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EVALUATTUN OF FEDFRAL SUPPORT TO HEALTH CARE SYSTENS
OF U.S5. PACIFTIC TERRITORILCS

COUNTRY REPORT: THE TERRITORY OF GUaM

I. EVALUATION AND METHODOLOGY

The pluralistic health care svstem of Guam sharplv cantrasts with the
monolithic systems of other Pacific Basin island entitics and reflects a contlnuous
evolution through past periods of dircct external governance by Spain and the United
States, as well as present indigenous assumption of territorial self-sufficiency and
internal control. The nature and depth of the evolution has varied, to a large ex-
tent, on each successive government's parception of its roles and responsiblicies to
the icland and its people. Ranging from complete domination and suppression of the
indigenous system to the current complex interrelationship between U.S. federal
oversight and local politv, each administration has impacted the health status of
the islanders and the incorporatlion ol new mechanisms to meet their changing health
care needs. Evaluation of that impact, however, has heen pieccemeal in guiding
health policy and resource allocation decisions.

Geographically part of Micronesia but never part of the Trust Territory of the
Pacific Islands, Guam is unique not onlv because of its size, large population base,
and technological advancements, but also in the achievement of relative enduring
political stability since its inirial 1898 acouisition by, and subsequent 1950
official unincorporated tervitorial stactus with, the United Stares. First admin-
istered through the Department of the Mavy and now under the aegis of the Nepartment
of tne Interior, the island has received federal economic assistance through a
variety of grants,supniicd and/or suprorted services, and environmental {nfrastruc-
tural improvements. Although local expuindituces nave necessarily increased in
support of a growing and diversified health care network, recanc participation in
programs requiring local and lecal macching revenues have declined due, in part,
to pervasive econcmic, geographic, and sociocultural issues.

The Request for Propdsal No. 190-83-009 for the Evaluation of Federal Support
to Health Svstems of U.S. Pacific Territories was specifically initiated ‘to provide
a more comprechensive data base from which federal policy makers can assess the
effecriveness of past and current support in enhancing the health care system of
the Territory of Guam, and determine ruture health and health-related initiatives.
The aralysis which follecws responds to that request, and primarily results from self-
appraisals shared with and clarified by the University of Hawaii field team
regarding the degree to which Guam's lealth care system complies with basic criteria
collaboratively established by project staff and health care representatives from
all American Pacific Basin islands.

II. BACKGROUND

A. Description of the Turritorv of Guam

The long political affiliation of Guam with the U.S. has resulted in rapid "’
modernization, social change, #nd the institutionalization of a sophisticatad and
comprehensive health cvare svstem. Lecal expectations and efforts to develop health
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care rescurces and methods closely approximating those of comparable U.S.
mainland populations, however, must be balanced in perspective with demographic,
geographic, cultural, and economic realities.

Although Cuam plays a prominent logistical role in U.S. western Pacific
military defense and stands as the transportation, communication, and commercial
center for all of Micronesia,its pcographic location and relative insularity in
relation te major oxternal rescurces of goods and services continually pose a -

significant challenge. TIts distinctive large single land mass and sizeable 1980
population base of 100,000 inhabirLants comparatively obsure the island's small

size (length of thirty miles, width of four to eight miles, and total mass of

225 square miles) and its actual distance from other Pacific economic centers.

As the southernmost island in the Marianas archipelago, Guam is located approxi-
mately 4000 miles west of Hawaii, 1500 miles south of Japan, and 120 miles from
its closest Micronesian neighbor, the Commonwealth of the Northern Marianas.

Its transportation network entirely depends upon expensive scheduled airline
flights and ocean freight for impurt and export of goods, services, and people,
External communications are similarly limited to technological methods of
transmitting information, either electronic or mechanical, across a wide [
expanse of ocean.

Although the characteristic tropical marine humidity and temperature r
remain fairly constant, pronounced wet and dry seasons also present significant
logistical and health challenges. Coral composite road surfaces provide
minimal traction under wet conditions. Fresh water supplies are dependent
upon adequate rainfall and periodic shortages affect the island's southern
region. Constant warmth and humidity not only promote bacterial and parasitic |
infestation, but also affect facilities and equipment maintenance. By virtue
of its location jn both the tradewind latitudes and the eastern fringe of the
Asiatic monsoon area, the island is extremely vulnerable to frequent small |
scale storms and typhoons which have the very real potential to cause extensive
damage and to substantially andanzer the health and safety of residents.

Recovery from the devastating effects of Typhoon Pamela in 1976 has only
recently been completed. ‘

The indigenous and current majority population of Guam is Chamorro;
however, depopulation, disease, and warfare during three hundred years of L
Spanish rule virtually undermined and extermirated the traditional society.
Although the Chamorros today are more a mi:zture of Spanish, American, and to
a lesser extent, other racial extractions, they still retain a characteristic
strong bond of familial obligation and support of extended family networks,
orientation to social status and interpersonal sensitivity, and deep religious
emphasis which intermingle and conflict with cultural transformation attendant
to modernization. U.S. expatriates and aliens compose a small but rapidly
increasing proportion of the island's civilian residents, while active duty
mililary personnel and military dependents represent an estimated twenty
per cent of the total population. ‘The early settlement pattern of scattered
native villages and a small administrative center has disappeared and been
replaced by civilian resident concentration in urbanized central Guam, with

village population shifts predominuatly occuring from the rural to urban and
fron the suutiiern to central aistricts.
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One of the most compalilng characteristies of the total civilian
population is its youthfuluness. Approximately forty percent are under the
age of fifteen; less than an estimated three percent are over the age of 65.
With a correspondingly high fertilicy rate, the birth rate in 1982 was 26.8
live birchs per 1,000 population. The crude death rate, on the other hand,
remained relatively stable at 4 de=achs per 1,000 population, with the pattern
of leading causes of death shifting over time from infectious disease-related
conditicns to chronic diseases characteristic of modernization. The infant
mortality rate has steadily declined to 9,36 deaths per 1,000 live births
in 1982, although in 1930 an isolated and unexplained high rate of 14.3 deaths
per 1,000 live births was reportcd. '

Military-related expenditures. tourism, a significant amount of public
«mployment, and, to a lesser extent, private sector vholesale/retail
merchandising and construction are the primary building blocks of Guam's
thus far narrow but viable econouv. Other than oil refinery and rock-processing
activiries, theve is no heavy induscrial development, and future expansion in
this area is hampered bv the lack ot skilled indigenous manpower, scarce raw
materials, the island's size, and relatively small population base. Agriculture
nas lost momentum as mere and more residents have become increasingly better
educated, are otherwise emploved in tourism or government jobs, or out-migrate
to areas of more diverse and lucrative opportunities. The rapid economic
growth experienced during the late 1960s and early 1970s due to increased
military spending, active rforeign investments, spurt In tourism, and new
construction projects have since stabilized. The resultant decline, rising
inflation, and high unemplovment have made the generation of sufficient local
revenues to meet pgrowing government expenses difficult at best. The health care
system, one of the largest categories of govermment spending, has not yet
successfully generated sufiicient revenues from clients with low wage and family
income levels to offset the long-stunding history of free medical care or the
recent shift of greater responsibility for social welfare and health programs
from the federal government to the rerritory.

B. Brief Overview of the Heaith Cave Svsten

The current health care delivary system of the Territory of Guam matkedly
contrasts with its centralized and government-dominated form of only two
decades ago. Now complex and pluralistic, it is stiil evolving through local
efforts to provide an applicable range and scope of services unique to its
setting, resources, and needs of its people, as well as through efforts to
define and develop relarionships hetween three distinct but not yet fully
integrated subsystems. Uhile the iollowing description is by no means ex-
haustive, it is intended to highlight the major components of the system and
to serve as an incroductien to the more detailed analysis which follows.

Although the military sector, a- represented by the Naval Regional Medical
Center and its network of dispensaries, docs not senerally provide direct
Lealch care services to civilian residents or figure heavily into local planning
for in-patient, arbulatory, and nubiic healeh care delivery, irs formal relation-
ship with the public sectur is nonctheless significant. The relativelv large
contingent of active duty militar and militarv dependents in Cuam affords both
public and privace seccors with & <nall but continuous supply of part-time and
full-time health care manpower. fihis is of special, even if temporary beneflt
in staffing and/or providing services otherwise nlagued with shortages of
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Personnel with extensive or specialized prepararion. Additionally, naval
pharmaceutical supplies provide occasional suppurt for public sector pharmacy
needs at a sipgnificant cost savings.

The small but growing private healch care scctor presently includes, among
other elements, an estimated eiphtv-four phvsicians, who provide the bulk of
the medical care in a variety of practice settings: clinie, group, and solo.
The two major health insurance or pre-payment plans are proprietary. One of
these is povernment spousored and the other is sponsored throuph a California-
based health maintenance organizatlon. Other elements of the private sector
consist of dental and other professional practices; clinical laboratory, whole-
sale medical supply, and retail and wholesale pharmaceutical supply services:
and a variety of private apencies and organizations. Although the diverse
activities and functions within the private sector are generally frapmented and
as vet lack systematic coordination, they provide significant support to a
public sector still responsible for all in-patienc and most outpatient
services.

The Government of Guan supports and provides both direct and indirect
health services through several majur but administratively unrelated entities.
The locus of in-patient care rests with the 237-total bed capacity Guam Memorial
Hospital, the largest acute care Amurican Pacific Basin facility west of Hawaii.
Operated and adninistered by a legizlatively created szlf-autonomous board of
directors, hospital services are provided on iwo separate campuses located
approximately three quarters of a mile from one another. The first and older
facility, originally constructed to house a nursing school and long term
tuberculosis patients, is in a state of disrepair and is no longer suited to
modern inpatient hospital care. It continues, however, to house the skilled
nursing facility, the intermediate care facility, the in-patient psychiatric
unit, a hemodialysis unit, the maintenance department, laundry and dietary
units, as well as some administrative govermment offices. The second, newer,
and principal physical plant was originally built and operated as an independent
non-government hospital to accomodate the growing numbers of private physicians
on the island. Purchased in 1978 from the Roman Catholic Diocese of Agana,
the 165-bed capacity acute care facility renders a wide range of primary and
secondary medical care to all civilian residents, regardless of ability to pay.
With an estimated 45% of the populatien without medical insurance and 27% of
residents classified as medically indigent or categorically needy, the hospital
is plagued with problems of underfinancing and inflationary costs. Long term
capital improvement plans calling for more cost effective relocation of ser-
vices from the older facility and expansion and renovation of the new facility

are contingent upon the release of $10 million previously authorized by the
federal government, .z’:prsﬁr-:'a.i-io'\

Another major governmental heaith care thrust is vested in the Department
of Public Health and Social Servives. Established In 1952, this consolidated L
agency provides an array of out-patient, preventive, and social services that
are administered through “ts four major organizational divisions: Environ-
mental llealth, Senior Citizens, Public Health, and Social Services. Authorized |
and funded by both fedaral and local jurisdictions, the Department provides
basic public health and medical secvices to approximately 10,000 residents
rer month at three regional healun centers, one each located in the southern
(Inarajan), central (Mangilao), and northern (Tamuning) areas of the island.
Services offered by all three centcrs include maternal and child health,
family planning, chronic disezse vpievention and control, generalized community
health nursing, nutrition, and healch education. Dental heaith, pharmacy,



laboratory, and u-ray services are available culy through the southern and
central centers. Uandicapped children services and communicable disease
caontrcl are lucated at the Central Diagnostic and Treatment Facility in
Mangilao. Although some categoricidl services arc limited to clients meeting
speciric entitlement requirements, many other servizes are rendered to all
citizens on a fee-for-service basis, but only when abillity to pay has been
deternined.

A new line department has recently been created which consolidates the
Single State Agency on Mental Health and Substance Abuse and the Community
Mental Health Center formerly under Guam Memorial Hospital operational
purview. The department is not only the facal point for all mental health
and substance abuse planning activity, but is also responsible for the provision
of both in-patient and out-patient psychiacric services as well as a variety
of community-based programs. Physical space, patient care equipment, and
technical support for acute in-parient services continue to be provided by
the hospital under a contractual zgreement.

