional Education

It will be insufficient just to arrange pre-professional
training and to gain entrance into medical school for many
young people from Guam. They will require support networks,
including financial support, which maintain their sense of
cultural identity and which provide for the special tutorial
needs which past history suggests they will reguire. They
will require periodic return to Guam during their profes-
sional training to further reinforce their obligation to
return and to practice in Guam upon completion of their
training.

Getting Guam's People Back After Education

This is perhaps the mast difficult component of any
manpower development schema, for it so often happens that
students from any rural area, once exposed to the "big city"
and all of the cultural, professional and technological
trappings of centers for health education become disen-
chanted with the more parochial and isolated 1ife which
rural practice offers. Thus, any system will require
reinforcing devices which continue to focus the young
person's attention to deeper obligations to serve Guam
and its people.

Paramount among these has been the time-honored educa-
tional loan with foregiveness provisions for those who
return and practice, usually on a2 year-for-year basis, in
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the home area. Given the income producing power to a
recently graduated physician or dentists, however, many
find it possible to "buy out" of such arrangements with
great facility, never to be seen again on the home ground.

The arrangement of medical and other residencies to
be performed in Guam would be a powerful means of re-
establishing the soon-to-be professional in his own home
territory. Should a regular flow of visiting clinicians
from the very professional schools in which the person
was trained be estabiished, then despite the relative
isolation of Guam, the young graduate has opportunity
of having familiar and respected faculty members from his
very own professional school visit him periodically.

Other incentives could include tax incentives (perhaps
also necessary to recruit and retain non-Guam professionals,
particularly in the more scarce specialties), special
recognition and status awards, government help with
establishment of practice and housing, and the like.

Similar opportunities and problems exist, incidentally,
in Pacific territories surrounding Guam, and some form of
inter-governmental scheme might solve multiple problems.

Equip and Staff Guam Memorial Hospital and the General System
to Serve as a Regional Medical Referral Center for the

Western Pacific

Guam stands at the economic crossroads of the Western
Pacific, has the largest single civilian population in the
area, and has the most modern and best-equipped general
medical and health care system in the area. Serious medical
cases are presently referred to Guam's health care system
from the Northern Marianas and Palau with relative frequency,
although many more fly by Guam to Hawaii and the West Coast.
Many individuals annually come to Guam from the Northern
Marianas, Palau, Truk and even Ponape for personal medical
care. Thus, by no particular design, Guam is presently serv-
ing as a sort of regional medical referral center.
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However, as Guam's "market basket" of medical goods and
services continues to expand, we believe that a much more
serious set of demands will be placed upon the local system
for a much broader population than now utilizes the system.
For example, should the CAT scanner be installed and made
operational, it will be the major trauma diagnostic instrument
available to the peoples of Micronesia. In this instance,
given the nature of trauma and the undesirability of trans-
porting patients for great distances, Guam will inherit
without plan a regional referral responsibility.

We estimate conservatively that there are an additional
100,000 persons in Guam's regional service catchment area who,
along with their respective governments, will need to expect
medical backup, support and referral from Guam's health care
apparatus. To this eventuality, a number of policies need to
be addressed.

OPTION A

One policy would be to ignore the needs of surrounding
populations and to continue to plan and develop Guam's system
for Guam's own people. To do so would be vastly unjust and
would represent the conscious denial of added income for
Guam's health system of substantial proportions. It would
further reinforce decisions in surrounding polities te further
the development and introduction of inappropriate medical
technology to locally meet the needs of their people. This
would be costly and medically dangerous. Thus, we can find
no constituency for this option.

QPTION B

Our favored alternative would be the recognition of a
regional responsibility by Guam's political leadership, and
the adoption of a course of action which would systematically
and rapidly build Guam's technologic and medical capabilities
to the point that not only would Guam's needs be better met,
but that all secondary and tertiary appartus of any modern
medical care system is in place and functioning for the bene-
fit of nearly 200,000 people in the general area.
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This will require an inventory and specification of
technologies either not now existing or not yet completely
developed in Guam. For example, burn care, blood banking,
organ and tissue banks, and high-intensity radiotherapy and
nuclear medicine capabilities remain to be developed. Intensive
neo-natal and other intensive care capabilities are of such
financial and technical magnitude that they cannot be sustained
for fewer than 100,000 persons, and these need radical expan-
sion in Guam.

To support these and added technologic advances which
will eventually be added to the system, there will be com-
mensurate requirements to obtain and/or train the technicians
who will operate newer equipment, to introduce physicians to
newer technological developments, and to expand the capabili-
ties of many other personnel including nursing staff.

Finally, as we have earlier identified, there is need to
attract to practice in Guam a variety of medical and other
specialists not now represented. There is, in our belief,
the necessary critical mass of population in Guam to completely
and adequately support at least one of every major medical and
dental specialist, and their acquisition together with the
advanced equipment which tﬁey will be required to practice
would complete the developmental picture.

Inasmuch as patients from outlying areas, and to some
extent from rural areas of Guam, generally must travel with
either an attendant or with family members, careful thought
must then be given to the creation or identification of
suitable transient housing including arrangements for feeding
such added guests. This might be one of many short-run uses
of portions of the "old" GMH facility.

Once the total expanded system is in place, and is sup-
ported by most all of the foregoing policy considerations
related to organization, financing and improving quality in
the system, Guam would truly stand as the center of medical
excellence in the Western Pacific. What then?
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e The impressive market-basket could simply be put in
place and laft alone to sell itself to all who would
partake. We believe this approach will burden Guam
with many who will come to partake, but without financial
ability to pay, thus exacerbating the indigent care problem.

e In our opinion, it would be best to pursue the process
which has already begun and to which Governor Calvo'is
party, of creating formal intergovernmental agreements
for the referral and exchange of patients. Such agree-
ments should stipulate fee schedules, and contain medical
referral and feedback agreemtns. They obviously will
require some sort of cost-sharing agreement among govern-
ments, for Guam's resources cannot and should not be the
sole basis for the creation and maintenance of a regional
resource.
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APPENDIX A

The following listing includes the mnames of those who were interviswed
during the field study portion of this project, and those who provided vital
factual information and detail. To each the project studv team is deeply

indebted for their candid and most helpful responses to our inquiries.

Eleuterio Acosta, M.D.
Family Clinic, Asan

Pete Ada, Jr.
Guam Energy Office

Loreto T. Amparo, M.D., President
Guam Medical Association

Wayne Antkowiak, Data Manager
Guam Health Planning and Development Agency

Mildred Arceo
Rexall Drug Store

Ron Aquino, Administrative Services Officer
Division of Social Services/Senior Citizens
Department of PH & SS

Luis Arguellis, M.D.
ITC Medical Clinic

Angelina Atendido
GMH Operating Room

Josephine Babauta
GMH Recreational Therapy Department

Vivien Batoyon, M.D.
Batovon/Sagisi Associates

Dr. D. Joleen Bock
Acting Academic Vice-President
University of Guam

Jan Bollinger, M.D.
GCIG Building

Annie Bordallo, Director of Nursing
Guam Memorial Hospital

Mr. Tim Brady
Family Health Plan/HML
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Appendix A

Capt. C. W. Bramlett MC, USN
Commanding Officer
U.S. Naval Regional Medical Center

Mr. Gregoria Calvo, Sr.
Tamuning Commissioner

Greg Calvo, Jr., Community Relations Officer
Guam Health Planning and Development Agency

Eric Canovas
Bristol Myers Overseas Corp.

A, T. Carbullido, Suruhanu
Office of the Suruhanu

Dr. Rosa Carter, President
University of Guam

Dr. Jose Castillio, Psychiatrist
Guam Memorial Hospital

Gertrudes Castro
GMH Patient Affairs Section

Edward J. Cenzon, Chairman
Guam Health Coordinating Council

John Chargalaf, Purchasing Agent
Guam Memorial Hospital

Mabel Chen, Administrator
Medicaid Program
Department of PH & SS

John J. Chiu, M.D.
Guam Polyclinic

Mrs. Lourdes Camacho, Director
Department of Vacational Rehabilitation

Galo Camacho
Special Assistant to the Governor

Leon Concepcion, M.T.
St. Anthony's Clinic

Charles P, Crisostimo, P.H. Administrator
Communicable and Chronic Diseases Section
Division of Public Health

Department of PH & SS
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Appendix A

Senator Thomas C. Crisostomo
Sixteenth Guam Legislature

Ann Cruz, Head
GMH Physical Therapy

Franklin Cruz, Ed. D, Director
Department of Public Health and Social Services

Karen Cruz, Administrator

Health Education/Nutrition Section

Division of Public Health

Department of Public Health and Social Services

Peter Cruz, Head
GMH Maintenance Section

Tony Cruz
Island Home Drug Store

Zenaida C. Custodio
Special Problem Analyst
Office of the Suruhanu

Mrs. Prudence Denight
American Heart Association

Donald J. Digby, M.D.
Naval Medical Center

Rose Dizon, Supervisor
GMH Hemodialysis Section

 Senator Edward R. Duenas
Sixteenth Guam Legislature

Laurent Duenas, Assistant Director
Public Health Nursing

Division of Public Health
Department of PH & S5

Vincent Duenas, M.D., Medical Director
Guam Memorial Hospital

Alfred Dungca
Tamuning Assistant Commissioner

Rosa R. Echevarria, M.D., Chief
Crippled Childrens Services
Division of Public Health
Department of PH & SS
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Roberta Edgar, Dietician
Guam Memorial Hospital

Ester Fajardo, Executive Director
American Cancer Society

Rita Fejerang, Supervisor
GMH Medical Records Department

Bishop Felixberto Flores
Catholic Diocese of Agana

Luis P. Flores

Director of Laboratory

Divisicon of Public Health

Department of Public Health and Social Services

Robert Gaskins, Administrator
GMH Personnel Services

Thomas Gibson, M.D.
Seventh-Day Adventist Clinic

James W, Gillan, Administrator

Emergency Medical Services

Division of Public Health

Department of Public Health and Social Services

Rosario Gequillana, Chief Pharmacist
Division of Public Health
Department of Public Health and Social Services

Betty Guerrero, Director
Bureau of Planning

J. D, Guerrero, Board of Trustees
Guam Memorial Hospital Authority

Mr. Joe Leon Guerrero, Director
Vocational Rehabilitation Workshop

Jesus Herrera, Director
Community Mental Health
Guam Memorial Hospital

John H, Hoffman, DDS

Carmelita Illagan
GMH Payroll Sectiom

Kathy Illarmo, Administrator
Division of Social Services
Department of PH & S§S
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Dr. Kanaiaupuni, Psychologist
The Behavioral Clinic

Senator Carmen A. Kasperbauer, Chairman, Committee on Health
Sixteenth Guam Legislature

Lee Knapp, Controller
Guam Memorial Hospital

Leland Knapp, Chief
GMH Accounting Sectionm

Dr. Roberto Labalan, D.D.S.

Jesus Leon Guerrero, President
Bank of Guam

Jonn Lewis, Pastor
Harvest Baptist Church

Rosa Loerzel
BioPathology Laboratory

Patricia Looney, Acting Administrator
Hearing and Speech Section

Division of Public Health

Department of PH & SS

Priscilla T. Maanao, Associate Administrator
Guam Health Planning and Development Agency

Linda McDonald, Laboratory Supervisor
Guam Memorial Hospital

Ann Morcilla
GMH CSR

John T. Palomo, Special Problem Analyst
Office of the Suruhanu

Mr. Ben Pangelinana
Familv Health Plan/HML

Charles Parent, M.D.
Division of Public Health
Department of PH & S§S

James Pauley, Supervisor
GMH X-ray Department

Mr. Jaime Paulino
Inarajan Commissioner
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Mr. Richard Perea, Administrator
Seventh-Day Adventist Clinic

Senator Peter F. Perez, Jr.
Sixteenth Guam Legislature

Carl Peterson, President
Money Resources, Inc.

Edward Pieczynski, Administrator
Guam Memorial Hospital

Richard Prelosky

Cooperative Extension Service

College of Agriculture and Life Sciences
University of Guam

Dennis Quinones, Administrative Services Officer
Department of PH & SS§

Joe Quinata, Chief Pharmacist
Guam Memorial Hospital

Cerila Matias Rapadas, Administrator
Guam Memorial Hospital

Pete Reyes
GMH Admissions

Frank Rosario, Associate Administrator
Guam Memorial Hospital

Juan Rosario, Chief Public Health Officer
Department of Public Health and Sccial Services

Anne Rohweder, R.N., Director
Division of Nursing Education
University of Guam

Julje Salumbides
GMH Medical Library

Mary Sanchez

Director of Public Health Nursing

Division of Public Health

Department of Public Health and Social Services

Mrs. Trinidad Santa Ana, Assistant Director of Nursing
Guam Memorial Hospital

Arlene Santos, Administrator
Senior Citizens Division
Department of PH & SS
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Julita V. Samntos

Territorial Registrar

Division of Public Health

Department of Public Health and Social Services

Marciano 5. Santos, M.D.
Santos Clinic

Pedro L. G. Santos, Segundo Suruhanu
Office of the Suruhanu

Fred Scharff, Head
GMH Housekeeping Department

Mr. Wilburt Schubert
Pacific BioMedical Supplies

Peter C. Siquenza, Personnel Director
Jones and Guerrero Company, Inc.

Benjamin Sison, M.D.
ITC Clinic

Mr. Ricardo Salas, Director
Department of Corrections

Rosie Tainatongo, Secretary
Guam Memorial Hospital Authoritwy

Senataor Thomas V. C, Tanaka
Speaker
Sixteenth Guam Legislature

Ronald Teehan
Guam Memorial Hospital Authority

Sinforoso Telentino, M.D.
ITC Clinic

Helen Tenorio
GMH Data Processing Section

Senator Jesus Q. Torres
Sixteenth Guam Legislature

Senator James H. Underwood
Sixteenth Guam Legislature

Senator Antonio R, Unpingco
Sixteenth Guam Legislature
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Sr, Mary Ursula Fritz, Director
Catholic Social Services

Ann H. Untalan, Administrator

Maternal & Child Health/Family Planning Section
Division of PUblic Health

Department of Public Health & Social Services

Pedro T. Untalan, Director of Planning
Guam Memorial Hospital

LTICR Richard Welsh
Naval Regional Medical Center

Jackie Wilkenson, Administrator
Guam Memorial Health Plan

Maurice R, Wilson, Jr., DDS

Chief Public Health Dental Officer

Division of Public Health

Department of Public Health and Social Services



PREPAID HEALTH CARE ACT

PART L. SHHORT TITLE: PURI'OSE: DEFINITIONS

§ 393-1 Short title. This chapter shull be known as the Hawaii Prepaid Health Care Act
IL 1974, ¢ 210, pt of §1]

§ 393-2 Findings und purpose, The cost of medical core in case of sudden need may
consume all or an excessive part ol i persan’s reseunces. Prepaid health care plans offer a
certain measure of protection against such emergencics. 16 is the purpose ol this chapter in view
of the spiraling cost of comprebensive medical care o provide this (ype of protection for the
employces in this State. Allhough a lncpe segment ol the labor force in the State already enpovs
covcrage of this type either by virtue of collective bargaining agrecments, employer-sponsored
plans, or individual initiative, there is a need o eviend thist protection o workers who at present
do not passess any or passess only inadeguate prepayment coverape.

This chapter shall sot be construed to diminish any protection alreinly provided pursuant to
collective bargaining agreements or empluyer-sponsored plans that is more fuvorable 4o the
employees benefited thereby than the protection provided by this chapter or at least equivalent
thereto, provided that presently existing collective barguining agreements shal) st be affected
by the provisiuns of this scction. [L 1974, ¢ 210, pt of §1; am L 1978, c 199, g ol §1]

NOTE . The 1978 amendment takes effect on January |, 1978, L 1978, ¢ 199, § 5.
Amendment Note
L 1978 added provise ar end of second paragruph.
§ 393-3. Definitions generally. As uscd in this chapier, unless the context clearly

requircs odherwise:

() *Depariment™ means the department of lobor and industrial relations.

(2) *'Dircctor” means the director of labor and industrial relations.

(3) “Ewmployer™ incans any individual or type of erganization, including any partnes-
ship, associalion, trust, cstate, joint siock company, insurance company, of comporation,
whether donicstic or foreign, a debtor in possession or receiver of trustee in bankrupicy, or the
legal representative of o deceused person, who has one or more regular employees in his
employment. “Employer™ docs not include:

(A} The State, any of its political subdivisions, or any instrumentality of the State or ils
politival subdivisions;

{B) The United Stales gavernment or any instrumemality of the United States;

(C) Any oiher state or political subdivision thereol of instrumentality of such state or
political subsivision; p

(D) Any fiecign puvemment or instrumentality wholly owned by a foreign povernment,
il ti) the service performed i its employ is of a character similar to that peeformed in foreign
countrics by employees of the United States govemment or of an instrumentality tiereol, and
(ii) the United States Secretary of State has certilied or certifies 1o the United Stistes Sveretary of
the Tieasury that the Toseign povemnwat, with respect (o whose instrumentality exvemption 1s
cliimed. grants an eyuivalent exemption with respect o sinilar seevice perloned in the
forcign country by emplovees ol the United States povermanent smd of instrumemalities thereol,

{(4) “Employment” means service, mcluding service in interstate conperce, perlomed
for wapes umder any contract of hire, written o oral, expressed oF implicd . wath an caaployer,
encepl s otherwise provided in sections 334 and WIS,

(5) Preminm™ means the amount pavable to a prepaid beatth care plan contrictor as
consideration for his oblipations under a prepaid healih cure plan

(6} “Peepand health care plan™’ measns any agreement by which any prepaid hicalth care
plan contractor umlectabes in considerstion of a stipuated premioim;

(A Fither to lumish |I|.'.'I|t|'I vare, mcluding Im-.r[u_luluatmn.rs-uq:cry. medical or nuring
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charge; or

(B} To defray or reimburse, in whole or in part, the expenses of health care.

(7) “'Prepaid health care plan coractor” means;

(A) Any medical proup or urpanization which undertakes under a prepaid health care plan
to provide health care; or

(B) Any nonprofil orpanization which uadertakes under a prepaid health care plan 1o
defray or reimbunse in whole or in part the eapenses of health carc; or

{C) Any insurer who undertakes under a prepaid health care plan to defray or reimburse in
wholc or in part the capenses of health care,

{8) “‘Repular employce™ mwans a person employed in the employment of any one
employcr for at least twenty hours per week but docs not include a person ecmphoyed in seasonal
employment. *“Scasonal cenploysent ™ (or the purposes of this paragraph means employment
in a sensonal pursuit as defined in seetion J47-1 by a seasonal employer during a seasonal period
or scasonal periods for the employer in the scosonsl pursuit or employment by an employer
engaged in the cullivating., harvesting, processing. canning, and warchousing of pincapple
during its scasonnl pericds. The divector by rule and regulition may detcrmine the kind of
employment that constituies seasonal employment.

(9) “'Wages™ means all remuneration fir services from whalever source, including
commissions, bunuses, and tips and gratuitics paid directly o ony imividual by a customer of
his emplayer, and the cash value of all reinsncration in any medium other than cash.

The direclor may issue regulitions fur the reasonuble detcrmination of the cash value of
remuncration in any medium viher than cash.

I the cmployce docs mot account Lo his employer for the tips and grafuities received and is
engaped in an occupation in which he customarily and regulasly reccives more thun $20 &
month in tips. the combined anwunt received by him from his employer and tips shall be
decmicd fo be ot least cgqual w the wage reguired by chapier 387 or a greatcr sum as determined
by repulation of the director.

“Wages' docs not include the amount of any payment specified in section 383-11 or
392-22 or chapier 386 [L 1974, ¢ 210, pt of § §; am L 1976, ¢ 78, § 1)

§ 393-4 Mace of performunce. “Employment ™ includes an individual 's entire service,
performed within ar buth within and without this State if

(1) The service is localized in this Stale; or
. (2) The service is ot localized in any state but some of the service is performed in this

ole amd

(A) the inlividad *s base of operation, or, if there is no base of speration, the place from
which such service is directed or controlled, is in the Stale; or

(B} the individual’s base of opermion or place frian which the service is direcied or
contralled i ot in any state in which some part o the service as performed but the individval 's
residence s in this State. [L WM, ¢ 2L prot § 1]

§ 393-5 Excluded services. "Emplayment ™ ax defined in section 393-3 does not include
the flhowing services;

(1) Seevice pecformed by an imlividual in fhe conploy of an cmployer wha, by the laws of
the United States, is responsthle Jor cure amd cos in connection with such service.

(2} Service perfooned by an ilividual in the ciploy of his spoaise., son o dauglier, amd
service performed by an idivadual smder the age ol tweaty-one in the cploy of kis Yather or
ansbhwer,

11 Serviee peclonned in the employ of a valduntary eimplayee's beacliciary asaciation
providing for the paynient of hie, sich, accident, of ather benelits to the mcmbees of the
assocthion or their depesdents or their desipmiied beneliviarwes,

CAY admission to membershup m the associaton s lmted i ombividuals who are officers
or emplovees of the Unied Sttes povermoent, awul

t e part of diw net cammps of e asswiation inises (other than thrugh such
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(4) Scevice perfurmcd hy an individuul for an cmployer as an insurance agent or a5 an
insurance solicitor, if all such service performed by the individual for the employer is
perfonncd for remunceration solely hy way of conmission,

(5) Seevice performed by an individwd for an einployer as a real estate salesman o as a
real estate booker, if ull such service perlormed by the individual Tor the emplayer is performed
for remuncrivtion solely by way ol commission.