A number of other governmental agencies provide health and health-related
services. The Guam H=alth Planning and Development Agency is a distinct and
separate line department zhat proseatly scrves as the government's principal
planning unit for health services. The Envirommental Protection Agency shares
many surveillance and monitoring mciivitizs with the Division of Environmental
Healith of the Departmen” of Public llealth and Social Services, although the
former is distinguichable by its e¢nforcement powers and official island
planring function regarding envircomental szfety and promotion. “he Depart-
mens o Public Safety operates the emergency medical services system, but
central planning and admministracich is vested in the Department of Public
Health. The Vecational Rehabilicavion Aguncy provides evaluation, counseling,
suidance, rehabilitation, job placcuent, and follou-up services primarily
through purchase of services with private physicians and the operation of
the Asan Center for day care of the severely handicapped and the Rehabilitation
and Workshop Center, Finally, the Department of Labor operates an occupational
safety and health research saction and conducts worksite inspections to investi-
gate complaints concerning unsafe use of chemicals, machinery, and other
deficits potentially injurious te health.

Despite the plethora of existing programs and services, many of which
require extensive educational preparation or advanced training, there are
few on~island formal health service personnel educational programs and those
that exist are limited to nursing aad basic emergency medical technician
training. EMT training and retraining are provided for first responder public
safety personnel at Guam Communitw College. The University of Guam offers
both associate and baccalaureate degrees in nursing, as well as programs in
rractical nursing (continuing) and family nurse practitioner training (new).
The feasibility of expanding the range of health service preparation has been
occasionally and informally explorad, but the island's small population, fiscal
resources, finite health emplovment opportunities, and available pool of
qualified instructors have not vet warranted such expansion. Formal basic and
advanced preparation in mzdicine, bublic health, and other health carears
tharefore necessitates expensive a.ud extensive off-island training. Continuing
ecucation and in-service training upportunities are available but similarly
limited, althcugh maximum utilization is macde of local resources, off-island
consulrants, and other visiting phvsicians and nurses.



Page 6

IIL.

The dlversity of health and medical programs and services within the
health care system suggests a sophistication that belies its continuing
orientation toward medical Ereatment rather than health promeotion and
prevention. While recognizing the significance of strengthening public health
service networks and widespread community health education, the system has not
yet achieved comfortable reliance on th: relacively limited range of resources
in proeviding as comprehensive medical services as necessary to improve the
health status of the residents of Guam. Decision-making attention is more
often focuged toward the financing and operation of acute care and treatment
facilities and services, and towiard the provision of corellary persennel.

Few linkuages have yet been developed to ensure smooth continuity between
interrelated health and medical scvrvices.

FOCAL AREA ANALYSIS

The following analysis of Guam's health care system is based on criterion-
referenced evaluations conducted in five major focal areas: administration,
facilities, manpower and training, public health programs, and health services.

A. Administration

1.1. Organization and Structure

1.1.0.1., There is an adequate management structure within each healt

provider organization to facilitate the delivery of health and medical
services,

*The current organizational structure of the Government of
Cuam does nor provide for overall direction and management
of a formally integrated health care system.

*In-patient, out-patient and public hecalth, and planning
functions are administratively unrelated, except as they
fall under the general wanagement span of control exerted
by the Governur. §

*A clear mission statement which articulates the component
parts of the system and facilitates collaboration is lack-
ing. Organizational concerns, however, are not confined
exclusively to health services delivery.

*Formal orpganicational hierarchies, objectives, and concomi-
tant policies exist but do net clearly reflect functional
delegacrion of management and accountability within each
distinct service agency.

#Clear and systematic role relaticnships and lines of com-
munication do not uniformly exist within and between
gavernment healch agencies dealing with the same or similar
clientele.
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1.2.

1.1.0.2. The health agencies utiliz: ndequate management processes.

*A task force has recently been formed to analyze and
possibly recommend reorganization of the entire government
system and includes two special sub-commictees, one each on
health and sociaul servies, chaired by a representative from
the Cuam tealth Development and Planning Agency.

*External controls exercised by the legislative and executive
branches of government often supercede and usurp authorized
agency responsibilities for regulation and operation,
although these forces may not be sufficiently knowledgeable
about implementation at the service unit level.

1.1.0.3. System operating agencies and organizations have been

suitati; delegated the authority necessary to carry out their assigned
responsiblitijes.

“Rapid turnovers in health administrative department heads
result with cnanges in political administrations and affect
organizational «fficiency, continuity, and the achievement
and maintenance of service objectives.

1.1.0.4. There is a system for hiring managers who are sufficiently
competent and experienced to permit them to carry out their duties.

*Despite clear civil service employment. policies and guide-
lines, executive and legislative interventions occur in the
choice of agency workers at all levels of the system, often

without regard for attendant special Lompetencies or
mangerial ablities.

Policy Formulation, Planning, and Evaluation

1.2.1.1. There is adequate policy direction and flow of
policy making to facilitate the purpnses of each health
agency/facility.

*The policy planning process is strongly linked to
the political ducision-making process. Policies

are heavily influenced by and subsequently changed
with each change of legislarive and executive
political adwinistration, along with major turnovers
and shifts in personnecl.

*Legislation has stipulated extensive and diverse
policies that may not systematically consider long-

range implications, or may be contradictory to
other coexistent policies.

*Fluccuations und inconsistencies in governmental
policies provide inadequate fundumental directions
for the orgaui.ation, [inancing, and provision of
health care services,



1.2.2.1. There is a clear and distinct locus or entity which has
responsibility for health policy planning.

*There is no clear central or coordinated health planning
policy approach. Planning functions are divided among
many diverse sources.

*Although the Cuam Health Planning and Development Agency
(GHPDA) is adequately staffed, funded, and formally serves
as the government's principal planning unit for health
services, its rolationship with other planning bodies, in-
cluding but not limited to the autonomous Guam Memorial
Hospital Authority, the various divisions within the
Department of Public Health and Social Services, the Mental
flealth and Substance Abuse Agency, and the Environmental
Health Agency, has not been clearly established.

1.2,2,2. There exists within the health policy planning locus the
necessary skills and capahilities,

s *Although the authorized planming agency is adequately staffe
with trained personnel, opportunities for exercise of that
expertise are nnt always available or maximized.

.2.3. There is an effective policy planning process in use.

*An overriding statement is lacking that clearly delineates
governmental veuponsiblity for the range and scope of public
sector health care service delivery. There is no general
clear poliey guiding the future development of island and
regional health services with regard to special target popu~
lations, present and emergent private sector capabilities,
and viable financial reimbursement mechanisms.

*There 1s no systematic method yet in place to ensure input
from non-governmental affected parties, especially cultural/
indigenous groups, in policy formation nor is there yet
systematic participation and comment from a broad base of
administrators.

1.2.2.4, The policy planning process is linked to the local executive
and legislative decision-wmaking process,

*Legislative and executive policy-makers may not always under-
stand the plauning process or the cerollarv resource
requirements accompanving policv changes, resulting in
implementatict of proprams withour adequate technical, fiscal
or other vperutional means of suppore,
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1.2.2.5. There is adequate funding for the health policy planning
function,
e

*Local financing for policy formation and planning acitiv~

itivs is virtually nonexistent, necessitating reliance on
federal funding for continuation.

1.2.2.6. TIssue analysis is adequately carried out.

*Analytical erfforts have not systematically utilized inter-
sector or intcragency collaboration to deal with major
system-wide problems. Interagency relationships are
generally more adversarial than collegial,

B ]

*Decisions are often made without adequate analysis and
generation u! alternative solutions.

“*Problem analysis may occur at the program level, but becomes
"lost" as tle issue winds it way to policy-making levels.

a3,

There is adequate program evaluation throughout the health
svsrem,

*Evaluative efforts are sporadic and isolated. Those programs

with evaluation components are generally process rather than
outcome oriented.

*No capability or credibility presently exists/to conduct
system-wide evaluations. > Canﬂ/fc—f Fr /,61,1,/]\

11 1] Personnel Management

1.3.0.1. There are adequate recruitment and hiring standards in use.

*Alchough centralized government-wide personnel policies,
rules, and reeulations regarding appointment authority, re-
cruitment and promotion procedures, job classifications and
qualifications, and compensation scales exist, they do not
prevent circumvention by political manipulation.

*Staff develcpment opportunities are not routinely available
for all catepories of health personnel nor systematically

utilized as 4 means of maintaining staff continuity and dis-
courape out-mivration,

1.3.0.2, There are adequate rewards, promotion, training, discipline
and merit systems in uce.

*Extant pay anc fringe benefits pelicies do not always ensure
inter-rank a.a! inter-professional equity nor are salary
scales in keoping with rising inflation, precipitacing
serious out-mirration of qunalified manpower to other areas of
mare lucrati-e emplovrhent.
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1.4.

*Promotion frem within the system 1s not always feasible
because of deficiencles in skills, training, apd experience.
Recruitment of expatriate professionals is a stop-gap
measure until che system can build its own cadre of qualifed
indigenous personnel.

Financial Management

1.4.0.1.

There 1s anadequate budgeting process for operations and

capital improvements.

1.4.0.2,

*The annual budpet preparacion process is cantralized and

basically nonparticipatory. Departments respond with pro-
posed budgets that are within a ceiling predetermined by
the budget ofiice rather than with budpets that are based
on need or program objectives.

*Except for initial preparation, unit heads are generally

uninvolved in the préocess until the final approved appro-
priation is released by the Governor's Office.

*The individual who is delegated the responsiblity for

legislative budget justification may or may not be the most
knowledgeable to speak in its defense.

*#Political considerations sometimes override all other
priorities in determining initial program funding levels
and any subsequunt retrenchment. Changes frequently occur
without adequare communication with and understanding by
the affected units. There is no svstematic method for
determining eiiner cuthacks or funding priorities.

Financial operations are adequate to the size and complexity

of the agency.

*A computerized [inancial management system was established
in 1978 but performance objectives have nct fully been
achieved. Each department must still maintain its own books
and records.

*Procedures for internal fiscal control are in place and
followed to tha extent they are understood by the individual
program adminiscrator. Monthly financial reports and other
budget operation information, however, do not always reach
all program levels, Balance of funds information are
transmitted vne month late to departmental levels.

*Due to funding constraints, plans for conducting annual
independent audits have been curtailed and audits are now
the responsiblitiy of the central budget office. No audit
has reportedly been conducted except for a sinple audit of
federal prograas. N
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1.4.0.3. There is adequate financial control and guidance.

*There are few clear and generally understood policies for
budgeting or for controlling transfers in appropriated
funds. Over-appropriatiou and failure to utilize reasonable
cash flow guldelines result In frustrating, costly, and

complicated hiring freezes, fiscal shortfalls, and delays
in supplies procurement.

*Freedem to move expenditures across lines have heen re-

stricted by lz2gislative response to perceived abuses by the
executive branch.

*There is no syscematic capital Improvement budgeting process
per se. As needs arise, specific funding sources are sought,
usually through the Department of the Interior.

1.5. Data Svstems Manacemenr

1.5.0.1. The health system maintains data systems which are of
adequate scope and relevant to the planning and evaluation
needs of the jurisdiction.

*The present health system data base is reportadly narrow in
scope and not always timely, reliable, retrievable, or
relevant for program planning and evaluation requirements.

Insufficient program utilL;QLiEE_EEEIEEEEEELEEBiQBL_PIQﬁile
nsull i A
data are collected because of minimal demand. £

1.5.0.2. Data systems operations are adequate to the needs of the
jurisdiction.

*Data collection and evaluation methodology are not system-

atized. Most informarion is collected and cabulated
manually.

*Information sources are diffuse and sporadic.

*Inadequatelv trained administrative personnel are given
A e
the responsiblity for data management.

B. Facilities

2.1 Planning, Construction .und Financing

2.1.1.1. There is a curraent long-range health facilitiew mascer plan
which delipeates tuture facility construction requirements.
ﬂﬂD hﬁ;h;fuﬁfgacilities planning and construction concerns primarily
ZLEzI; center around decisions regarding the disposition of the old
1ﬁf’l hospital physival plant. e e
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2.1.2.1. Construction roquirements for needed new facilities have
been identified.

*Specific criteria have not been developed by which to
1£¥> appraise the potential need for new facilities nor have

C; -Liﬁj criteria been developed to review services/facilities that

/3bﬂéqéb would fall below the $400,00 threshold.

*No request for new facilities or services have been reviewed
since the review and approval process has become operational.