(6) Service performed by an individual wiw, pursuant (o the Federal Economic Oppontu-
nity Act of 1964, is mut subject 1o the provisions of law reling 1o federal employment,
including uncmployment commpensition,

(7) Domestic, which inchules atiendamt care, and day care services authorized by (he
depariment of social servives amd housing under the Social Security Act, as amended, per-
formed by an individual in the employ of a recipient ol social seevice puyments. [L 1974, ¢ 210,
plof § 1;am L 1978, ¢ 110, pt of § 6}

§ 393.6 Principal and secondary employer defined; cocrcion, interference, elc.
prohibited. IF an individil is concurcently a repular cmpluyee of two or e employers as
defincd in this chapicr, the principal cmployer shall be the cmployer who pays him the mast
wages; provided that if one of the employers, who does ot pay the mast wages, emphays the
regular cmpluyee for s least thirty-1ive hours per week, the employee shall detemine which of
the empluyers shull be his principal employer. His other employers are secondary employers.,
An cmployer sa designated as the principal coinployer shall remain as such principal employer
for onc year ¢ until change of emplyment, whichever is earlicr.

If an individual is concurrently u repular employce of a public entity which is not an
employcr as defined in section WI-3 and of an employer as defined in section 393-3 the latter
shall be deemed to be a secomliry employer,

Ancmployer who, dircetly or indirectly. inferferes with nronerces or atlempls (a cocree an
employee in making a determinion under this seetion shall be subject o the penally provided
under subsection WA A4b). 11 194, ¢ 2010, piof § L am L {975, ¢ 51, § 1)

§ 393-7 Required health care henefits, () A prepaid health care plan shall qualily as a
plan praviding the mimditory health care benefits reguired umder this chapler i i provides for
health cure benedits equal 1o, or medically reasonably substiutable for, the benehits provided by
prepaid health plaas of the same type, as specitied ain section 33-12¢) (1) or (2), which have
the largest numbers of subscribers i the Ste. This applics tothe types aml quantity of benelits
as well as o limitations on rehimbunability, including deductibles, and to reguired amounts of
co-insurance.

The dircctor, afier wlvice by the prepaid health care wdvisory council, shall determine
whether benefits provided ina plan, ssher than the plan of the respective type haviang the lirgest
numbers of suhseribers in the State, comply with the standinds specilied in this subsection,

(b) A prepaied group headth care plan shatl also gualify Gor the mamlatory bealih care
benefits requiced under this clapter if it is denwnstaited by the health care plan contractor
offcring such coveragr to the satislaction of the director afier sdvice by the prepasd twalth care
advisory council it the plar provides Tor souml basic hospatal, surgical. medical, amd other
health care benelits o premivm commensuiie with the benefits included tiking proper
account of the limitations, co amsronce featores, simd deductibles: specilied in sich plan
Covenige umder a plin which provides appregate benetirs thi are inore imited than those
provided by plans qualiving winler subsectin Gk shall be an comphiance with section #9331
only il the cmployer contubutes at least hatl ot the cost of the coverage of depesdents under
such plan.

() Subject we the provisions of subsections (i) amd (b) without limiting the dese lopiem
of medically more desicable combinations and the isclivon of new 1ypes ol benelits, i pepand
health care plaguahiiyaing woder os chapier shal) imclude at feast the following benelitry pes:

{13 Elospital benelits:

(A} In paticat care fura peeiod of at least one husulred twenty days of configement in cach
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() Room nccommodations;

(i) Regular and special dicts;

(i) General nursing services;

(iv) Use of operating roumn, surgicad supplics, ancsthesia services, and supplics;

(v) Drugs, dressing, oxygen, antibiotics, and blood transfusion secvices.

(B) Qut-patice care:

(i) Covering use of vut-paticnt hospital:

(i) Facikities fur surgical procedures ur medical care of an emergency and urgent nature.

(2) Surgicad benelis:

(A) Surgical services performed by a licensed physician, as determined by plans mecting
the standands of subsections (u) aml (h):

(B) Aler-care visits for o reasonable period;

(C) Ancsthesiologist services,

(3) Medical benelits:

{A) Necessary home, office, and hospital visits by a licensed physician;

() Intensive medical care whnle hospitalized;

(C) Medicul or surgical consultations while confined.

(4) Diagnustic labormtory services, x-ray films, and radio-therapeutic services, necessary
for diagnosis or treitment of injurics or disenses.

(5) Mateemity benetits, ut feast if the employee has been covered by the prepaid health
care plan fur nine consceutive months prior to the delivery.

(6) Substance abuse benefits:

{A) Alcoholism and drug addiction arc illnesses and shall receive bencfits as such.
In-paticnt and out-paticnt benedits For the diagnosis and tresment of substance sbuse, including
but potisnited 1o aleoholism and drug addiction, shatl be specilically stated and shall not be less
than the benelits For any shier illacss, except as provides| in this subsection. Medical Heatsent
of substance ahusc shall pot be linvied or reduced by restricting coverage to the mental health or
psychiniric benelits of a plan. However, uny psychiatnc services received as a resolt of the
treatment of substance ubuse may be limited 10 the psychiatne benetits of the plan,

{B} Out-paticnt benefits provided by a physician, psychiatrist, or psychologist, without
restriction as o place of service; provided that healih plans of the type specified in section
393-12(a) shall retan for the contrictos the option of:

(i) Providing the benelits in its owa lacility and utilizing its own staff, or

(i) Contracting for the provision of these benefits, or

(iii} Authuorizing the psticm o utilize outside services and defraying or reimbursing the
expenses ot a eate o o exceed that For provision of services utilizing the health contractor’s
own lacilitics amd statd.

(C) Detoxslication and acute care benelits in hospital or any other public or private
treatment Facility. or portion thereol, providing services especially for the detoxitication ol
intoxicated persons o dnig sddicts, which is approprialely icensed, certilicd, or approved by
the department of health in accordance with the stndards presenibed by the Juint Conmussion
on Accreditation of Hospitals. To-patient Benelits bor detoxiheation and acote care shall be

limited in the case of sleoliol abuse 1o three sdnnssions pee calemdar yeae, nd (o eaceed seven

days per admission,, amd shiall be ionted in the case ol sthier substance abuse o iree sdmissions
per calembar year, mot to exceed wenty-one days per adovssion

(D) Prepaid hieahth plans shall not be required (o msake renmbuesemients for cire furnished
by governownt agencies sl avindable at s cost o patient, of o which o change would have
been made ol there were nn health plan coverage.

() The prepimd health cne mdvisory counul shadl be appointed by the directer and shald
include reprosentatives ol the medical and public health prodessioas, representatives ol cou-
sumer interests, amd persons expenenced i peepand health Gire priection. The neatbershp ol
the csuncid shall nat exceed seven imdividuals. [E 197, ¢ 210, prol § b am L 1976, ¢ 25, § 2)

PART Il. MANDATORY COVERAGE

§ 393-11 Covernge of repulor employees by group prepokl healih cure plun, Every
employer whe pays to a cepular empoyee monthly wirges inan amoumt of al least %667 times
the minimum hourly wage, specilicd in chapter 387, as rounded off by repulation of the
director, shall prawige coverape of such cmployee by a prepand group bealih care plan
qualifying usder section W3- 7 with a prepaid healih care plan contractor in aceordance with the
provisions ol this chapier. [1. 1974, ¢ 210, pt ol § 1]

§ 393-12 Chaice of plin type and of contractor. (1) Every employer required 1o provide
coverape fur his employees hy o prepaid group health care plan under this chapter shall clect
whether coverage shall be provided hy:

() A plan which ehligates the prepaid health care plan contractor to fumish the required
health cure henchits; ur

(2) A plan which vbligates the prepaid health care plan contracter to defray or reimburse
the expenscs of health care.

His clection is landing for one year.

(b) Whether the cmiployer clects a plan type described in subsection (2) (1) or in
subsection (1) (2}, the employes may cleet the particular contractor but the employee shall mn
be obligated to contribuie a preater amount to the premium thun he would have o contribute had
the cmployer clected coveruge with the contrictor prwiding the prevailing coverage of the
respective type in the Siale.

Subject to the provision of section 393.20,, the employer shall provide coverage with the
prepaid health care plan comractor selected pursuant to this subsection for all his employees in
the State clecting this type ol coverage wha are covered by the provisions of this chapier, except
for employees cavered by the bealth care provisions of an applicable collective bargaining

sgreememt as provided in section 3WA-19(h) first sentence. [L 1974, ¢ 210, ptof § | g

§ 393-13 Liubility for puyment of premium; wilkholding, recovery of premivm. |
Unless an applicable collective bapaining spreciment specilies diflerently every esnployer shall
contribute at Jeast onc-hall of the premivm lor the coverage eequired by this chapter and the
emplayee shall contnibute the hatance; provided that in oo case shall the employce contribuie
mare than 1.5 per cent of his wages: and provided that it the amount of the employee’s
contribution is less than ene-halfl of the premium, the employer shall be liable for the whole
remaining portion of the preswum.

The employer shall wathhold the employee’s share from his wages with respect (o pay
periods us specilicd by the direcior,

I an cmployce separates leom his cmployment afier his employer has prepaid the
employce’s share of the cost of providing beatth care coverape, the employer may deduct un
aniound ool 1o exceed onc-halt ol the premam cost It without separd to the 1.5 per cent
limitation, from the Last salary or wapes due the eiployee, or seek oiher appropriste meins o
recover the preniom. {1 1974, ¢ 210, pt ol § 1 am L 1976, ¢ 206, § 1]

g-

§ 393-14 Commencement of eoverape. The employer shall provide the coverage re-
quircd by this chapter for any repular conplivee, who has been in his employ Tor (our
consceutive weeks, at the carliest time iheecalicos s which covenage may be provided with the
prepaid bealth care plan congactor selected pursaant s this chapter (1 192, ¢ 200, prot § 1]

§ 39315 Continnation of coverape in case oCinability to caen wapes, [ an emplayec is
hospitatized or therwise prevented by sichness om working, the cinployer shall coable the
employee fo continge Iis coverage by contnbuting i the preanum the smonnts pand by (e
employer towand such preminme prissr (o the cioployee’s sichress bor the perisd that such
employee 1s bospialized or prevented by sichoess trom working . This obligation shall pog
excccd o pericd of thiee momths Jollowing the month doonp which the cmploves becime
bospitalized or disabled from wark g, of the penind lor which the cinplover his umbertiken the
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§ 393-16 Linbility of sccondory employer. An emplayer who has been notificd by an
employce, in (e fonn prescnbed by the director, that be is it the principal employer as
defined in section 1936 shall be relicved of the shaty of prowidding the coverge requiecd by this
chapier until he is mitilicd by the employee pursuant ke section 393- 14 the be has beconike Hie
principal csaployer. e shall aotify the directas. in the fonm prescribed by the divector, that he is
relieved from the duty of providing coverape or of any chimge in thin satus. [L 1974, ¢ 210, M
of § 1]

§ 9317 Excption of cortain employees. (a) In ahlition 1o the cxemplion specified in
section J0X-16, an ewplayer shatt be reheved ut his duty under section W3-1§ with respect o
any cmipkiyee wha has notidied him, in the form specified by the dieccior, that the emplayce is:

(1) Protecied by heukth insurance or any prepasd health care plan established under any
law of the United States;

(2) Covered as i dependent under a prepaid health care plan, entitling him to the health
benefits reyuired by this chapter;

(3) A recipicnt of public assistance o covered by a prepaid health care plan established
under the laws of the Stie governing medical assistance.

(b) Employers receiving notice of o cluim of cxemption uader this section shall notify the
director of such claim in the form presceibed by the dicector. [L 1974, ¢ 210, mol§ I}

§ 393-18 Termination of exemption. (a) It an exemption which has been claimed by an
employec pursuant 1o section 3-17 lerminates because o any chunge in the circumstunces
entitling the cmplayce 1o claim such excmption, the employee shall prompily mily the
principal employer of the termination of the exemption und the employer thereupon shall
provide coveruge as reyuired by this chapicr,

(b} I because of a change in the empleyment situation of an employee or a redetermina-
tion by an employcc as provided in section A93-6. a principal employer becumes a secondary
employer or @ sccondary employer becomies the principal cmphaver, the employee shall
promptly notily the employers alfected of such change and the new principal employer shall
provide coverage us required by this chapter. [L 199, ¢ 210, pt ol § 1)

§ 393-19 ¥Freedom of Collcctive Bargaining. (a} In addition 1o the policy stated in
section 393-2, mthing in this chagrer shall be construcd o dimit the treedom of cnployees o
bargain collectively for different prepaid health care coverage, i the prjection provided by the
negetisted plan is more Bivorable 1 the employees beaclited than the pridection prwided by
this chapier or at feast eywivalent thereto, or for 2 dilterem allocation of costs thereof., A
collective hargaining apseement maty provide that she cmployer himself undertakes (o pruvide
the health care specitied in the apreemen.

(b} I the employees rendering particular types of services are not covered by the health
care provisions ol the applicable collective bargaimng apreemieats 1o which their cmployeris a
paty, the provisions of this chaptes shatl be applicble with respeet so them. An cpliver or
grewp of conpluoyers shall be deemed o hive comphicd with the provisions of this chaptee it they
undertihe to provide health care services puessant foa cotlective bargaiming apreemiens and the
seevices are available to all other employees not covered by such agrecment. [1. 193, ¢ 210, m
of § I am L. 1978, ¢ |9, ol § 2

§ J9N-20 Adjustment of employer-sponsored plans, Where eiployees subject 1o the
coverape of this clapter are weluded m the vuveraze pros sk o an employer-sponsored
prepaild health care plan covenng somlac cmployees emploved misde the State and the
anponty of sich emplovees are not subject 1o thes chapter, the benelins apphcable 1o the
employces covered by thus cliapter shall e alpusted withon one year alier the clfective date of
this chapter so as o mevt the feuieameis of shis chapier. [1 924, ¢ 200, ool § 1}

§ 39020 hiddividunl waivers; udditional withblling for dependents. G0 An em-
:Iuycc may warve imbividaally atl of the required bealth care benchies pansuint 10 s chaper
y:
(1) Requesting the waiver by o wnithg submitied W the employer; and

(2) Recciving approval of the waiver from the direcior upon the flirccltw_dclcnniniflg that
the cmployee has other coverage under a prepand health care plan which provides benelits that
imcet the stamdards prescribed m section 193-7, 1 .

(b) The vmployer whi receives Hom in cmiphyee a writien request f0f awaiver under this
section shall teansinit o the director a copy of the waiver, on a form prescribed by the dirccior,
and u copy of the prepaid health care plan on the husis of which the waiver is requested.

() A waiver under thes sectien is binding for one year und is rencwable for subseguent
onc-your perids. )

d) Anemployer wha, dircetly or indirectly, coerces or altcmpts to cacree an cmployce in
making a waiver under this section shall be subject to the penalty provided under subscetion
393-3Mh).

(c; An employee may ot agree (o pay a greater share of the premium for such benefits
than is reguired by this chapler, )

(F) Subjcct w section 393-7¢h), an employee may consent to pay a preater s._lme of h_ls
wages and 1o a withindding of such share by the empliyer For the purpose of pmvuln_ag prepaid
heutth care benetits of his dependents under the plan providing such benefits for himself. [L

98, c2i0, ptof § 1;am L 1976, ¢ 8L, § 1]

§ 393-22 Excmption of followers of certain teachings or beliefs. This chapier shall not
apply to any individual who pursuamt t the teachings, faith, or belief of any proup, Jdepends lor
healing upon prayer or other spiritnal means. [L 1974, ¢ 210, ptof § 1]

§ 393-23 Juint provislon of coverape. Employers may furm asmcimin_ns for the purpase
of jointly providing prepaid healih care pritection under this chapter for their cmphwces with
the contructors authorized o provide such covesage in the Siate. [L 1934, ¢ 210, porg§ )

§ 393-24 Noacomplying employer held Huble for cmployee’s healih care costs, Any
emplayer who fails o provide coverage as required by this chapier shall be liable (o pay for the

health cure conts incurred by an cligible empluyee dunag the period in which the cmploycrﬁ

failed 1o provide coverage. [L 1977, ¢ 91, § 1]
PART 111. ADMINISTRATEON AND ENFORCEMENT

§ 39331 Enforcesnent by the director. Except as otherwise pravided in section 193.7
the dircctor shatl sdunister and ealurce this chapier. The director may appoint such assistants
and such clerical, stenographic, and uther help as nay be necessary for the proper idnvinistra-
tion and enforcement of this chigpler subject ke any civil service act relating te state employees.
{L19%, ¢ 210, prof § §]

§ 393.32 Rule muking and ather pawers of the director. The dircctor may adopt,
amend. or repeal. pursuant o chapter 91, such roles and regulations us be deems necessary or
suitable for the proper sbministeation sl enforcement of this chaper.

The director may rousd ofl the amounts specitied in this chapier for the purpose of
climinating paymeents Trom the premium supplementation fund in other than even dollar
amoumMs or other pairposes.

The dircetor may preseribe the Gling of reports by prepaid health care plan contraciors and
prescribe the form and coment of sequest by employers lor prensium supplenientation amd the
penod for the paynient thereod . {1 8974, ¢ 200 prod § 1]

§ XA Penalties; injunctivn. ) 10 cmphoyer Bails to comply with section W3-11,
J93-12, 39303, o WL 1S hie shabl pay a penalty of wt Tess than $25 ocof $1 foreach cmployee
for cvery day during which sach Lilore cominues, wlicheser s is grenier. The penalty shall
be assessed mmder sules and regpulations promulpated st o clapter 90 aml shall be
collected by the divector and paid mto tiw special tond tor fembn supplenwentaton estah-
lished by section 33-41. Fhe director iy, for gosd canse shown, remis all o any pard of the
penahty. :

(b Any empluyer, empliyee, or prepaid health care plan comescior who willlutly fadls 1o
comply with asy ofher provisum o this chapier or any rule or regubstion ereunder may he



fincd not more than $200 for cach swch violatinn.

{c) Any employer who fails to inttiale compliance with 1the coverage reguircments ol
scetion 393-11 lor a perrd of thirty diys, may be enjuined by the circuit court of the circuit i
which hix principal place of bustness is located trom carcying on his business any plice in the
State solong as the detavht continues, such action Jor injunction o be prosecuted by the Hininey
peneral or any county aftorney if so requested by the dircctor [L 1974, ¢ 200, ptot § 1 am i,
1977, ¢ 190, § 1]

PART IV. PREMIUM SUPPLEMENTATION

§ 39341 Estublishment of specil premivm supplementation fund, There is ostab.
lished in the treasury of the Stae, separate and apart trom all public monceys or luads of the
State, a special fuml lor premivm supplementation which shall be administered exclusively for
the purpases of this chapter. ANl premivm supplenientations payable under this part shil) he
paid from the fund. The Tuad shall consist of (1) alt money appropriated by the State for the
purposes of premium supplementation under this part and (2) all fines and penalties collected
purswisrt (o this chapier, (L 1974, ¢ 200, ptof § 1]

§ 393.42 Monagement of the fund. The direcior of finance shall be the treasurer und
custodiun of the premium supplememation fumd and shall adminisier the fund in accordance
with the dircctions of the diecctor of Lshor and industeial relatins. All monics in the fiund shall
be held in trust for the pusposes of this part only amd shall at be expended, released, or
appropriited or wtherwise dispaned of for any ather purpuse. Moneys in the fund niay be
depasited in any depositary hank in which general lumds of the State may be deposited but such
monies shall not be comainglrd with other stae funds and shall be mainained in separie
accounts on the books of the depositary bank. Such monies shall be secured by the Jepositary
bunk to the sunse extent and in the same manner as required by the generd depunitary taw ol (e
State: and collateral pledged for this puspase shall be kept separate and distinet Trom any tiher
collateral pledped o secure other funds of the State. The diccctor of finance shall be ligble for
the performance of his dutics wmder this section as provided in chapter 37 [L 1974, ¢ 210, g
]

§ 393-43 Dishursements from the fund. Expenditures of nionics in the prenwum
supplementation lumd shadl not be subect i any provisions of law requiring speuific appropeia-
tions or wther lormal releise by the state otficers of money in their custody. Al paymenis Trom
the furkl shall be made wpon warrants deawa upon the director ol finance by the campirollor of
the State supported by vouchers approved by the director, [ 1973, ¢ 210, ptol g1y

§ 39344 lnvestment of muncys. With the appraval of the department the ditector of
finance may, from time to time, mvest such nioreys in the premivm supplementation Jund as
ure in eacess of the amwunt deemed necessery for the paynient of benetits Tor a reasonabic
future period. Such maneys nity be imvested inbonds of any political o municipat comporation
or subdiviston of the Stste, or any of the sitstanding bonds of the State. oe invested in bonds or
interest-bearng notes or obligations ol the State tinciuding state director of Tinance's warrnt
notes psted puesuant ta chapter $0, or of the United Sttes, or those for which the Faly il
credit of the Umited Sites, are pledeged tor the payment of pancipal and interest, o in federal
Lasd b bomds or joant stk Gaes loan bl The investient shafl atad times be so nunle thn
Al the avsets of the luemd shall always be semhily convertible nto cash when aeeded Tor the
Payment ol benelits. The director of fimince shall dispose ol secuntics or other properiics
belonging w the Tund only under she direction al the diecctor of Tabor and sndustrial relations I.
97, ¢, 200, prol § 1]

§ 0SS Entitlement 10 preminm supplenentation. (a) An cmployer win empliys
less than eipht emphn ces entitled W cos erage umber this chapter and who provides coveraee o
such emplovees prursoant t section 937000 shadl e entitled o premium supplementatnne
from the tund of tha: caploves “sabare of thye cost ol providipg sughcmeerapessleiermge. Ly

and if the amount of such exeess is preater than five per cent of the employer’s income belore
taxes dircetly attnbutable e e business in which such employees are employed.