2.1.2.2., Projections for future facilities construction embody
appropriate snecifications.

*Facilities construction designs include protection against
typhoons and, to a lesser extent, tropical storms and
flooding.

*Designs take into account the realities of power sources
and supply intarruptions.

*Due to Guam's insular nature and limited resources, it is
not always feasible to use indigenous materials and labor to
minimize construction costs.

2.1.3.1. Projected facilities construction, renovation and/or expan-
sion projects include necessary financing projections.

*Imple eqﬁgﬁion of the plann (8 5_contingent upon the
"“Pﬁﬁgg‘e"‘ of $10 million \ézﬁhﬁ%% No

contingency plan exists for CIP financing by the territorial

government or from non-federal sources. Future potential

for locally generated capital to finance CIP projects is not

likely as boti hospital and public health organizations have

been and are currently struggling to meet fiscal requirements
for daily operations. Future operating cost projections are

not systematic or routinely executed.

|

4 ﬁigrifL - A ,

{)LL' *Guam Memor1§l Hospital does not have an adequate cash flow
from operations to ensure self-sufficiency for operational
expenses or for capital requirements. The Authority must
rely on substantial governmental subsidy-to maintain opera-
tions and to meet capital improvement cosrs.

2.2. Health Fucilities Maintenance and Supplies Management

2.2,1.1. Facilities are malntained in adequate physical condition.

*Guam Memorial Hospital's new facility appears clean and
presentalile, while the older facilicty has deteriorated
bevond thaz .hich is cost-effective for repairs.



2.2.1.2, There Ig ap on-going routine preventive maintenance Program
for eacl, healch fncility.

*The current design of g dcute care facility causes logisg-
ical service, Storage, and Spatial problems. Deficiencies
in construction from the brevious owmer of the hospital are
Corrected as found,

*While climate and relative geographic isolation potentially
Create highly €xpensive maintenance Problems, support for
such activities have not been 4 priority for funding. There
is no Systematic agnpd regular Preventive m2intenance Program
for the physical Plant. wnhije maintenance of two separare
facilities hag Benerated excessive and ill-affordable dupli-
cative costs, the governing authority has nor included
maintenance and PPearance items ip its regular agenda.
Further, the mijority of consumers may not be as vigilant
or vocal about sanitation, grounds and building maintenance,
and housekeeping without a more basic awarenesg of their
relationship to the Provision of quality care,

2.2.2:1. Major items of SUPPOTL equipment are maintained in adequate
phvsical ang eperating condition,

hot water,

YAir conditionin,, und water filtracion systems are adequately
mrintained.

*There is no systematic and regualr preventive maintenance
Program for biomedieal equipment,

2.2.2.2, Equipment used for patieng care is maintained ip adequate
physical ang Operating condirjon. -

*1t is estimated that_90% of biomedical equipment and apparatus
throughout the facilicy ig 907 operable,

*Deficiencies in equipment are corrected asg found,

*There is 3 bed replacement Project to refurbish pPatient care

areas with new equipment, !
2.2.3.1. Facility ang equipment maintenance services are adequately r
staffed and equipped. i

i
*Thera are thirty-t:ree maintenance staif who are supervised [
by one designated Individuaj,

*There are agreemants wiph other off-island acute health care |
facilities and with (uam Communi ty College to provide f
]

t

ln=service training ang trade courses.,
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2.3.

2.2.3.2.

Faclsity housckeeping services are adequarely staffed

and equipped.

Pl i) -

*There are approximately 40 hsusekszeping personnel on staff.
The facility is in process of identifying and reworking
statffing needs.

Haintenance and housekeeping ave of priority concern for the

governing authority of wvach faecility.

2.2.4.1.

*The governing authority has not included maintenance and
appearance itens in the regular agenda.

Adequate supplies for operation and maintenance of health

care facilities are assured.

2.2.4.2,
assurcd.

*Maintenance of adequate stocks and supplies is a recurrent
probiem with ordering based on available funds. Shortages
occasionally necessitate "borrowing" from the Naval Regional
Medical Center and rush ordering from off-island suppliers.

A constant flow of needed supplies in a timely manner is

*The hospital is presently investigating the feasibility of
participating in Hawaii's Shared Purchasing program, or as
an alternative, shared purchasing with che Commonwealth of
the Northern Mariaznas.

Regulation/Licensing/Accreditation

P2t S b

Medical facilities are routinely supervised in terms of

sanitation and life-saloety requirements.

2.3.1.2.

*Comprehensive cuvirunmental and occupational safety inspec-
tions are neicher routine or enforced. Sanitary inspections
are confined to monthly food handling monitoring by the en-
vironmental health division. In-patient fire and public
safety inspections for compliance with life safety, build-
ing, and other appropriate codes, rules, and regulations
are not routinely conducted, except as may he requested by
GHH.

Health faciliries comply with all applicable local and federal

regulations pertinent to internal operations.

*Personnel, buth professional and techlnical, romply with
local licensure regulations.

*Safety and occupational health standards have been identified
but not continuvusly enforced by environmental sanitation
authorities,
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2.3.2.1. Medical facilitles are appropriately licensed.

*There are no applicable local licensing laws or accredi-
taticn procedures for healrth facilities. JCAH
accreditation was recently rescinded, in part due to
structural deficiencies. Reaccrediation is largely
dependent upon implementation of the previously described
capital improveinent project to adequately protect and
ensure the phvsical safety of patients, personnel, and
visitors.

2.3.2.2, Appropriate accreditations or certifications have been
attained and are current.

%148 acute carve, 36 skilled nursing, and/ 17 psychiatric
beds are cerrified by Medicaid. TICT, SNF, and in-patient
psychiatric services are funded completely by the
territorial government. Local health maintenance organi-
zations and the Medicald program eiclude these services
from coverage.

2,4 Safety of Health Facilities

2.4.1.1. The buildings and grounds of each health facility are
designed, constructed, equipped, and furnished in a manner that
protects the lives and assures the physical safety of patients,
personnel and visitors.

*Current designs cause logistical service, storage, and
spatial problems.

2.4.2.1. Health facilities are functionally safe for patients,
staff and visirtors.

*Functional safecy and sanitation mechanisms are exrant
for the acute care facility.

*The public health department does not maintain safety
manuals or coaaduct employee orientation preograms regard-
ing safety precautions., There is no operational, routinely
tested fire warning system in the health centers although
fire hazards abound. Only the central clinic has emergency
power provi:ion,

2.4.2.2, FEach health facility presents a sanitary environment for
pacients, staff and visicors.

*A1ll health care facilities, both acure care and public
healrch, ensure sanitary environments for patients, staff,
adn visitors.
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2.4.3.1.

There is an active and effective infection control program

for each health facility.

*There is no infuction conctrol program or policy manual in
exisrence for public health clinics, although venereal
disease, tubsrunlosis, and well-child clinlcs are held in
the same physical space,

Hospital Orpanization

20 ]
persons
of each

There is an organized governing bodv, or designated

so functioning, that has overall responsiblity for the conduct
in-patient health tacilicy.

*CM1 1s operated and administratively controlled by a
"salf-autonomous' board of directors, the Guam Memorial
Hospital Authority.

*Hospital governance is heavily impacted by political
influences. Although the GMH Authority is designated with
the responsiblicy for the conduct of the hospital and
authorized as an autonomous agency, external local regula-
tory forces continually impinge upon its functionul
management span of con?rol.

Each Health facility is effectively managed.

*Administrative turnovers in executive and middle management
positions frequently occur with changes in political admin-
istrations, wicth concomitant lack of central administrative
continuity and counstant reorganization within managerial
communicaton channels.

*Recurrent_QEEEEEE_EEEQBQLEEJ bad debts, the general
illiquidity uf{ the civilian population, and general under-
insurance contribute to the hospital's financial difficulties
and its vulnerability to outside control.

#Management staff have not vet participated significantly in
ensuring formal coordination and collaboraiion between other

ccnponent parts of the health care system and the operations
of the hospiral,

*Written policies and procedures rhat are required for JCAH
accreditation have been Jdeveloped and are in place. There
is, lhowever, no systemaric or goal-based foundation for the
evaluartion or personnel or services.

*Promotion to management positions have generally resulted
from seniority, technical competence, or other considerations
rather than ¢dermonstratved administrative skills or additional
formal trainine In administration and management.



2.5.1.3. There is a single organized wmedlcal staff which has the
overall responsiblity for the qualicty of all medical care provided
to patients, and for the ethical conduct and professional practices
of its members, which is accountable to the governing auchority.

*The in-house salaried medical staff consists of eight full- r
time and thirteen part-tine physicians who provide in-patien_
medical care to indigent clients oanly. The larger group,
private physicians with hospital privileges, provide medica
care to the majority of hospitalized patients. 1[

*The Medical Staff Director has the responsiblity to directly
manage the salaried physicians, and to organize and regularl[
conduct utilizacion/case reviews as well as the infection
control program.

*Peer review is informally incorporated within larger service[
reviews.

2.6 Nursing Services

2.6.1.1. The nursing service of an in-patient facility, community
health agency, or organization is under the direction of a legally
and professionally qualified registered nurse who is employed full-ti

*#*Clinical nursing services are under the direction of a
diploma level registered nurse.

*Lines of communication, responsiblity, and decision-making
authority for the estimated 258-civil service employee nurs-
ing staff flow through fourteen head nurses, three shift
supervisors, three area coordinators, the assistant diractor,
to the nursing director. Functional exercise of authority
and responsibliiy are not always exercised 25 formally state.

2.6.2.1. The nursing sarvice department is given full responsibility
and authority for its organization and administration by the in-patien
facility, community health agency, or organization.

*Policies and procedures exist for the organization of nursin
services and administration.

*The objectives, polices, and procedures are reviewed annuall
to provide the basis for service evaluation.

2.6,3.1. The nursing seivice department participates in implementing
overall institutional poulircies,

*Nursing is appropriately represented in institutional
committees, vhich implement overall policies,
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2.6.4.1. The budget is proposed and wdministered by the director of
nursing.

*The director is responsible for preparing and submitting a
document concerning personnel and operating requirements of
the department ro the chief executive officer.

*Monthly and comelative fiscal reports relating to the
department are not always available or systematically
reviewed by nursing administrative scaff.

2.6.5.1. The nursing service department is responsible for recommend-
ing principal decisions on emplovment, retention, and separation of
persennel in the dJepartment.

*The nursing department is reponsible for recommending

principal decisions on employment, retention, and separation
of nursing personnel.

2.6.5.2 There is a written description of all nursing positions which .
delineate the roles and responsiblities of employees holding positions
in the organizational chart.

#Job descriptionns utilized are those prepared by the central
Civil Service oiffice and do not accurately reflect more
unique departmental requircments relating to education,
experience, aud scope and primary functions. Similarly,
the performance evaluation form used for annual nursing staff
appraisals ic that which is used for all government personnel
evaluations. The department is, however, presently devising
a criteria~based performance evaluation tool that would be
more appropriate for its needs.

2.6.5.3. Written policies are established and implemented to assist
in recruiting and maintaining a qualifed nursing staff.

*Personnel policies utilized are those prepared by che
central Civil Service office and may not accurately reflect
unique departmental requirements.

*Clearly defined written procedures exist for complaints and
grievances.

2.6.6.1. The nursing service department has a rationale on which
staffing requirements are hased and has established methods for meeting
those requirements which adhere to standards of sazfe, efficient, and
therapeutically effective nursing care.

*Total personnel reflect a mix of 30% registered nurses,
20% licensed practical nurses, and 50% aides/technicians.

*Staffing pattorns for the two separate pnvsical plants are
based on availible manpower resoutces and census determination
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*There is an annual 247% personncl turnover rate due largely
to the employment of a sizeable number of transient mili-
tary dependents. Currently, twelve RN positions are vacant
It is projected that sixtecn new RN positions will be
required over the next five years. Eight of the present
twenty-two personnel in administrative and supervisory capa
ities are nearing retirement. Projected supervisory staff
educational levels needed in the five years include two
master's preparcd nurses and seventeen baccalaureate pre-
pared nurses, Additicnal formal training in nursing
administration and personnnel management is also required.

2.6.6.2. The nursing service department implements programs for
orientation and continual staff development to improve personnel
per{ormance, job satisfaction, and to achieve the essential competenci
required to meet the nursing care needs of individuals, families, gro
and/or the communirty.