(h) The wmount of the supplementation shall be thit part of the employer’s share of the
premium cost which exceeds the limits speedied in subsection (a). (L 1974, ¢ 210, ptof § 1}

§ 39346 Inconie dircctly atiributable to the business, (4) “Income directly altributa-
ble o the business™ means gross prodits Trom the busiaess minus deduction fer

{1} Compensation ol oilwers: _ _

{2} Snlorics and wapes, cxcept wages puid by an individual proprictor to himsell,

(1) Repairs;

{4) Taxes on business amd business property;

{5) Busincess advertising;

(6) Amounts contribuled 10 cmployee benefit plans;

(7 Interest on business indehicdness;

(B) Rent on business property; and

(9 Orher expenses necessary Tor the current conduct of business.

{h) Deductions shall not include:

(1) Bad debis; ]

{2} Contributions or gifis, other than those listed under subsection (al6);

(3} Amartization amd depreciation; or

{4) Lusscs by fire, storm, casually, or theft, ) _

() “The direcun may promubpiste rules and regulations necessary to definc income directly
sttributable 1o business fur the purpuse of section 393-45. [L 194, c 210, ptof § |

$393-47 Claim of premium supplementation. An employer cititled (o pr_cmium
supplenentation shall file i claim sheeetor in the manner provided by repguliation of the dircclor.
The employer shall have 1he burden of preof of establishing his entitfement, [L 1974, ¢ 210, pt
oi §1

§ 393-48 Prepuid health care henefits to be paid from the premium snpplcmemal_ion
fund; recovery of benefits. Prepaid health care benedits shall be paid from the Memium
supplementiation fumd 1 an emiployee wha is entitled 1o receive prepaid health care I_n-ncllls but
cannot reeeive such benehits becanse ol the bankeupicy of his employer or because his cmplover
is nod incompliance with this chapies. Benelits pad Froim the premium supplcmcnlfqiun lund 10
such emplovee may be recovered ftom s bankropt or mncemplying cmplnycr._ Fhe director
shall institte adonnistrative and fegal actions as provided in section 39333 to effect recovery
of such benetus. [ 1978, « Y, pted § |)

PART V. TERMINATION OF CHHAI'TER

§ 393-51 Termiaation of chapier. This chapter shall terminate upon the clfective |_!_ut|:
of fedrat legislatm tha provides for valwary prepand bealth care for the people ol Hawwi n
a tanner al feast as Gvorable as e heatth care pravided by this chapier. or upon the ellective
date of Tederal legisbnion that provides For mambatory prepaid hoalth care for the people of
Hawiii. |1 1974, ¢ 200, pt ol § 2]

Coverage wmder tus «haprer commenced Januory 1, 1975 |8 19H, ¢ 210, §2.)
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APPENDIX C

Proposed Pharmacy Regulatory Act

"SUBCHAPTER"
Pharmacists and Pharmacy
Section 9590, Definitions. As used in this Subchapter:

(1) 'board' means the Board of Pharmacy of the Territory except
where another meaning is clearly manifested bv the context, and In
which the Administration and enforcement of this Subchaprer is vested.

{2) 'device' means Instruments, apparatus and contrivances,
including their components, parts, products or byproducts of a device,
and accessories which are used or intended {a) for use in the diagnosis,
cure, mitigatlon, ctreatment, or prevention of disease in a man or any
other animal; or (b) to affect the structure or any function of the
body of a man or any other animal.

(3) 'drug' means (a) articles recognized in the official United
Scates pharmacopecia, official homeopathic pharmacopeoia of the United
States, or official national formulary, or any supplement to any of
them, inctended for use in the diagnosis, cure, mitigation, treatment
or prevention of disease in human beings or animals; (b) articles
{other than food or clothing) intended to affect the structure or any
function of the body of human beings or animals; and {c) articles
intended for use as a component of any articles specified in clause
(a) or (b) of rhis section.

{4) ‘dangerous drug' or 'dangerous device' means any drug or
device unsafe for self medication and includes any drug or device
which bears the legend:

"Caution: Federal law prohibits dispensing
without a perscription.”

The Board, if after open hearing following due notice to persons
who have filed written request for such notice to the Board it shall
find any drug or device to be danperous to the public hecalth or safety,
may make other rules, not inconsistent with this Subchapcer, limiting
or restriccting the furnishing of such drug.

{5) 'furnish' means to supply by any means by sale or otherwise.

{6) 'dispensc' means the furnishing of drugs upon a prescription
from a physician, dentist, podiatrist or veterinarian,

(7) 'manufacturer' mcans and includes every person who prepares,
derives, produccs, compounds, or rcpackages any drug excepting a
pharmacy which manufactures on the immediate premises where the drug
is sold to the ultimate consumer,

{8) ‘'pharmacy' is an atea, place or premises in which the profession
of pharmacy is practleed and where prescriptions are compounded.
"Pharmacy" means and includes but is not limited to any area, place,
or premises described in @ permit issued by the Board by reference to
plans filed with and approeved by the Board wherein narcotdics, or
dangerous dJrugs or danveruvus devices, as thev are hercin defined, are
stored, possessed, prepared, manutactured, derived, compounded or
repackaged, and from which s=aid narcotics or danperous drugs or dangerous
devices are furnished, sold or dispensed at retail.

{9) 'repistered pharmacist® means a persom licensed under this
Subchapter to practice pharmacy except where another meaning is clearly
manifested by the context.
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(10) 'prescription' means an oral order given Individually for
the person or persons for whom prescribed directly from the prescriber
to the furnisher, or indirectly by means of a written order, signed
by the prescriber, und shall bear the name and address of the patienc,
the name and quantity of the drug or device prescribed, directions
for use, and thc date of issue, and either rubber scamped, typed or
printed by hand or typeset the name, address and telephone number of
the prescriber, his license classification and his federal registry
number, if a controlled substance is prescribed. No person other than
a physician, dentist, podiatrist, eor veterinariun currently licensed
to practice their respective professions in the territory of Guam shall
prescribe or write a prescription.

(n) Except as provided in (11) below, an oral prescription
shall as soon as practicable be reduced to writing by the pliarmacist
and shall be filed by, or under the direction of, the pharmacist.
The pharmacist need not reduce to writing the address, telephone
number, license classification, federal registry number of the pre-
scriber or the address of the patient if such information is readily
retrievable in the pharmacy.

(b} Not withstanding any other provision of law, a prescriber
may authorize his employce on his behalf to transmit a prescription
to the furnisher. The furnisher shall record the name of the employee
of the prescriber who transmits the order.

(c) The provisions of this section do not apply to the fur-
nishing of any dangerous drug or device by a manufacturer or whole-
saler or pharmacy to each other or to a physician, dentist, pediatrist,
or veterinarian or to a laboratory under sales and purchase records
that correctly give the date, the names and addresses of the supplier
and the buyer, the drug or device and its quantity.

{11) ‘chart order' means an order entered on the chart or med-
ical record of a patient repistered in a hospital or a patient under
emergency treatment in the hospital by or on the order of a practi-
tioner authorized by law to prescribe drugs, shall be authorizations
for the administration of such drug from hospital fleoor or ward stocks
furnished by the hospital pharmacy and shall he considered to be a
prescription if such medication is to be furnished directly to the
patient by the hospital pharmacy or another pharmacy furnishing pre-
scribed drugs for hospital patlents; provided that the chart or medical
record of the patient contains all of the information required by (10)
above and the order Ls signed by the practitioner authorized by law
to prescribe drugs, if lhe {s present when the drugs are pgiven, or if
his is not present, then on his next visit to the hospital.

(12) ‘whnlesaler' means and includes every person who acts as
a drug wholesale merchant, broker, jobber, or agent, who sclls for
resale, or nepotintes for distribution any drup. Pharmacics and
licensed manufacturers are excmpt from the provisions of this sub-
section.

Section 9590.1, Board of Pharmacy; appointﬁont qualifications.

{a) The Board of Pharmacy Is created consistine of five members,
3 registered pharmacists and 2 public members who shall not be doctors
of medicine or ostuvopathy who shall be appointed by the Governor with
the advice and consent of the Legislature.

{b) Members of the Board shall serve: terms of three (3) years.
Of the initlal appointments, two (2) shall be for a term of one (1)
year, two (2) shall be for a term of two (2) years and one (1) shall
be for a term of three (3) ycars as designated by the Governor in his
initial nominations.

{c) The pharmacists on the Board shall be graduates of a school
or college of pharmacy and shall have been licensed as pharmacists
and actively engaged In the practice of pharmacy in the Territory for
at least two (2} years prior to thelir appointment.



Section 9590.2. Officers.

(a) The Board of Pharmacy shall select a chairman, a secretary,
and a treasurer.

(b) The Chairman of the Board shall preside at all meetings
and in his absence the members present shall seluct a2 chairman pro tem.

(c) The secretary shall, subjert to the dircction of the Board,
make and keep a-1 records and record books required to be kept by the
Board and shall furnish any government agency with coples of such of
those tecords as it requires. The rucords and record books of the
Board as made and kept by the secretary shall be prima facle evidence
of the matter therein rccorded in any court of law.

(d) All fees collected shall be deposited in the 'Board of
Pharmacy Fudn' for administration of the provisions of this Subchapter.

Section 9590.3. Meetings; powers and duties of the Board.

(a) Meetings. The Board of Pharmacy shall hold meetings in
April and September of cach year, and at such other times as it deems
necessary. A majority of the Board shall constitute a quorum, and
the concurrence of a majority of the members present shall be necessary
to make any action of the Board valid.

{b) Reports. The Board shall make a written report annually to the
Governor and the Legislature of its proceedings and of its receipts and
disbursements, and shall include therein a list of the names of all
registrants duly licensed to practice under this Subchapter.

(c) Power to suspend or revoke license. The Board may suspend
or revoke any license of any pharmacist to practice pharmacy, issued
under this Subchapter for:

(1) professional misconduct;

{(2) gross carelessness;

(3) manifest incapacity of a licensee; or

(4) any violation by the licensee of this Subchapter or of
any rule and regulation prescribed pursuant thereto. No such license
shall be suspended or revoked except upon due notice to the licensee of
the charge against him and only after an opportunity for a full and fair
hearing.