#In-house certification programs in psychiatric nursing, neo-
natal intensive care nursing, and hemodialysis nursing are
operational,

*The hospital is registered as a nursing continuing educatior
provider in California. Educational offerings are made
available once or twice a year,

2.6.7.1. There is evidence that the nursing service department provic
safe, efficient, and therapeutically effective nursing care.

*JCAE standard care plans are no longer used. Standard guided
lines are available as the basis for individualized patlent
care plans.

2.6.8.1. The nursing service department shares responsibility with
other departments or individuals to foster research and to obtain

the informed consent of human subjects involved in research projects.

*At present ther2 is no organized nursing research being
conducted.

In-Patient Hospital Servvices

2,7.1.1. Anesthesia services are organized and integrated wich other
related services or departments of the houpital.

#Anesthesia scervices arce provided by three anesthesiovlogists
and two coertiiied registered nurse anesthetists.

“Previously oitedhy JCAH for failure to adequatelv minimize
electrical i.zards, the department has since established
suituble contools in bts anesthecizing arca,
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2.7.2.1, There is an oreanized dietetic department designed to
assure Lhe provision of nutritious and quality food service.

*Qverall food service operations are administered by a
registered dietician. Caticteria operations are directed by
an assistant director. Two clinical dieticians and an
additional staff of approximately rwenty employees provide
nutritional .ssessment and other dietary services.

#Personnel in dietetic services have been appropriately
trained in hygiene, preparation and serving of food,
cleuning and safe operation of equipment, portion control
and diet modification.

*Written policies and procedures exist as puidelines for

all aspects of dietary services.
2,7.2.2, The dietetic service is designed and equipped to facilitate
the safe, sanitary, and timely provision of food service to meet the
nutritional nceds of patients.

“The hospital is presently without equipment and physical
space capabilities for large scale on-site food preparation.

2.7.2.3. Dictetic services provide quality nutriticnal care in
accordunce with written vrders from responsible practitioners.

*An independent contractor has been hired to cater general
and special patient menus; however, the department's
functional conrrol over actual preparation of prescribed
modified diets is minimal.

2,7.3.1. There is provision in the hospital for the reception, eval-
uation and initial treutment of patients with emergency medical
problems by qualified individuals whe are competent to provide basic
life-saving emergency procedures, on a 24-hour basis,

*The hospital’'s responsiblity for and involvement in system-
wide emergency care services begins only at the time of
receipt of the patient.

*#*The emergency room is, in general, adequately equipped and
staflfed te wmeet the anticipated nceds of the population,
but nurses lack formal training in emergency care.

*Althouch tel.phone and a radio svstem are utilized for
interagency onerpency service contact, techinical probleas
persist,
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2.7.3.2. The houpital has written plans for the timely care of
casualties arising from both external and intermal disasters.

*Disagrer drills, in accordanze with a written plan, are
conducted twice a year,

2.7.4.1. If home care services are provided hy the hospital, they
coordinate the effective provision of physiclan-divected medical,
nursing, and related healch care servies of high quality in the home.

*There is no hospital-based home health or home care program.

2.7.5.1. An adequate medical record is maintained for every ilndividual
who is evaluated or trcated as an in-patient, out-patient, or emergenc
patient, or who received patient services in the hospital-administered
home care program. '

*Hospital medical records services are directed by the only
on-island regiscered technolopist but who is nearing re~
tirement. Onc staff member is currently enrelled in a
two-vear program in California and will be eligible to take
the medical vecords qualifying exam.

*There is no local statute of limitations relating to data
maintenance and th: hospital has a lifetime microfilm
maintenance ila.

2.7.5.2. The medical rocovd service is adequately housed, equipped
and scaffed to permit performance of all requirad functions.

#*Insnificient space is availahle for the performance of
necessary functions and for the secure storage of records.

*Manually prepared and maintained records result in statistic
information errors.

2.7.6.1. Muclear medicine services and consultation are available to
neet the needs of patients as determined bv medical staff

*Nuclear medicine service capabilities are adequate for
present population needs and include renal, liver, thyroid,
bone, and brain scan procedures. A physicist is available
on ccnsult.

2.7.7.1. Pathology andmcdical laboratory services are regularly and
conveniently available to meet the needs of patients as determined by
the medical staff.

*Laboratory services are provided under the direction of a
board-certificd pathologist and a qualified ASCP technologis

*There are currently four ASCP technologists on staff but it
is estimated tlat two additional technologist positions are
needed. Most technicians (90} are BSMT-level Filipino ex-
patriates: six technicians are part-time naval personnel.



2,7.7.2. There is sufflcient space, ecquipment and supplies to
perform the rcquired volume of medical laboratory and pathology work
with optimal accuracy, efficiencv, rimeliness and safety.

*Laboratory spave, supplier, and cquipment are adequate to
meet present needs,

2.7.7.3. Required rccords and reports are maintained and, as

appropriate, are filed in the patient's medical record and in the
pathology/medical luboratory service.

*Reports of all examinations performed are made part of
each patient's medical record and readily available to the
individual ordering the tests.

2.7.7.4. There are quility control systems and measures which are
designed to assure the medical reliability of laboratory data.

*Capabilities include surgical pathology, extoliative
cytology, autopsies, clinical chemistry, microbiology,
hematology, urinalvsis, parasitology, serology, and whole
blood banking (40 units to meet immediate needs). There
is no active blood donor program.

*Daily supervision is provided koth by the director and
the ASCP technologist supervisor.

*There is no svystematic preventive maintenance program to
ensure cptimal biomedical equipment accuracy and effiency,
or to safeguard the timeliness of reports.

2.7.8.1. The hospital has a pharmaceutical department/service which
is conducted in accordunce with accepted ethical and professional
practices and all legal requirements.

#Staffed bv eight registered pharmacists, two technicians,
and six aides, the hospical pharmacy services the needs of
some eighty-plus physicians on the island as well as provides
in-patient pharmaceutical services for the two separate
hospital physical plants.

*Warehousing is provided in the older facility, but space is
inadequate and the location is logistically problematic.

*Medications are checked monthly for expiration dates; if
outdared, thuv are promptly removed and disposed according
to establishad procedures.

*Nursing care units are inspected every month and suitable
records of such inspections are maintained.
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2.7.8.2, The scope of the pharmaceutical department is consistent
with the medication necds of the patients as determined by the medical
starf.

*All drugs, chemicals and biologicals meet established
standards of quality. ’

*A three to four month supply of drugs is kept on hand.
Ordering and replenishment time way take one to one-and-
on2-half months.

P

2.7.9.3. Written policies and procedures pertinent to intrahospital
drug distribution have heen developed in concert with the medical staff
L
*Uritten proecedures and policies relating to drug preparation,
dispensing, administration, and disposition have been r
established and are implemented.

2.7.9.1. The hospitul provides library services to meet the informa-
tional and educational needs of the medical and hospital staffs.

*An orpanized hutr limited professional library is maintained
which contains cimely periodicals and textbooks pertinent
to the clinical and educational services offered by the
hospital.

2.7.10.1. The hospital consistently endcavors to deliver patient care
that is optimal within available resources and consistent with achiev-!
able goals.

*New JCAH qualit» assurance regulations have recently
necessitated a transition to new evaluative methodology.
Corresponding written criteria for functional sevrvice units |
have been developed but appraisal of effectiveness is not ye
possible, :

2.7.11.1. Radiology services and consultation are available to meet th
needs of patients as determined bv rhe medical staff, .

*Radiology secvvices include general radiography, fluroscopy,
special procedures and nuclear medicine studies, but are L
limited by crarved physical space and available staffing.

*Opportunities ond materiasls for continuing education of
technoloyier  and on-the-job trained techinicians are not
routinelv availahle.

2.7.12.1. Rehabilitaticn programs or services are regularly available *
Lo meet the needs of pat:ents,

*Qrganized phvsical therapv, occupational therapv, and re- |
creational cherapy services are available but limiced by
understarfiing, limited technician formal training and in-
service trainiry, inadequate space and equipment, and fiscal
constraints, )
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“Low starting s:laries impact scaff recruitment and retention.

*0Only one registered physival therapist and five technicians
are available to provide phrsical therapy services. The
services of one registered occupational therapist are
supplemented by two technicians. Only four technicians are
available for recrcatcional rherapy.

*Orthotic and prosthetic servics are not available on-island.

#Speech rh:rapy is not a function of the hospital but pro-
vided bv the Department of Cducation.

2.7.13.1. Respiratory care services that meet the needs of patients as
determined by the medical staf[ are availahle at all times.

#Inhalation therapy services are provided under the direction
of an R.N. level repistered respiratory therapist. The
staffing complement consists of one graduate respiratory
therapist, two certified technicians, five on-the-job trained
technicians, and one L.P.N.

*Although there has been growing physician demand for respira-
tory therapy services, services are constrained by
understarfing, physical space limitations, and out-dated
equipment.

2,7.14.1. Social work services are readily available to the patient,
the patient's familv and other persons significant to the patient, in
order to facilitate adjustment of these individuals to the impact of
illness, and to promote maximum benefits from the health care services
provided.

*Present organired social work services evolved from special
medical refevral needs of patients. (Predominant financial
eligibility screening functions are slowly changing to in-
corporate innovative medical social work counseling services.)

*The wunit is staffed by a master's degree level social
worker/director and three additional social workers, one
cach assigned respectively te the hemodialysis unic, the
ICT/SNF service, and the acute care facility.

#Although a social services degree program is available
through the Universitv of Guam, on-the-job training is the
minimum job qu.ilification requirement for Civil Service
amp loyment.

2.7.15.1. As appropriate for the hospital, separate or combined special
care units have been e<tablished for patients requiring extraordinary.
care on a concentrated nind continuous basis.

*Special care s.rvice capabilities include intensive
medical/surgical and coronary care, hemodialysis, and neo-
natal intensive care.
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*The TCII, CCU, and NICU arc lioused in the newer facility,
Continuing location of the hemodialysis unit in the old
physical plant creates potential logistical problems in
the event of life threatening emergency situations. The
NICU is adequately staffed but the ICU/CCU is chronically
plagued by understaffing. The present Swanz-Ganz machine
is veportedly unreliable and needs to be replaced.

2.7.16.1. The hospital de¢monstrates appropriate allocation of its
resources through an effective utilization review program.

#Utilization reviews are conducted for selected patient
populations only and presently do not include the medically

indigent.

2,8. Long-Term Care Facilitivs Service levels

2.8.0.1. Adequate beds exist, within the cultural and traditional
environment, to provide long-term care for non-acute patients.

#The present facility for long term care is neither struc-
turally safe our adequately maintained.

#Although family units provide for the majoricy of long-term
care needs, available skilled and intermediace care beds
alsc serve luss appropriate custodial purposes,

2.8.0.2. Skilled nursing service, intermediate care nursing service,
nursing and medical care for chronic infectious disease patients, and
nursing and medical care for long-term, non-acute chronically ill
patients is availahle in consonance with the local culture and traditic

*The care and supervision of long-term patients are provided
by appropriately trained and qualified nursing personnel.

*The old facility which houses long-term care patients is
structurally unsafe and does not provide for convenient
and easy transfers, or a safe and protective environment.

*Rehabilitative services are provided as appropriate to
long~term care patients.

2,8.0.3. Long-term rare facilities and their utilization are integratn
in a continuum ranging from acute to home care.

#Sufficient conmunity vesources have not yet been developed
to accommedat. the long-term care weeds of families who
canpot ctherwise care for chronically ill, disabled, or
elderly family members.
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Qut-Patient Clinics and Dispensaries

2.9.1.1. Out-patient clinics provide an appropriate environment
for the delivery of ambulatory medical care.

2.9.1.2. Out-patient clinics are appropriately staffed and equipped
to perform their functicns.

2.9.1.3. There isan adutuate scope of out-patient clinic services.

*Guam Memorial lospital no longer offers outpatient clinic
services. Quepatient services are currently provided by
physicians in the private sector and by the Department of
Public Health and Social Services.

2.9.2.1. Dispensaries ara constructed, located and maintained to
assure a convenient, sdfc and appropriate environment for the
delivery of basic primary medical care services.

2.9.2.2. Dispensaries are adequately staffed and equipped to perform
their assigned functions.

2.9.2.3. Dispensaries provide the full range of community health

*These criteria are not applicable to Guam.
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C. Hanpower and Training

3.1.1. Population Requirements Standards

3.1.1.1. Availability. There is an adequate supply of well
trained and qualified health manpower personnel in each health
manpower category to mect the health requirements of each
jurisdiction. The numbor of physisians practicing in each
jurisdiction mears the need expressed in that jurisdictiom's
health plan.

*Chreonic shortages exist for certain categories of
personnel requiring extensive or specialized education,
including but not limited to physicians, dental
hygienists, dentists, qualified ancillary service
technologists, and technicians, and nurses with
baccalaureate or master's degrees or vith special post-
graduate training. Retention of qualified public
sector health care professionals is made difficult by
a cumbersome Civil Service system and relatively low
salary scales. No systematic mechanism is presently
utilized to continucusly forecast both public and
private sector manpower requirements or to implement
measures to coninuously attract needed personnel.
pctivity in this area is limited to the island's
designation as a"medically underserved area by the
National Health Service Corps.

*Reliance on the recruitment of military personnel and
expatriates, principally from the U.S. mainland and

the Fhilippines, to fill existing gaps im the indigenous
manpower sulply keeps the health care system in per-
petual dependency on outside resources.

3.1.1.5. The supply of medical and other specialties in Guam
attains the recommendations indicated in !"ytinger: Healch Care
in Guam, p. 185.

*0ut of 101 physiciens officially licensed in Guam, an
estimated 92 maintain active on-island practice; how-
ever, not 21l medical specialties are sufficiently
represented to meet the needs of the civilian population.
According tu projected estimates, there is need for
greater representation in at least the areas of primary
care, pediatrics, obstetrics and gynecology, neurosurgery.
cardiology, vascular surcery, opthalmology, and
psvchiatr:,
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3.1.2.

*Projected vetimates of nursing manpower requirements

and existing persouncl counts vary considerably according
to the renorrin:g, source, separacion of clinical and

publiv health nursing service renuircements, and required
arcas of swvecial expertise. Approximately 355 registered
nurses are licensed to practice in the territory, but

that total does not accurately reflect the significant
numbers of nurses vho are not actively employed, who
maintain Cuam licenses but are employed off-island, or

who are enployed in private practice settings as opposed

to the public sector. In comparison to projected estimates
which indicate the need for 400 actively emploved registered
nurses, it has been reported that there is an island
nursing shorcage of at least 100 personnel. Only a small
number of nurses are presently prepared beyond the
associate degree level. The smaller handful of master's
prepared nurses are expatriates, military dependents,

and non-indigenous residents of Guam who are primarily
enployed at the University.

*TIdeally, une public health nurse is available for every
250 families, but in actuality, services are severely
limited by understaffing, and the majority of nurses
practice in acute care rather than community health
settings. Nurse practitioners are utilized at all three
regional public health clinies and by the private medical
clinic operated by tha Seventh-day Adventist Conference.
Two certified registered nurse anesthetists are employed
at Guanm Memorial Hospital. Nurse midwifery 1s not
practiced on the island. Two !TH level registered nurses
are responsible for in-service training for clinical
nursing personnel.

*The principal thrust of public health dental practice is
toward scnool age dental health. Availability of services
is limited by understaffing of both dentists and dental
hygienists. Underserved populations are referred to
private sector dentiscs.

*Private sector dental services are provided by approximatel:
20 dinrists, including one pedodontist and two orthodontist:

Qral surgery is provided by off-duty naval personnel.

Accessibility

3.1.2.1. Health carc personnel are accessible within reasonable
limits of time and travel distance.

3.1.2.2. The geographic distribution of health care personnel
provides for their oprimal use in providing primary health care.

*learly all private sector medical practice and nmajor public
sectoer (hospital and public health) clinical settings

are leeated in a single geographically constricted but
supportive vesource-rich arca. Services are nonetheless
accessible vithin reasonable limits of time and travel
distance.
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3.1.4.

*Financial accessibility to a broader range of potential
gservice providers is limited for the significant
proportion of island residents who are uninsured by can
ill afford out of pocket expenses, are medically indigent,
and are catcgorically needy.

Availability of Nurses and Public Health Dental Personnel

3.1.4.1. There are suificient numbers of qualified nursing personn{-
in each clinical facility to provide safe, therapeutically effectivL_
and efficient nursing care.

3.1.4.2. Comnunity licalth Availability. There are sufficient
nurmbers of qualified nursing personnel in each community health
agency to provide safe, therapeutically effective, and efficient
nursing care.

*Projected estimates of nursing manpower requirements and
existing personnel counts vary considerably according to
the reporting source, separation of clinical and publie
health nursing service requirements, and required areas
of special expertise. Approximately 355 registered
nurses are licensed to practice in the territory, but
that total does not accurately reflect the significant
numbers of unurses who are not actively employed, who
maintain Guam licenses but arc employed off-island, or
who are employed in private practice settings as opposed
to the public sector. In comparison to projected
estimates which indicate the nead for 400 actively
employed regpistered nurses, it has been reported that
there is an island nursing shortage of at least 100
persennel. Only a small number of nurses are presently
prepared beyvond the associate degree level. The smaller
handful of master's prepared nurses are expatriates,
military dependents, and non-indigenous residents of Gua
who are prirarily employed at the University.

*Ideally, one public health nurse is available for every
250 families, but in actuality, services are severely
limited by understaffing, and the majority of nurses
practice in acute care rather than communicy health settir
Nurse practitioners are utilized at all three regional
public heaith cliniecs and by the private medical elinic
operated by the Seventh-dav Adventist Conference. Two
certified rcgistered nurse anesthetists are employved at
Guam :i:moriul Hospital. Nvrse midwifery is not practicec
on the island. Twa PH level registered nurses are ’
responsible for in-service training for clinical nursing
personnel .
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*See facilities: Nursing service and administration/
community health and in-patient facilities criteria (1)
through (11).

*Public health nursing involvement in the V.D. program

is presently confined to cthe administration of medication.
Direct schivol health services are provided by health
counselors cmployed by the Department of Education.

Public Health nurses provide inmunizations in both

clinic and school settings.

3.1.4.3. There is appropriate staffing for each Public Health Dental
facility.

*The range and scope of public sector primary dental

health services are limited by understaffing in both
dentist and dental hygienist positions, poorly-maintained
available equipment, short stocks of supplies, departmental
fiscal constraints. Private sector dental services are
located in a geographically confined area and provided

by approximately 20 clinicians, including cne pedodoantist
and two orthodontist. Oral surgery is performed by an
off-duty naval dentist on the weekends.

*Written agreements and policies have yet to be fully
developed tc coordinate and integrate public and private
sector dental healch services. Written policies have
not been fully delineated for the referral of more
complicated problems.

*Dental care needs are great. The primary focus of

public sector sarvices is school dental health. Although
the unit werks closely with dead Start, the larger
population of children under the age of six who are not
enrolled in the program do not usually receive dental
care. No systematic plan has been developed which re-
lects comprehensive basic dental prevention care to all
persons in the community or which reflects priorities

of care for high risk groups. No dental services are
provided for the elderly at the regiocnal health centers.
Pental health aducation activities are limited and do not
routinely include nutrition counseling.

3.1.5. Ucrilizarion of Pnvsician Extenders

3.1.5.1. There is optimal utilization of physican extenders in
the delivery of prim.rv care services.

*Nurse practitioners are utilized at all three regional
public health clinics and by the private medical clinic
aoperated by the Seventh-dav Adventist Conference. Two
certified rugistered nurse anesthetists are emploved at
Cuam ‘lemorizl Hospital. lurse midwifery is not practiced
on the islzid. Two MPUI level registered nurses are
responsible for in-service training for climical nursing
personnel.
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J.1l.6.

3.2.2,

Requivements for Heaich Personnel

3.1.6.2. Health services personn¢l in each jurisdiction are acceptab
to the population of the jurisdiction.

#The future supply of qualified health service professiona
manpower is heavily dependent upon off-island trained,
educated, and credentialled personnel.

3.1.6.3. Health services personnel in each jurisdiction have
received appropriate training and hold relevant qualifications for
their respective positions.

*Physicians, dentists, and pharmacists are licensed to
practice in Guam according to credentials obtained from
off-island training programs recognized and substantiated
by the jurisdiction.

*Nursing is the oldest health profession with rigorous
local mandatory licensing regulations. The legislatively
created Nurse Practice Act has been in existence for over
10 years and licensure to practice requires passing U.S.
nationally standardized test pool examinations. The
Loard of Ylursing is cumparable to other U.S. counterparts
No professional reciprecity is given; however, nurses who
demonstrate proof of U.S. licensure are eligible to
apply tor licensure in Guam. Licenses are rencwable
every two years.

#No local licensing or certification is required for
liporateory technologists or radiology technicians.

Training Standards

3.2.1.1. 1Indicators for planning, developing, implementing,
evaluating, and managing local health manpower training programs are
stated and applied.

*Training standards and other internal controls are
developed in detail only for individual program offerings:
Policies are not consistent across the board for all
levels and categories of health personncl.

Continuing Education

3.2.2.1., Continuing education is provided to health manpower and
indicators for planning, developing, implewenting, evaluating,
and managing health manpower continuing educaticn programs are
stated and applied.



Page 33

*A systematic and coordinated method for analyzing
rerritory-wide health wmanpower training needs has not

yet been developed to continuously ensure the maintenance.
and upgrading of existing knowledge and skills for all
manpower categories or to add new knowlecdge in keeping
with technological advancements. Manpower, facilities,
and fiscal and material resources to augment existing
programs are generally lacking.

3.2.2.2. Opportunities for advanced education and training in
specialty areas based on identified health personnel needs not
available within individual jurisdictions are obtained outside
the jurisdiction.

*Informal agreements exist between individual program
administrators and external training resources for off-—
island advanced preparation of health workers on a case
by case basis. There is no formally established policy
to widely publicize or encourage existing personnel to
capitalize on available advanced training opportunities.
Guidelines for student selection exist but are not
generally enforced. Written policies exist to ensure
the return and retention of employees but at current
job classifications, salaries, and level of responsibilitie:

3.2.2.3. Additional in-service or continuing education programs for
nurses are provided for developing expertise beyond that acquired
in a basic nursing education program.

*Nursing generalists receive additional trainings according
to identified need in the area of their practice through
the health care facilities and the Guam Nurses' Association

3.2.2.4. Advanced Preparation. Opportunities for advanced
preparation in the health professions and for advanced training in
specialty areas not available within individual jurisdictions are
sought outside the jurisdiction.

*Informal agreements exist between individual program
administators and external training resources for off-
island advanced preparation of health workers on a case
by case basis. There is no formally established policy
to widely publicize or encourage existing personnel to
capitalize on available advanced training opportunities.
Guidelines for student selection exist but are not
generally cnforced. Written policies exist to ensure
the return and retention of employees but at current job
classifications, salaries, and level of responsibilities.
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3.2.3.

3.3.1.

3.3.2.

Suitabiliey

3.2.3.1, Education and training of health personnel is directed at
the speclal needs of tha population to be served.

#Training protocols when available are directed toward
rajor healch care needs of the local population, includin

MCH, infectious discase, and public health,

3.2.4.1, local training programs usc locally available resources
to the preatest extent possible,

*Local resources for continuing education are limited.

Definition of Professiocas

3.3.1.1. licensure. Each State/governmental entity at a minimum
has a lzgal definition of precfessional nursing and licensed
practical nursing, physicians, dentists and pharmacists.

*Physicians, dentists, and pharmacists are licensed to
practice in Guam according to credentials obtained from
off-island training programs recognized and substantiated
by the jurisdiction.

*Nursing is the oldest health profession with rigorous
local mandatory licensing regulations. The legislatively
created Nurse Practice Act has been in existence for over
10 years and licensure to practice requires passing U.S.
nationally standardized test pool examinations. The
Board of Mursing is comparable to other U.5. counterparts.
No professional reciprocity is given; however, nurses
who demonstrate proof of U.S. licensure are eligible to
apply for licensure in Guam. Licenses are renewable
every two years.

*No local licensing or certification is required for
laboratorv technologists or radiology technicians.