(d) Power to suspend or revoke permits. The Board may suspend or
revoke any permit to operate a pharmacy or to sell or distribute drugs,
issued under this Subchapter, in any ecase, where the permittee has
violated any of the provisions of this Subchapter or of any rule and
regulation prescribed pursuant thereto. No purmit shall be suspended
or revoked except upon due notice to the permittee of the charge againse
him and only after an opportunity for a full and fair hearing.

{e) Fower to Repulate. The Board may make such rules and regu-~
lations, not inconsistent with the laws of this Tercitory as may be
necessary for the protectlon of the public. Included thercin shall be
the right to make rulcs and rogulations as follows: for the proper and
more effective enforcenent and administration of this subchapter per-
taining to the practice of pharmacy: reenlation the sale of poisons;
relating to the sanitation of persons and establishments licensed under
the provisions of the chapter; pertaining to vstablishments wherein any
drug is compounded, prepared or sold; providing tor standards of
minimum cquipment of establishments licensed under the provisions of
this subchapter; pertaining to the sale of drugs by ot through any
mechanical device.

The Board shall adopt, amend, repeal and establish such rules,
regulations and standards in accordance with the provisions of the
Administrative Adjudication Act,.
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(f£) The Board may by rule or regulation adopt, amend cr repeal
rules of professional conduct appropriate to the establishment and
maintenance of a high standard of integrity and dipnity in the pro-
fession. Every person who holds a certificate, license, permit,
registration or exempticn issued by the Board shall be poverned and
controlled by the rules of professional conduct adopted by the Board.

(g) Power to Inspect. The Board or any duly authorjzed rep~
resentative thereof, may inspuct, during business hours, all phar-
macies, dispensaries, stores or places in whirh drugs or poisons are
compounded, dispensed or sold in the Territory.

(h} All stock of any dangerous drug or device in the Territory
of a manufacturer, wholesaler, pharmacy, physician, dentist, podiatrisc,
veterinarian, laboratory, or shipments through a customs broker or
carrier shall be at all times during business hours opem to inspectiun
by the Board or any duly authorized representative thureof.

(1) All records of manufacture and of sale, purchase or dis-
position of dangerous drups or devices shall be at all times, during
business hours, open to inspection hyv the Board or any duly authorized
representative thercof, and shall be preserved for at least three years
from the date of making. A current inventory shall be kept by cvery
manufacturer. wholesaler, phamarcy, physician, dentis:, podiatrist,
veterinarian, laboratory, clinic, or hospital who malntains a stock
of dungerous drugs or devices. .

{j) Power to investipate. The Board or any member thereof or
any person designated by tue Board for the purpose, may investigpate
any viclation or suspected violation of this Subchapter or of any
rules and regulations duly prescribed by the Board.

(k) Oaths. Each member of the Board may administer oaths in
connection with the duties of the Board.

Section 9590.4, Qualifications for License. The Board shall
register as repistered pharmacists, and issue a certifjcate to all
applicants who meet the following requirements:

(a) That the applicant is years if age,

(b) That the applicant has graduated from a college of pharmacy
of a university rccognized by the Bourd, which school ur
college of pharmacy vui deparcment of pharmacy of a university
requires a resident attendance of not less than eipht calendar
months of each year of its course. The course in pharmacy
shall consist of not less than 3,200 hours distributed over
a period of not less than four years. Any student, however,
may complete the required course of 3,200 hours in a lesser
period of time.

(¢) That the applicant has had 1,500 houts of practical experience
in accordance with regulations adopted by the Board and that
such expuricnce constitutes scrvice and expericnce under the
personal supervision of a reeistered pharmacist, and consists
of service and experience predeminantly related to the sclling
of drugs, compounding pirvsician's prescriptions, preparing
pharmaceutical preparations, and keeping records and making
reports required under Territorial and Federal statues.

Anyone who 1s repistered as a pharmacist in any state or
Territory of the United States and who has practiced 2s a
pharmacist in that State or Territory for at lcast one year,
as certificd hy the Beard of Pharmacy of that scate or
Territory, shall be exempt from pharmacecutical expericnce
requirements.
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(dy That the applicant has passed a written and praccical examin-
ation given by the Board.

Section 9560.5 A person shall be eligible to take the written and
practical examination where the person furnishes documentary evidence
satisfactory to the Board that he meets all of the following:

(a) 1Is at least 18 years of age.

(b) Has gradusted from a college of pharmacy recognized by the Board,
or has successfully completed in a foreign pharmacy school the courses es-
tablished by the Board as being equivalent to those required for domestic
graduates.

(c) Has had not less than 1,500 hours of practical experience in
a pharmacy recognized by the Woard. The Board shall determine the specific
hours of experience required, not to exceed 3.000 hours for the applicant
based upon an evaluation of such applicant's previous training and experilence.

”’
The Board shall register as pharmacists and issue a certificate
to all applicants who meet the -equirements of this section and successfully
complete the written and practical examination.

Section 9590.6. Any regzlstered pharmacist of any state or Territory
of the United States who has practiced there for one year or more may be
granted a temporary license by the Roard provided that he shall first pass
a preliminary examination with a prade of not less than seventy percent (70%)
covering territorial laws and public health regulations relating to drugs,
pocisons, and devices used in the practice of pharmacy in the Territory. A
temporary license shall not entitle the holder thereof to a permanent license
and no permanent license shall be issued until he has passed the regular
examination set Forth in Section 9590.4 of this Subchapter. Only one temp-
orary license shall be issued to the same applicant, A temporary license
shall only remain in effect until the resulrs of the next regular examination
are announcd, provided that the Yoard may extend any temporary license, upon
written application, for pood and just cause. -Any applicant who fails to
take or to pass the next regpular examinarion shall surrender his temporary
ticense. The Board shall establish a fee for the issuance of a temporary
license.

Saction 9590.7 The registratioa or certification already granted by
the Department of Public Health and Social Services of the Lovernment of
Guam to persons as license to engage in the practice of pharmacy in Guam on
or before shall not be affected by this Subchapter and such
registration shall have the same force and effect under this Subchapter.

Saction 9590.8 Renewal of Licenses.

(a) Renewal Required. All license issued by the Board of Pharmacy
except temporary license issued in Section 9590.6 of this Subchapter shall
expire on December 11 of each odd-numhered year next following the issuance
of the same.

(b) Rencwal Fee. Every repistered pharmacist shall pay to the Treasurer
of the Soard bi-annually between December l. and December 31, a renewal fee
established by the Board for the year next following. The payment of the
renewnal fee shall entitle the registrant to renewal of his license.

{c) Renewal after lapse. Any holder of an expired license amy be
reinstated as a replsteced pharmacist upon payment of a penalty established
by the Board and all fees which he would have paid if he had continuously
renewed his license.

(d) On or after the Board will not issue any renewal
of license unless the applicant therefor submits procf satisfactery to the
Board that he has completed 15 hours of continuing pharmaceutical education
during the two years preceding the application for renewal.

4
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Section 9590.9. Pharmaclst in Charge. A registered pharmacist
shall be in personal and tmmediate charze of every pharmacy. Temporary
absences of the registered pharmaciat shall be unlawful pxccpt for such
eircumstances as authorized under the rules and regulations of the Board
of Pharmacy. During any absence of the registered pharmacist, prescripcions
may not be filled, compounded, or received by telephone and no drugs shall
be furnished, provided, that this shall not preclude tie sale at such times
of such things as might be sold were the pharmucy a store not subject to
this Subchapter. No person other than a registercd pharmaclst or an assistant
under his fmmediate supervision shall- £111 or compound prescriptions.

Section 9590.10, Pharmacies. Any person who has obtalned a cerc-
ificate, licersna, perait or reglstration to condact a pharmacy who fails
or nezlects to place a repistered pharmacist in charge thereof or who
permits the compounding of prescriptions, nr the furnishing of drugs,
except by or under the immediate supervision of a registered pharmacist,
shall be deéemed to have violated this Subchapter. Any person who, not beinz
s tegistered pharmacist, compounds prescriptions or furnishes drugs, while
not subject to the immediate supervision of a registered pharmacist, shall be
deemed to have viclated this Subchapter. SR

= &1

Sectfon 9590.11, Duties of a Registered pharmacist., Every registered
pharmacist shall comply with all-laws, rules and regulations. All registered
pharmacists shall notify the Roard of Pharmacy.of changes of business address
within ted (10} days: !

#

Section 9590.12. Prescription records.  Every pharmacy shall keep a
suitable book or file. or a microfilm of such book or file, in which shall
be preserved, for a period of not less than three (1) years, every pre-
scription compounded or dispensed at the pharmacy. The book, file, or micro-
€iim of prescriptions shall at all times be open to inspection by the Board
of Pharmacy and other law enforcement officers.

Section 9590.13. No person shall conduct 2 pharmacy in the Territory
of Guam unless he has obtained a certificate, license, permit or registration
from the Board. Each certificate, license, permit ot registration shall be
required for each place of business owned or operated by a apecific person.
Separate certificates, licenses, permits or registrations shall be required
for each of the premises of any business establishment having more than one
locatioh.” Such certificate, license, permit or registration shall not be
transferable. -

The board may issue a temporary permit, when the ownership of a pharmacy
i ‘transferced from one person to another, upon such conditions and for such
periods of time as the Board determines to be in the public interest. A
temporary permit fee shall be fixed by the Board at an amount net to exceed
the annval -fee for renewal of a permit to conduct a pharmacy.

{(a) The Board shall not renew or issue any new permit to conduct a
pharmacy to any of the following:

{1) A person or persons authorized to prescribe or write a
prescription as specified in Section 9590 in the Territory
of Guam.

(2) A person or persons with whom a person or persons specified
in paragraph (1) shares a community or other financial inter-
est in the permit sousht.

(3) A corporation which is controlled by, or im which 10 percent
or more of the stock is owned by a person or persons pro-
hibited from pharmacy ownership by paragraph (1) or (2).

(by Subdivision {a) shall not preclude the issuance of a permit for
an inpatient pharmacy located within any hospital, institution, or estah-
lishment which maintains and operates orcanized facilitles for the diacnosis
carc and treatment of human illnesses to which persons may be admitted for
overnight stav and which meets all of the requirements of this Subchapter and
the rules and regulations of the Roard.



- 335 -
{(¢) The Board may Tequire information necessary for the enforce-
ment of this Section,

Sectivon 95%0.14.°

(a) Each-application to conduct a pharmacy shall be made on a form
furnished by the Boarl, and shall state the name, address, usual occupation
and professional qualiflcations, Lf any, of the applicant. If the appli-
cant i{s othker than a natural person. the applicacion shall state such
information as to each person beneficially interested therein.