Quality Control

3.3.2.1. The quality of health care personnel is assured at an
adequate level to maintain the health of the population.

#Relicensur: tied to continuing education credits is only
required for the medical profession. Guam tiemorial losp
is cemporarily responsible for coordinating continuing
medical education but would prefer that the Guam Medical
Society a:sume that function. Both organizations offer
separate coutinuing nducation components. The FHP health
maintenance organizution offers an annual program for
broad categories of health professionals.
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P

3‘4.1!

Raciprocity

3.3.3.1. There are provisions for granting reciprocity of licensure
to individuals licensed in other jurisdictions.

*Local statutes and regulations exist which govern the
granting of licensure Lo [ndividuals credentialled in
other jurisdictions.

Establishment of Positions

3.4.1.1. Health cervices employ sufficient number of qualified
health personnel at adaquate salaries to meet program objectives.

*Qut of 101 physicians officially licensed in Guam, an
estimated 92 maintain active on-island practice: however,
not all medical specialties are sufficilently represented
to meet the needs of the civilian population. Acrcording
to projected estimates, there is need for grezater repre-
sentation in at least the areas of primary care, pediatrics
obstetrics and gynecology, neurosurgerv, cardiology,
vascular surgery, opthalmology, and psycniatry.

*Projected estimates of nursing manpower requirements and
existing personnel counts vary considerably according to
the reporcing source, separation of clinical and public
health nursing service requirements, and required areas
of special expertise. Approximately 355 registered
nurses are licensed to practice in the tervitory, but
that does not accurately reflect the significant numbers
of nurses who are not actively employed, who maintain
Guam licenses but are employed off-island, or who are
employed in private practice settings as opposed to
the public sector. In comparison to projected estimates
which indicute the need for 400 actively employed registere
nurses, it has been reported that there is an island
nursing shortage of at least 100 personnel. Only a small
number of nurses are presently prepared beyond the
associate degree level. The smaller handful of masters'’
prepared nurses are expatriates, military dependents,
and non-indigenous residents of Guam who are primarily
employed it the University.

*Ideally, one public health nurse Ls available for every
250 familics, but in actuality, services are severely
limiced bv understaffing, and the majority of nurses
practice in acute care rather than community health
settings. lurse practitioners are utilized at all three
regional public health clinics and by the private medical
ciinic operuted by the Seventh-day Adventist Conference.
Two certified registered nurse anesthetists are employed
at Cuam lemorial Hospital. Nurse midwifery is not
practicea on the island. Two MPU level registercd nurses
are responsible for in-service ‘training for clinical
nursing pecsonnel.
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*The principal thrust of public health dental practice is
toward school age dental health. Availability of service
is limited by understarfing of both dentists and dental
hygienists. Underserved populations are referred to
private sector dentists,

3.4.2. Pre-Professional Pecruitment

3.4.2.1. Pre-Professional Recruitment. Each jurisdiction has a
program for the continous recruitment of persons to pursue careers
in the health professions.

*There is no systematic, formally established territorial
program for the continuous recruitment of persons to
enter health professional careers. Pre-professional
paths or career ladder educational opportunities are not
provided except for nursing. The current University of
Guam scholarship program reportcdly does not systematical
prioritize awards on the basis of manpower development
needs.

*Generally weak secondary and undergraduate preparation
makes entry and retention into formal advanced health

professional training programs difficult.

3.5.1. WNorking Conditions and Benefits

3.5.1.1. Vorking conditions are such as to encourapge retention
of health personnel in the health services.

working Conditions and Benafits

*Generally, povernment appropriations ave insufficient
to support competitive salaries to attract and retain
larger numbers of qualified public sector health
personnel. 1llealth administrators and physicians, how-
ever, are exempt from the Civil Service system.

*The Government of Cuam is self-insured. Lack of U.S.
standardived licensure laws makes indemnity coverage
for private physicians difficulec,

*The soverament retirement systewm is the primary incentive
for continuous long term employment. Returning health
professional students receive retirement credit for
time spent off-island while enrolled in educational
provrams.

Public Health

4.1, Accident Prevention

£.1.0.1. Patterns cf accidental martality and mohidity are
nonitored through appropriate data colleckion.

*Statisticr]l information regarding the patterns of

accidentul mortality and morbidity are collected, re-
viewved, aund reported by many agencies, including
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4.2.

Public Satetv, the llental Health and Substance Ahuse

agency, and the Departwent of FPublic Health and Social
bervices.

4.1.0.2. There is an organized primarv accident prevention
program in place, relevant teo local risks.

*A wide variety of disparate but functionally interrelated
public, proprietary, and volunteer organizations are
invelved in the provision of accident prevention services.

*Organized primary prevention programs are provided, at
a minimum, through the Office of Highway Safety, the
Department of Education, and the American Red Cross. No
one agency, however, has been formally designated with
the responsibility for coordinating interagency accident
prevention services.

Chronic Disease Control

4.2.0.1. Community chronic disease problems are idenfified
through appropriate data collection and analysis by a specified
individual or agency.

*Data colluction sources are diffuse. Information
retrieved does not always provide an adequate base to
accurately dectermine incidence and prevalence rates,

or to plan services and preventive programs aimed at
high risk populations.

4.2.0.2. Services and facilities exist for diagnosis, treatment,
and rehabilitation of individuals with chronic disease.

*Public sector chronic disease detection, treatment,
follow-up, and prevention services are limited by fiscal

shortfalls, understaffing, and shortstocks of pharmaceutica
supplies,

*There is no systematir method to ensure coordination
and continuity of services among the various service
units dealing with the same or similar clientele
(private phvsicians, vocational rchabilitation, public
health, and the hospital}.

*Amyotrophiu: lateral sclerosis ("Litico'") and Parkinson's
Disease ("Budig") are two chronic degenerative conditions
that are prevalent in Guam, especially in the southern
region. Nesearch nas been conducted but no effective
nrevention ¢nd treatment program nas yet heen estahlished.
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4.3.

Communicable Liseasc Cuntrol/Eeidemiology

There is o Communicabl. Disease Control (CDC) unit

responsible for coordinating all zpidemiological and surveillance
activities.

*An epideminiopist is responsible for sutveillance and
record keoping activities. All other communicable
disease cuntrol functlons are direcetly shared between
the Bureau of Professional Support Services' Epidemiology
Unit and the Communicable Diseuase Division of the Bureau
Protection Agency.

*Lines of responsibility and coordination, however, are
not clearly delineated.

*Education regarding reportable diseases is provided to

health professionals through a CDC-Atlanta funded news-
letter.

*Community education is the formal responsibility of the
Health Education Division.

*Written protocols for epidemiological and surveillance
activities are available, but not widely disseminated,
for four uf twenty-one immediately reportable diseases
and thirteen of thirty-nine promptly reportable
(within 48 hours) diseases.

*Pata collecrion and analysis are done for only specified
diseases. !tanual tabulation is time consuming and
statistical results are not systematically utilized to
determine or establish program goals.

*Reporting protocols have not been clearly developed.
Casefindine and follow-up activities are constraine:l

by understatling ol trained personnel and availahle
laboratory suppert scrvices.

Treatment, tollowup, and prophylaxis are available for

all diagnesed cases of communicable diseases according to written
protocol.

*Tveatment. follow-up, and prophylaxis protocols are not
fully developed for all diagnosed cases of reportable
communicable diseascs.



*Shurt stocks of needed rdrugs are problematic and have

rnecessitated rhe practice of "borrowing" supplies from
the hospicatl.

*Come specialized treatment is not available on-island

(i.e., resistant cases of Hansen's Disease and tuberculosis)
and patients must be referred to off-island facilities;
however, spe=cific funds are not identified or set aside.

*Laboratory services have improved over the past five years
but prasent capabilities are still not consistent with
need.

4.3.0.3. There is a written and functional plan to prevent the
introduction of communicable diseases at ports of entry.

*Surveillance procedures to prevent the introduction of
communicable diseases at ports of entry have been deve-~
loped but not rigorously implemented. The position of
a foreign quarantine officer has been established but
is not presantly funded. No close scrutiny is made of
requirements for travelers to foreign destinations or
places with known communicable disease problems.

4.3.0.4. There is a cvordinated program aimed at the primary
prevention of all communicable diseases.

#The 95%-100% immunization level of prior years is now
estimated at 857%. Epecial clinics have been set up as
needed for schools with low immunization levels.

*Educational programs arc uot systematically provided to
the community at large.

*PPD screening is required for all Head Start, kinder-
garten, [irst grade, and new school entrants. University
of Guam's PPD screening of students was arbitrarily
and briefly discontinued but is now reinstituted. The
screening requirement will probably be applicable to
Guam Community College students beginning Fall 1984.

£.4, Disaster Planning

4.4.,0.1. Legislative Yandate. There is a legisiative mandate in
gach juridsiction for comprebensive disaster planning which desig-
nates those apencies directly responsible for disaster mitigation,
prevention preparedness, response, recovery, relief, and re-
construction.

#The Office «f Civil Defense is the focal agency for
disascter planning. Hon-federal funding sources for
cauipment and supply needs, should a disaster occur,
have not bLeen identified.
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4.4.0.2. Disaster Flaa. A comprehcnsive written disaster plan

is prepared to ensure the provisicn of all essential operations,
services, and manpower.

*/ritren plans and agrecments arve in place, with reported
good support and cooperation from the military sector.
Annual testing through mock dJdisaster exercises is con-
ducted: however, the siren warning system needs expansion.

*Pctential problems are foreseen at least in two areas.
One problem is the adequacy of the present system to
address any growth in tourism. Anouther lies in the area
of the availahility of civilian physician manpower
during disasters. Many physicians are also National
Guard persunnel who may be mobilized for active duty; a
small but important proportion of present supplemental
manpoweT consists of active duty military personnel.

4.5. Enivronmental Health

4.5.0.1. Manpower is trained and managed to achieve environmental
health goals and objectives. (See also manpower and training focal
area). '

*Stalf are trained to enforee regulations and implement
required activities related te environmencal health.

4.5.0.2. There is a mechanism in place to ensure healthful and
safe housine for residents and visitors.

*Several apencies are responsible for safe housing
regulation, monitoring, and enforcement but activities
are larpgely uncoordinated. Hotel and residential
housing zuning regulations are established by the Land
Manapement and Territorial Planning Commission and
monitored by Public Works.

*OSHA regulates commercial buildings. The Depattment of
Public Health operates the vactor control program. The
Environmental Protection Anency (EPA) is resonsible For
mostitoring and enforcing safe drinking water regulations.

*Most homes .re constructed with concrete to vithstand
potentisl Lyphoon diumage and are services hv municipal
water, elestrical power, and scwerage systens., Many
hores, hovever, scill have individual ceptic tanks and
leaching 1i¢lds for sewage disposal.

4.5.0.3. The air is protecced from harmful concentration of pases,
smokes, mists, vapors, fumes, dusts or biological agents.

*Rules, repslatoery standards, and guidelines are in place
for air quaility protection. Tha electrical power plant
is ail powtrud and not in compliance; hovever, prevailing
trade winds blow pollutants away from population centers.



4.5.0.4. A functional program exisis for the prevention of disease
transmitted by animals and insects.

*i functionzl program exists for the prevention of

disease transmitted by animals and insects but lacks
adequate laboratory support services and public education
outreach.

4.5.0.5. Safe fresh water supplies from surface, ground, or
catchment sources are readily available and meet microbiological
and chemical safety standards.

*Approximately 70% of Guam's source of potable water
derives from groundwater contained in highly porous
limestone. Fena Reservoir is the only major surface
impoundment for drinking water. Ground water pro-
tactive zuning has been established for the northern
part of the island. Legislation has recently been
introduced to increase the EPA's authority to safe-
guard drinking water supplies through zoning. Water
storage and distribution systems require extensive
upgrading and concomitant capital investment.

4.5.0.6. Ocean and recreational waters are protected from
chemical, physical, and biological pollution impairing health
or safety,

*liritten standards exist and are enforced to monitor the
safety of ocean and recreation waters.

4.5.0,7. Excreta and waster water are managed to prevent trans-
rission of disease organisms to man and animal populations and to
prevent buildup of orgznic wastes on land or in receiving waters.

*Prior to 1979, untreated raw sewage was discharged into
coastal warcrs. Wastewater effluent is now treated and
discharged tarough outfall lines that extend beyound the
reefs.

*Extensive capital expenditurc beyond local fiscal capa-
bility is required to complete the present islandwide
wastewater treaument system and to upgrade existing
treacment plants to comply with U.S. EPA discharge
standards

*Plans have buen developed to conncct rural areas into
the existing community sewage dispcsal system.

*Proliferation of small homes with septic tanks potentially
impact the nitrate loading of groundwater supplies.
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4.5.0.8. Solid waste is appropriately managed tc protect health
and safety.

#Two suiid waste landfills exist on the island, one
operated by the military and the other by the Government
of Guam. T[he public landfill is decribed as more of an
"open dump' and landfill improvements which require local
capital expenditure have not been completed.

*Although a recycling campaign has been initiated and
fines assessed for littering, public compliance is re-
portedly problematic.

*Collection saervice problems include the lack of available
well-maintained equipment and trained staff.

*User fees are not currently assessed for collection.

4.5,0.9. The community is protected from the introduction, use
and disposal of potentially unsafe chemical products.

*Chemical safety monitoring and enforcement are relatively
new activities and the program is currently understaffed.

4.5.G.10. The environment is protected from radiation contamination.

*Rules and regulations specifically controlling the
spillage aud disposition of radiocactive materials have
not been vestablished. Recreational and potable water
are monitored for radiation contamination.

4.6. Food and Drug Safety

4.6.0.1. Safe and effecztive food and drug supplies of good gquality
and adequnte quantitics are available to satisfy community needs.

*Regulatory guidelines and standards are in place but
thorough field investigations of complaints are generally
constrained by undertrained staff and lack of routine and
systematic reporting by physiclans.

4,6.0.2. All essential prescription and over-the-counter drugs and
pharmaceuticals are available, distributed, and properly stored.

*The storage of pharmaccuticals by retail and wholesale
outlets is rezguliaced. 2ules and menitoring procedures
have not been established relating to procurement or
distributicn.



Gerictrics Vrngram

4.7.0.1. Planning. There is a written plan for the provision of a
comprehensive program uf services to meet the needs of the elderly
population. All appiicable standurds are incorporated in the plan.

*A written plan is extant for providing and evaluacing
culturally appropriate comprehensive services for the
island's elderly population, but implementation is im-
pacted by fiscal constraints, ahsence of a public trans-
portation svstem, and thus far limited range of available
community cesources.

4.7.0.2. Community Programs. There is an organized and functional
program for the elderly available in a variety of settings (i.e.,
senior centers, clinics, homes) to reduce the need for insti-
tutionalization and maintain independent living.

*Health screening and referral activities are conducted
but follow-up services are virtually nonexistent.
Systematic nutritional assessments are not routinely
performed.

4.7.0.3. Institutional Care. Institutional care is provided, as
appropriate, in residential, intermediate, and skilled nursing
facilities.

*The present facility for long term care is neither
structurally safe nor adequately maintained.

*Although family units provide for the majority of long-
term care needs, availlable skilled and intermediate care
beds alse scrve less appropriate custodial purposes.

#The care and supervision of Jong-term patients are
provided bv appropriately trained and qualified nursing
perTsonnel,

*The old facility which houses long-term care patients is
structurally unsafe and does nor provide for convenient
and easy transters, or a safe and protective environment.

*Rehabilitative services are provided as appropriate teo
leng-term care patients.

*Sufficient community resources have not yet been developed
tn accommodnte the long-term care needs of families who
cannot otherwise care for chronically ill, disabled, or
elderly f.mily members,
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4.9.

4.10,

Health Education and Promotioen

4.8.0.1. There is an organized, indentifiable unit charged with
the responsibiliry ol administraticn and management of health
education and premotion programs.

*Health education and promotion services are directed by

a waster's prepared specialist who is also actinp directo
of the Bureau of. Professional Support Secvieces. Inter-—
agency communication and collaboration rely on inter-
personal rviationships rather than formal organizational
arrangements. Program activities are supported through
federal funds.

4.8.0.2. Active support of health education and promotion staff

by healch service personnel, other agencies and cummunity groups
is evident.

*Professional consultation, technical assistance, and
broad bascd community health promotion activities are
constrained by the lack of qualified staff and the unit's
primary emphasis on the provision of direct client servic

Laboratory Analysis

4.9.0.1. Clinical laboratory services essential for public
health services are available and adhere to regulatory standards.

*The public health laboratory is large but ill-equipped
and without routine preventive maintenance for available
bicmedical vquipment. Capabilitries include general
ciinical laboratory procedures, mycology and micro-
biolegical testing.

*There are no written agreenents to send out specimens
requiring more sophisticated analysis.

4.9.0.2. Public health laboratory services essential to support

environmental health monitoring activities are available and adhere
to ragulatory standards.

*The public health laboratory has capabilities for en-
vironmenal testing.

Maternal and Child Health

4.10.0.1. There is an adequate data base to plan and evaluate the

health status of womzn and children and the delivery of appropriate
services,

*Morbidity rutes are not routinely calculated or available
for use in planning and evaluating maternal and child
health programs.
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4.10.0.2. MCH services are available and accessible to the
population in need.

*Public secror MCU servives are available to those without
private insurance coverape, despite any ability to
pay out-ot-pocket.

*Target population accessibility to services is impacted
by the lack of any public trausportation systen,

*Persistent shortages in ancillary support staff, equip-
ment, and supplies zenurally limit the provision of
utiwerwise comprehensive services.

*Formal interagency referral mechanisms and coordinating
agrecients to easure continuity of care are nonexistenc.

4.10.0.3. Adequately .rained staff are available to provide MCH
services. (See also manpower and training focal area.)

*There are sufficient numbers of staff of disciplines
needed (except for pharmacist) to provide safe, needed
services.

*Continuin;; education and in-service training opportunities
are limiced.

*With the exception of a pediatric oncolgist, children
with handicapping conditions who require specialized
sarvices, are referred to cff-island facilities.

4.10.0.4. Family Planning Services are available to all persons
of reproductive agc.

*Family plinning services are available but community
promotion activities are limited.

*Infercilicy and genetic counseling services are not
provided.

4.10.0.5. Comprechensive prenatal care is availabie to all pregnant
woren.

#No systemacic community-wide method is utilized to con-
tinuously ciacourape early pre-natal care. Public health
dental services are not provided to pregnant women.
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4,10.0.6. All pregnant women bave an appropriate, safe environment
for the birth of their infants.

*All women are delivered by trained birth atrendants
at Guam Meaworial Hospital.

*The hospical has capabilities for secondary care for
high risk inrants and mochers.

*Upon discharge nurses volunteer their phone numbers for
mothers who need help with breastfeeding.

*Pecords of live births and fetal deaths are maintained
by the hospital,

4.10.0.7. All infants aud pre-school children are providad with
available comnrehensive 2nd accessible care.

*There is a mechanism in place to implement and monitor
immunization levels according tu estabtished standards.

*There is an organized and functional mechanism for
reporting, assessing, treating, and preventing,
commenicable diseases of children.

*There is o svstem in place to renort, investigate, and
follow-up suspected cuses of child abuse and for pre-
ventive cormmunity education.

*There is a parenting educatinn progran in place.

*Nurtritionasl supplements are provided through referrals
to the appropriate social scrvice or nutrition unit.

4.10.0.8. There is an program in place for the prevention,
evaluativn treatment, aml follow-up of infants and children with
handicapping conditions,

*The program itas early and pericdic screening for physical
and developmental abnormalities with appropriate referral
diagnosis, treatment, and follow-up.

*All children who have or are suspected of having a
handicapping condition receive a medical evaluation by
a physician.

*Every child who is handicapped has an individualized
treatnent plin, which includes coordinated multi-
diseiplinury medical, social, nutrition, education, and
re¢habilitation services.



*Social servives support is available to families
with a hauwdicapped child.

*Medical specialty consultants are available as needed
for handicapped children.

*Data are collected and analyzed to plan and evaluate
the program of services for handicapped children.

4.10.0.9. There is a school health pregram in each school.

*Children in schools are screened at entry and periodically
thereafter for vision, hearing, dental and other problems
including psvcho-social screening.

*The school health environment and food services are
regularly monitored by the Environmental Health Unit.

*A health curriculum wich relevant teaching aids is
available fur grades & and 10 only.

*There is a Lealth room statfed by trained personnel,
available in each school in which children with health
problems can be seen immediately, evaluated, and isolated
if necessary.

*The plans are being developed to provide special problems
relating to the physically handicapped and students with
emotional, development and/or ohysical health problems
including pregnancy.

4.10.0.10. Nucricion services are available to all mothers and
children who come to clinics and dispensaries, or are seen by
traveling healch teams. (See also nutrition sub-area this section.)

*Nutritional assessments of growth and developrient are
documented on infants at 2 weeks, 2 months, 4 months,
6 months and 9 months of age and yearly thereafter for
children l-3 years of age.

*Parcnts or carctakers of infants with special problems
such as a vaadicapping condition, anewia, malautrition,
underweight, diarrhea, dehvdration, nbesity and low
birth weight are veferved for individual counseling.

*All preschooters who have special nutrition problems such
as anemia, milnutrition, chronic gastro-enteritis,
obesity, dertal cavies or other nutritional disorders
are referred for individual counseling.
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*.Jomen who have nutrition relaced health problems such

as obesity, anemia, mailnucrition, hypertension, diahetes
or clivonic gustro-enteritis, are referred to the nutritlo.
or nutrition aide for individual counseling in preparation
for improved nuritional status in future pregnancies.

*Vitamin and mineral supplements are given to all infants,
and pregnant women, and lactating mothers unless con-

tradicated bv a phvsician.

*Pregnant women with special nutrition needs and problems
such as inadequate or excessive weight gain, age-
related risks, anemia, prior history of nutrition-
related prolilems in pregnancy are referred to the nu-
trition aidv or nutritionist for counseling.

4.10.0.11. Dental healeh services are an integral part of maternal

and child health services. (See health services: Dental healch
sarvices.)

*There is nu public health clinic mechanism in place to
ensure that wormen have acecess to dental health counseling
during presnoancy.

*There is o wechanism in place to ensure that children
have aceesi to dental health maintenance and oral pre-

venticn services.

*0ral flunside drops and/or tablets arc available in
all well=toiy clinics.

*There is .. program for dental health education in the
scheols.

*The school health program includes periodic dental
scrzening.

4.11. MNutrition Education and Services

4.11.0.1. Comprehensive and integrated nutrition services are
available in each jurisdietion.

*There is no written plan for nutriticnnl services
with overall ohjectives coordinated with other agzenciles.

#Nutrition counseling and education services are
available hut nmder-utilized and understaffed. Patients
with idenriiied speerial nutritional problems are not
routinaly rererred to the nutritionist for individual
counsein. . Transporctation allowances are not provided
for home icics.

L
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4.11.0.2. Oualiried nutrition persoanel are available to provide
comprehensive services te the commuairy.

*Qualified nutrition persomnel are avallable in both
¢linical and public health service area.

*Currently 6 nutrition aides are available to assist with
nutricion counseling, but this number is inadequate to
provide effective community outreach.

4.11.0.3. Forms for documentation and cquipment in sood working order
are available and utilized to provide comprehensive nutrition
service.

*Educational materials are outdated and are not culturally
sensitive, Physical space is cramped and would not
accommodate cquipment even if available.

4,12, Public Health Nursing

4.12.0.1. Organization and Adminiscration. The need for and
delivery of community-based nursing services are planned, organized,
and administered by the FPublic Health Nursing Department of the
applicable agency.

*See facilities: Nursing services and administration/
comnunity health and in-patient facilities criteria
(L} through 11).

4.12.0.2. VYManpower Adequacy and Availabiliry. There are sufficient
numbers of cualified nursing personnel in each jurisdiction to pro-
vide safe, rherapeuticativ effective, and efficient community-based
nursing care to individuals, families, and groups. (See manpower
and Training: Nursing !'nnpower Indicators.)

*Generalized public health nursing service direction is
provided by 4 baccalaureate level registered nurse. The
director's scope of functional authority regarding per-
sonnel qualifications, staffing requirements, fiscal
management, and quality conrrol is limited by cumbersome
Civil Service regulations and other external variables.