'tJTh} As used 1in this section, and subject. tu:the provisions of sub-
division (¢) df thls gection, rthe term 'person baneficially interested’
means and includes:

(1) If the applitant s a parinership or other unincorporated
associat lon, each partner or member.

(2)° If the aspllcant ls a corporation, each of its officers,
divectors and stockholders, provided that no natural persan shall
be deemed to be beneficially interested in a nonproilt corporation.

(c) In any case where the applicant is a partnarship or other unia-,
corporated association, or is a corporation, &nd where the number of part-
ners, members or stockholders, as the case may be, exceed five, tihe app-
lication shall so ‘scate, and -sh#ll further state such informakion.,as to
each of the five partrhers, mawsgrs or stockholders whoe own the five laggest
interests in the applicant entity. Upon request by the secretary, the
applicant shall furnish the GBoard with such Lnformation as to partners,
members or stockholders not named in the application, or shall refer the
Board to an appropriate source of such informationm.

(d) Upon the approval of:such application by the Board and paying,
the fee required by this Chapter for each pharmacy, the gsecretary of the
Board shall 1ssue a permit te conduct a pharmacy under the provisions of
Section 9590.13, if all o€ the provisions of this chapter have been com-
plied with. Any other provision of law notwithstanding, such permit shall
authorize the holder to conduct a pharmacy.

Sectlon 9590.15, %Lacelldnesis Permits. It shall be unlawful;

(1) For any person to sell or offer for sale at public auctiop,

oi to sell or offer for salé at private sale. im.a.place where public auctions
are conducted, any drugs without first having obtained a permit! from the-
Board of Pharmacy so to do.

! {2) For wholesalers to’sell, dixtribute or dispense any dangerous
drug or device except to a pharmacist, physfician, dentist, podiatrist, vet~
erinarian, or to a generally recopnized industrial, apricultural, manuface
turing, or scientific user of drups for professional or business purposes;
and no person shall act as a wholesaler or manufacturer, as principal or
agent, unless he has obtained a certificate, license permit, or registration
from the Board. Separate certificates, licenses, permits, or repistratgions
shall be required for each place of business owned or operated and shall not
be transferable. : i

Section 9590.16. The Board shall establish a fee for each certificate,
.license, permit, or registration pranted. Permits issued in Section 9590.13
) and "9590.15 shall be conspicuously displayed in the place for which the
permit was pranted. The permits shall not be transferable, shall expire on
December 31 each odd numbered year follewing the date of issuance, and shall
be renewed _____ . The holder of an expired permit may have the same
restored within three (3) vears of the dnte of expiration upoi due appli-
cation therefor and pavment of the deliquent fees and a penalty established

by the Board.

Section 9590.17. Penalties. Anv person viclating rhis Subchapter or
the rules and reuvulations duly prescribed by the Board of Pharmacy shall be
guilty of a misdemeanor.

Section 9590.18. Right of injunction. The Board of Pharmacy mav, in
addition to the remedv set forth in Scction 9590.17 apply te a eourt having
competent furlsdiction over the parties and subject matter for an injunctlon



Section 9590.19.
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This Subchapter doee not ‘apply ori intevfereiwith anyone who iz a
physician, dentisc or podiatrist currently licensed to practice thelr
respective professions in the Territory of Guam and who furnishes his
own patients with such.remediecs as arg necessary in the treatment of the
condition for which he attends such patient if he acts as their physician
and is employed by them as such, and provided such person keeps accurate
records of drugs furnfshed, drugs furnished are labelled according ro the
requirements set forth in ctules and repulations, rand such drugs may nOLuei=3 - ¢ re
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be furnished by a nurse or attendant.
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APPENDIX D

Chapter 9 il
r» ' -Patients’ Compensation Fund .

PART 1. GENERAL PROVISIONS

Deafinitions. Unless the context indicates otherwisej.asased in these rules:
(1) :*Health Care Provider” means a physician or surgeon licensed under Chapter 453, HRS, including one possessing a
. limited or temporary license, a health care facility and health care service as defined in Section 323D-41(4), HRS,
and the employees of any of them. A health care facility or health carg service ingludes.any program, institution,
.. place, building, or agency, or portion thereof, private or public, other than federal facilities .or services; whether
organized for profit or not, uséd, ‘operated, or designed to' provide medical diagnosis,*treatment, nursing,
rehabilitative, or preventive care to any person or persons, The terms include, but afe not limited to, health care
facilities and heelth care services commonly referred to.as hospitals, extended care 2nd rehablitation centers,
nursing homes, intermediate care facilities, out-patient clinics, ambulatory care facilities, emergency care facilities
and centers, community mentai health and mental retardation centers, home health agencies, health-maintemance
organizations, blood banks and others providing similarly organized services regardless of noménclature,

(2)° “Medical tort” means professional negligence, the rendering of professional services without inforimed consent as

required under Section -3, Part I, Act 219, SLH 1976, or an error or omission in professional practice, by a health

" care provider, including, but not limited to, the furnishing or dispensing of drugs or medical ot surgical supplies,

the handling or performing of autopsies on deceased human bodies, acts or omissions of any individual as a

member of a formal accreditation or similar professional board or committee of a health ‘care provider, or as the

o~ person charged with the duty of executing directives of any such board or committee, which proximately cause
death, injury or other-damage to a patient.

(3) " “Claim filed agninst a health care provider” means any claim arising out of a medical tort which has been received
1. and-loss reserve established by the insurer or by a self-insured health care provider.

(4) ““Commissioner™ means the insurance commissioner as dafined in Section 431-31, HRS.

12" Requirements to participate in the ’patients' compensation fund, E ffective September 1, 1977, in order to participate in

21

the. patients’ compensation fund, a heaith care provider must have basic liability coverage for medical torts in the form
of (1) a medical malpractice insurance policy; or (2)a self-insurance program approved by the commissioner; or
(3) participation in a cooperative corporation established under Act 182, SLH 1977, The basic liability coverage must
provide coverage on an occurrence basis in the following minimum amounts:

(2)  Fo: individual physicians or surgeons - $ 100,000 per claim and $300,000 per policy period aggregate;

(b) For partnerships or corporations consisting of two or more physicians or surgeons - $100,000 per claim and
$300,000 per policy period aggregate for each partner or employee;

{c) For hospitals and other eligible institutions - $ 100,000 per claim and 51,000,000 per policy period aggregate,

Basic liability coverage written on a claims made basis shall be acceptable only with the prior approval of the
commissioner.

PART Il. LIMITS OF LIABILITY

Coverage. The patients’ compensation fund shall pay on behalf of a participating health care provider all sums which the
health care provider shall become legally cbligated to pay as damages as a result of medical torts to the extent that such
damages exceed the basic liability coverage required to participate in the patients’ compensation fund and to the extent
of the limit of liability purchased from the patients’ compensation fund by the health care provider. Damages as used

L Li} & —_—_— = 2
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22 Lmbﬂity limits offered - physicians or surg_eons. Eligible . physncuns or surgeons may purchase coverage from the

patients’ compensafmn fund in excess of the ba;u: lmhlhty covérage'ui o‘;‘w o the follewiilg mﬁaifﬁfs‘*‘ﬂm-ﬂr Wi S
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(a)  $400,000 per claim and S700.,000.per policy period ageregate (SSO0,000IS 1,000,000); o -‘4?1‘”“15“"{*3

“t.(b) ' '5900,000 per cfalm ﬂnd"S’l 700,000°pér poTcy'péhbd’ aggrégate (5F,000/0007$2:000:000) 0 a0 a1 15

LB wa Ay gt AR B SRR T MR A IO TR SR L b ST
(c) $900, 000 per cla.lm and 52 700 000 per pohcy period ageregate (51,000,000/53,000,000); or
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(d) $900,000 per claun and 54,700,000 per policy period aggregite ($ 1,000,000755,000,060): “‘-'-k_ AN

The figures in parenthtses ifidicatd the total -per claiin“and aggrepete-lmit ot thé bakic ligBiity doverdge’ Al patients’
com?ermtion fund coverage upon purchase of the respectwe habihty limits from the patients’ compensation fund
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2.3 Liability: W&-ﬁﬁ&e&dh‘dspitkﬁ ‘drid* bther hlsnmnons."éhgxblevhubpxtils’obﬁtﬁ‘er elizible institarionsimiy‘purchase
coverage from the patlents’ cnmpensauon ﬁ.md in excess of the basic liability coverage in one of the following amounts:
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() $900,000 per cikirh and $2:000; 000 ér'polfcy péhé’d’aggégﬁ% ($1:080/000/53,000,000); of 75ctrMals
(b} ssgw,aoo pe"f“&l‘?ﬁiirﬁa wam G00°F per okisy perodagaate (31;000 bﬁa‘;‘s's;bou:mn)am= witunt T
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~Thé* ffiﬁfes*m*parenthesbs ‘Hidicate’ the total*ﬁér Shim and'dagrptelimir ot the 1S ‘lﬁBﬂlty cov&age-‘aﬁa' atients’
compensation fund coverage upon purchase of the respective liability limits from the patients’ coﬁ-i‘pén!aﬁdﬂ-f nd .
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1.1 Qﬁaﬂlﬁaﬁ&'ﬁ’{or»self-msﬁdnc ““Fha commissioner shall Yissue 1 ‘certificate of sélfifsurarice 4 ftef he determines that‘ihe
* applitantis” ﬁnaitciall'y Blad by i'evicwing «thie “dssets; liabiities, pfot'it ahd’ loss ‘rec'ﬁrds ﬂ’e:lwodh‘land pisi Ioss

. Expatieitce’ hnd”thé-‘hgplieaht’ﬁas toniplied with'the fouowing . v’?..uc DAL Iy 0 s
; I et W TR Lo ol .Sﬁ{!,...-_: QX T i i GEAT, e e ¢ 3 s LEER 2 Pt X 1o A
s (1) The zppkcam’hi's ’su{'sifﬁtteﬁ ‘an: applicﬂtion fo'the comrm‘ssmner ona form prd&'bed”by theﬂcﬁm?mssubner A
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(2) The applicant has complied wnh the “netrv'i’ﬁrth"-requ enit as dés’cnbed&m*Sébnoh‘B 2RI Tty

" (33 “Thé tapplicatit Has " executsd! atid fledl’ with “tife ‘Eontrtissicrter tHe ‘SélfindiTarice’ agresment 45" d8sdribed -in
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(4) The aspplicant has provided the necessary security as3 self-msurer as described in Scctmn 315,
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3.2 “Net Worth™ requirement. To qualify for a certificate of self-insurance, anapphcant must have in his name zlone, a net
worth'in'zh imoiint ‘to’ be Heterritined by the"comimissioner bit in‘no- évent Tess' that $¥00/000: Neét-worthheahd the
I ‘excess of the Galue bf asséts overtHe sirn of liabilities: I8’ detetmndmg’th‘e tiet'worth fecessary-'to qualify for a certificate
‘of self-msm'hﬁce, the cominissiorer sha!.l consider the natire of tHe applicint™s assats, §t846catibh thie availibitity of the
“‘assets to satisfy elhims, the applicant’s contingent Liabilities, prbt"t and loés'reébrds, pastiexperierice of the dpplicant and
any other matters bmrfng on the’@bility of the ‘applicdit ‘forsiti¥fy’ clafirisi The applicant shall subihit to the
commissioner such evidence of his ﬁnancml condition 2s the commissioner deems necessary or desirable to verify the net
worth and findncidt condition of the applicant: A’self-insurér shall immetiately repdt‘f‘to't}fe Commisstoriér iy decrease
in hi§ nef worth amoumtifig'to ten (10) per ‘cent or more of his ast ‘stitemeht Ftiet worth and<any otirer change in his
fifgncial conditicn {wl-uch ma&ﬁaﬂy afﬁ:cis the sell"msurer s alni:ty ' ‘fulﬁlf his: "’blfga?dns undér the séifiinsurance

agebmhm. : _ ; - i T RO LS LS e
i t p et M s 4 ER L ,.:' 1?& i ey i"‘ﬁ . 1:‘ s 1115

3.3 Agleemént. "I"hefapphcé.'m’ shnﬂ also execute and file wnth the’ commzsnu'ner, n agr’é'bﬁi%t in 2 form presitibed by the
commissioner, that if certified as a self-insurer he will: Zh T TR A b Lia

(1) “Pay ‘osi behalf of hinfself and ‘his employees all sums which ke himself and/ér hxs émployees beccm’e'!egally i
obligatéd to pay as damages for medical torts during the certification period; =



(2) In'accordance:with Section .5, Part'I, Act 219, SLH 1976, report any medical tort. claim that has been settied,
arbitrated, or adjudi‘cnated,to final judgment within 10 wotking days following such disposition;
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(3) In ac‘.l:mdanc‘,e;z;gith.1 Sectiony ;}‘gﬁ.l’m 1IL, Acb%lB.,_‘,SLH. 1976, réport to the commyssipner within. zﬁ?wodsjgbgv_?i'tys
any medicdl tort claim filed against™the health care provider and make suppleme:ital reports as rcaiflired- ¥y the
conumissionery s {0915 TR ; e :

(4) In acwrdanggfmégygggglg, Part I, Act;219,.SLH: 1976, cooperate with the medical cla.im'gg_gcﬂiatip’n panel
for the purpese of achieving 2 prompt, fair andjust disposition or settlement of a claim?

(5) Pay to the commissioner the an;ma.l surcharge’determined by the commissioner pursuan% to Section.-B_l'; () (2),

Part IlI, Act 21 Q. 3KEL 19765 4 PR, i R
 (6) . Bypvide for a complate claims service to,process and pay claims with,reasqmable. promptagss: . e
- '
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(7) Establish and mdintain a selfinsurance reserve fund” meeting the requirements of ‘section 3[2 and’ submit
-feovirpnnual seportsigithe commissinnar:as 10 it dlaims experience agd.sgsecys during the cerfification yeans.

(8). Maintain his net worth at the level set by the commissicner to qualify as a'self-insurer and immediatelyjrepm any

change in higtmt mosthior financial rondition to:the.commissioner. 48 ryquired by Section.3 23

(9) Provide suchpothepgnformatianito: the commissioner 25 he. despusnepessary. e permit the;compgissiangr or his
suthorized''representative to inspect and examine the records-pertaining to ‘tﬁ%elf’-msur%% financial condition,
- 1progessing.and payment: of clairos and-any: other.matters pertinent tanthe sdsministration-and eaforpsment gf Act
ASEBAGTE. syt i ; ‘ e
Self-insurance reserve fund. The seif-insurance reserve fund of a self-insurer shall provide for payment of such amounts
and at such times into the fund-asdetermined: (o be necessany to suppart dishugsements to cover malpractice fosses and
those expenses related to malpractice losses, The determination of the amounts and the times at' which such payments
shall ‘be ‘made into the teserve fund shall be made by an'actuary who is'a Fellow of the Casualty Actuarial Society or 2
1pgrson determinediby. the commissionsr to be-qualified by, hackgsound,angd:experience in claims adiysting:and reserving
49 make such.determinations, using methods-currently and-customarily used by the insurance | : ustryito 4mﬁ%ingme
sdequacy of reserves. All moneys for the reserve fund shall be-kept in .g;gp%mﬁqa%coun&gndl“ all pot begommngled
with other moneys of the self-insurer. The seif-insurer may invest the moneys held in the reserve in such securities as
may be legally,puichased. fof dinveggment-by insurers snder Chapter 43}, HRSqPrioritg ser ificatipnyor; W Hication as
8 self-insurer, the applicant shall submit a statement to the commissioner"si%gﬁ'g fc‘irtiytl{e_amountsi and .schedule of
payments to be made tothe sgseove fund.and the basis-for thadetempination., = yy: o 1wy s 9 %e

. Establishment of -the reserve fund.way. be waiyed by-the insurance, commissioner.ifithe seif-insureris netyveprth? as
described in Section 3.2 exceeds $3,000,000. The self-insurer whose reserve fund requirement kglbmtgaj;ﬁed shall
immediately report to the insurance commissioner any decrease in his net worth.
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Surety Bond, Depaosit of Security. Self.insurers shall be required to: =
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(1) Fi!e.vﬂitlﬁt-hammlgsﬂong;agd@ain%in the bond: of 3 surety insurer in g -fmapmgéd.hmhma 1 }Qﬁqg" and

. +40 2 penal sum-not'lessthan ﬂsmﬂff%%ﬁdﬂgj .physicians or Surgﬁj)%;ltadﬂol;{ﬁ.’é than.$50,000 fegall pther

1 rseifuingured: health careyprovidersy enforceable in-the.name.of the “Insjrance Commissioner, Statasof Hawpii”

fore o Wbieh 'shall notube-cancslled without, the, ;prior: written approval ,of the commissigner. and gopditigned: ppon

mnﬁemmg&ofdhzshﬁlthmmﬁ,dw’.gkﬁytmn;nde:-t,h;"s.e_lf-tftsl&cmc_e.asrmem:05 i i
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v+(2). - Submit.tg, the-commissioner, a certificate, af the.State Directer of Finance that the ;ppl_iga:}t-’,}}gﬂegiisiegd; with

Lo o, himy cash: or -such-other, segurities.desmed adequate by the .commjssionec. to. secure the, performance. by, the

applicant. of. its, gbligations «upder, the. insurance, agrepmen and provide evidenge that there,age no unsatisfied

+ judgments against the @pplicant. The securities shall, prior to issuznce of a certificate of? selfinsurance, be
registered 'in the name of the “Insurance Commissioner, State of Hawaii.” The cash or market value of the

«secupities depusited shall, be in.an amount, rot less;than $25,000 for individual physicians.or surgeonsand.aot less
than $50,000 for all other self-insured health care providers. : Ay

Self-insurance. Management.. A s¢lf-insyred health care provider may utilize an insurance facility desigmated by: the

commissioner to adjust medical tort claims, obtain legal assistance, obtain actuasial expertise in the establishment of loss

reserves and to carry out the requirements of the self-insurance agreement,
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Duration of Certification.' A certificate of self-insurance is valid for a twelve month period unless sooner cancelled by
the health cate provider or revoked by the-commissioner.

Revocation: of Cert’ficate of Self-lnsurance. The commissioner may revoke a certificate of self-insurance for good cause
at any time after providing notice and opportunity for' a hearing in accordance with the Hawaii Administrative
Procedure Act (Chapter 91, HRS), Failure to comply with the Medical Professional Liability Act (Act 219, SLH 1976)
or these ruies constitutes cause for revocation, Upon such revocation, the commissioner shall promptly notify the Board
of Medical Exariners. -

Termination of Self-Insiirer Status and Withdrawal of Security Depaosit. A health care provider who terminates his status
a8 a self.insurer or whose certificate of self-insurance has been revoked, and who obtains a medical malpractice insurance
policy may apgly to™the commissioner for return of his security or canceilation of the bond. The commissioner will

return the security or-approve cancellation of the bond :only when he is satisfied that the requirements of the Medical

Professional Liability:Eaw (Act 219, SLH 1976) have been rmet, all claims against the self-insurer have been satisfactorily
resoived and that adequate and reasonable provisibns have been made for the handling of any future clan.ms allegedly
arising out of medical tort which occurred during the period of certified self-insurer status.

PART IV. PREMIUM SURCHARGE

Annusl surcharge. On September 1 of each year the commissioner shall actuarially determine the surcharge to be levied
in terms of a stated percentage of the surcharge base as defined in Section 4.2. The commissioner shall notify each
participating health care. provider and insurers of the surcharge percentage and in addition, notify each participating
self-insurer of the surcharge base.

Surcharge Base. :

(1) For an individual physician or surgeon, the surcharge base shall be the medical malpractice insurance premium
charged by the insurer. In the case of a self-insured. physician or surgeon, the surcharge base shall be the
comparable insurance premium he would have paid if he were insured under an insurance policy.

(2) For a partnership or corporation, the surcharge-base shall be the medical malpractice insurance premium exclusive
of the partnership or corporation surcharge  charged by. the insurer. In the case of a self-insured partnership or
corporation, the surcharge base shall be the comparable insurance premium (exclusive of the partnership or
corporation surcharge) it would have to pay if it were insured under an insurance policy.

(3) For a hospital or other similar institution, the surcharge base shall be the insurance premium charged by the
insurer. In the case of a selfiinsured hospital the surcharge base shall be the comparable insurance premium it
would have to pay if it were insured under an insurance policy.

Payment of Surcharge. Each participating health care provider shail pay the surcharge as follows:

(1) If insured, to the insurer together with the insurance premium. The insurer in turn shall remit the surcharge
collected to the commissioner within thirty (30) days from the time the insurance premium is collected; provided
that if the insurer is outside the jurisdiction of the State and fails to collect or remit the surcharge to the
commissioner, the health care provider shall pay the surcharge to the commissioner within thirty (30) days from
the time the insurance premium is due,

(2) If a self-insurer, to the commissioner at the time the certificate of self-insurance is issued,

Refund of Surcharge. If a health care provider ceases his practice of medicine and surgery in the State and the Board of
Medical Examiners places his license on an inactive status, or if his license is revoked or otherwise terminated, upon

. . application of the health care provider, the commissioner shall refund a pro rata share of the surcharge for the year in

which the health care provider’s license is placed on an inactive status or is revoked or otherwise terminated and for
which the health care provider has paid a surcharge.