*Although community health nurses are the backbone of the
public health delivery system, understaffing and depart—-
mental fiscal shortfalls seriously impact service
availabilitv and accessibility. There are currently nine
vacant R.N. positions. An annual 30% turnover rate is
attributable to stop gap employment of military dependents.
The recruitiwent process to £ill position vacancies may
take anywhere from three weeks to nine months.

*In-service atl continuing cducation opportunities are
available Lt limited. Projected training neods include
the upgrading of staflf educatinnal levels and short-term
training in poersennel and tiscal managerent, qualicy
assurance Lad decumentation skills.
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4.12.0.3. Scope of Serwvices. Written vecords of nursing services
provide evidence of health promotion, health educarion, epidemiologica
surveillance, restorative and rehabilitative nursing, communicable
disecase diagnosis and treatment, chrunic disease control, and coordi-
nation of healch and welfure services.

*The scope u! services are provided at primary, secondary
and tertiary levels of care within a variety of practice
settines.

*Pirect services in homes or clinics are provided to in-
dividuals, families, or groups to prevent illness, pro-
viote or mawntain health, limit disabilities, and restore
maximum healch.

*Sami-direct services are provided to ensure coordination
and continuity of care in such areas as discharge
planning, c¢lient referrals, and eother planning activities
directed at improving the distribution of services
within the total community.

4,12.0.4. 1lancated Services. Specific, appropriate public health
nursing services sctivities as mandated by legislative and/or other
rezulatory bodies, are evidenced in recorded, cuantitative data re-

garding casefinding, manazement, and follow-up within a specific
tire frare.

*Public health nursing involvement in the V.D. program is
presently confined to the administration of medication.
Direct school health services are provided by health
epunselors employed by the Departmenc of Education.
Public Health nurses provide immunizations in both clinic
and school settings.

4,13, Vital Statistics Collection

4.13.0.1. There is 4 srarutory basis for the registration analysis,
and reporting of vital vvents which occur within the population.

4.13.0.2. The registration analysis, and reporting of vital events
is an organized function of government.

#Under the direction of the Territorial Registrar, the
Vital Statiscics unit 1is rusponsible for the standard
regiscraticn, development, and analysis of vital
statistics regarding births, deaths, fetal deachs,
marriages, .nd divorces.,



4.13.0.3. There is coordination among agencies concerned with vital
reglscration and with vital statistics.

*¥fonthly and annual reports are complled and distributed.
ilunual processing of data, however, is time~consuming and
error pron¢. Staff members are generally undertrained in
statistical analysis. Ho formal internal audits have
becn conducted to ensure the accuracy of statistical
information.

4.13.0.4. Population and mortality data are available for use by
health departmenc staff as denominators in calculating rates.

*Peliahle recent age/sex data (1980 or later) are
avajlable for use hy planning staff.

*The international form of medical certification (ICDA)
of cause of death is used.

*There is clear specification of those who are permitted
to code the cause of death for registracion purposes
and te sign cercificates.

*Person havinp responsibility for cause of death have
appropriate training and experience.

4.13.0.5. Perinatal, infant, maternal, and crude or other death
rates are computed annually for program guidance.

“Peri-natal death rates are not corputed annually or
generally available for applicable program guidance.

4.13.0.6. Fertility rates are computed annually for program guidance.
*Birth rates zcppear as part of an annual report.

*Birth data include births occuring both in and out of
a hospital.

*There 1is no written population policy for the jurisdiction,
referring tc the limited land and economic resources
available.

¥
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Uealth Services

5.1,

5.2,

Dental Health

5.1.0.1. Basic dental hcalth services including simple treatment
for pain relicf and infection contrel and preventive information,
are available and accessible to all people with their fmmediate
living area.

*The range and scope of public sector primary dental health
services are limited by understaffing in both dentist and
dental hyglenist positions, pourly-maintained available
equipment, shurt stocks of supplies, departmental fiscal
constraints. Private sector dental services are located
in a geographically confined area and provided by
approximately 20 clinicians, including one pedodontist
and two orthlodontists. Oral surgery is performed by an
off-duly naval dentist on the weekends,

5.1.0.2. Dental servives are planned, coordinated, integrated,
recerded and evaluatad.

*Written agreerients and policies have yet to be fully
develcped to coordinate and integrate public and private
sector dental health services. Uritten policies have
not been fully delineated for the referral of more
complicated problems.

The dental sc¢rvices program includes preventive services
ental healrth educatcion.

o O
(W)

*Dental care nceds are great. The primary foeus of public
sector services is schoel dental health. Although the
unit works closely with Head Start, the larger population
of children under the age of six who are not enrolled in
the program do not usually receive dental care. No
systematic plan has becn developed which reflects com-
prehensive basic dental prevention care to all persons in
the communicy or which reflects priorities of care tor
higzh risk groups. No dental services are provided for
the elderly at the regional health centers. Dental health
education accivities are limited and do not routinely
include nutrition couseling.

tmerjency ledical Services

5.2.0.1. Planning. Each jurisdiction has a written plan for the
nrovicion of comnprehiensive emeryency medical services tou reduce

the incidence of death, additional injury, sufferine, and subseguent
disabilicy to vicrims of serious injuries and sudden acute illness.
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*There is a written plan for providing and evaluating
appropriace comprehensive emergency medical services.

*Lmergency mcedical services are operated by the Publie
Safety deparcrant but administered through th¢ Department
of Public Health and Social Services,

*First responder emergencj medical technician training
and retraining is provided by Guam Cormunity College.

*The EMT is not generally recognized as part of the
communicy health team.

*Hospital physicians and nurses have little to no input
into EMT training or in planning and coordinating
system-wide emergency service activities.

5.2.0.2. Hospital-Based Services. Each major short term in-patient
hospital provides emergency room services to victims of serious
injuries and sudden acute illnesses.

*Vehicular and communication system maintenance problems,
shortages in equipment and supplies, limitations in
manpower, and lack of accountability by all involved
agencies plagua the system.

*Ambulances noct only handle emergency calls but also
interagency, home to facilicy, and facility to home
transfers, and as such function as a form of public
transportation.

*The military sector provides occasional ecivilian backup
emergency care but agreements are not formalized.

5.2.0.3. Field Services. On-site emergency care and transportation
are avaiiable and accessible tu commimities outside. the district

center.

*Not applicablc in Guam

5.3. Health Care Financing

5.3.0.1. A sound financial management system is in place to support
decisions regarding the peneration and allocation of revenues
financing health services. (See Administration Focal Arza.)

*A financial nanagement system is in place but not
systematicaliy utilized to support decisions regarding
the gencration and allocation of revenues financing
health svrvices.
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*Preparation, revicw, and inlcial and subsequent adjustments
of Ludgets are based on pre-established cellings and
political decisions ratiwi than on assignment of critical
funding priorities.

*Personnel generally lack adequate training in fiseal
management to cffectively implement the system.

5.3.0.2. A systematic plan is established and implemented by the
financial authoritv for the generation of revenues used to finance
capital projects and operating expenses of health services and programs

*Revenue sources for health include federal grants-in-aid,
local governuant general funds, insurance and pre-payment
programs, capictation pavyments, and direct fees for service,
private out-of-pocket payments.

*The general illiquidity of the island's residents,
shortfalls of public agencies, and the large proportion
of the under insured complicate collection efforts.

*There is nn historic base for fee-for-service payment
and collecticn.

5.3.0.3. Local sources of revenue used to finance health services
are equitable distribuced.

*Local government subsity of health care is a relatively
recent development and currently lacks clear policy
direction. I[rhalance of revenues and expenses is not
uncommon. Deficit financing, interim appropriations,
and enmergency funding arise since the government's
participation occurs after the period in which services
have been provided.

*There is no plan to ensure that shortfalls from one source
of revenue will be corrrcted by using other revenues.

*Infoimation regarding private sector costs and revenues
iz not readily available or widely accessible.

5.3.0.4., A systematic plan is established and utilized by the
financial authority for the allocation of revenues to finance

the operacing expenses and capital projects of health services and
pragrams.

*There is no sytematic plan relating to prioritize
allocation vt funds among competing programs and services.

*Local revenuss to offset recurring costs of capital im-
nrovements .r¢ severely limited. |
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5.4. Home: Health Carc

5.4.0.1. lome health car« services are established to provide
organized, intermittent, preventive, therapeutic, rehabilitative,
and other support service to home—buund pearsons under the care of
physicians., (See also facilities focal area.)

*There are no applicable local laws or regulations
related to the delivery of home health care services.

5.4.0.2. Skilled nursing services are provided by or under the
supervision of a registered nurse and in accordance with the
treatment plan of a physician.

*The Director of Publiec Health Nursing has program
administration oversight.

*Services include generalized public health nursing,
medical social work, and, as needed, physical therapy,
cccupational therapy, nutrition, or speech therapy,

but are limited by available funding, manpower, equip-
ment, and supplies.

*Community resources include home delivered meals and
homemaker-chore services but are similarly limiced.

5.5. ledical Referrals

5.5.0.1. A medical referral program is in existence for those
nceded services not available within the jurisdiction.

*Guam serves both as an origin of and destination for
medical referrals. There were forty-six official off-
island referrals to Honolulu and other destinations made
in fiscal year 1983, primarily for treatment of cardio-
vascular-related and tumor conditions beyond local
physician maupower and facility capabilities.

*Guam Memorial Hospital administers an annual $300,000
off-island fund for medical referrals of indigent
patients.

*0ff-island Medicaid-supported referrals have been cur-
talled.

*Seventeen medical referrals were received by the hospital
in fiscal year 1983. 1If, as plans cuall for, Guam becomes
the regional center for secondary and tertiary medical
refervals from other western Pacific islands, present
technological and manpower capabilities will nced to be
upgraded and new capabilitics develuped.
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5.6.

*There are no formally orgunlzed of f-island medical
referral and consultation networks established among
private sectur physicians.

3.5.0.2. Patient records are transmitted and retrieved in accordance
with written agreements botween facilities.

*Formal agreements between jurisdictions relating to
both the trunsnittals and receipt of complete patient
records have yct to be establizhed.

Mental Ecalth and Substance Abuse

5.6.0.1, There is evi.ence of a well-defined, organized system
of mental health and substance abuse services designed to be

responsive to the populacion's needs and accountable for the
provision of quality services.

*Newly consolidated mental health and substance abuse
line agency services have not yet achieved full capa-
bilities or Jesired level of comprehensiveness.

*There are eighteen current psychiatric social work,
nursing, and technician position vacancies. Past
difficulties with rapid and high manpower turnover rates
due to non-competitive salaries and recruitment of
credentialled but transient off-island personnel will
more than likely continue in the immediate future.

*Gualicy assurance standards and policies are still being
developed, as are plans for coordination and cooperation
between interrelated private and public sector programs.

*Data collections, retrieval, and evaluation methodology
are similariv being developed but without concomitant
computerizatjon, will require time-consuming and error-
prene manual tabulation.

5.6.0.2. There is an array and mix of rental health services to
promote optimal well-being among individuals in the community.

*Plans are in nlace for emergencyv crisis intervention but
implemeatation is contingenc upon funding.

*There is currently no residential treatment facility for
children or un aleohol detaxificaction unit on the island.
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*Community out-reach services, community mental health
educacion, and professional consultation services have
not yet been fully developed, largely due to presenc
fiscal and manpower limitations.

*There is no free-standing mencal health faeility. In-
patient psychiatric services are provided through a
contractual agreement with Guam Memorial Hospital. The
present l7-bed capacity facility houses a mix of patients,
including the acute mentally ill, the chronically 111,
the criminally insane, police and court referrals, and
the mentally retarded who are unwanted by their families.
Often filled to capacity and more, patients without beds
sleep on mattresses in the hallway or are sent home
although not officially discharged.

5.7. QOccupational Health and Safety

5.7.0.1. A system is in place ro ensure that plades of employment
are free from recognized hacards that cause or are likely to cause
death, injury, or illness.

*There are no applicable local occupational health and
safety statutes. Federal OSHA standards are utilized,
but not explicitly followed and apply only to the private
sector.

*Reporting of hazardous working conditiens for subsegquent
OSHA investigation is done only if fatalities occur or

if five or more cmplovees ar¢ hospitalized. There is no
alternative reporting requirement or procéss in existence.

5.8. Primary Care

5.8.0.1. Primary preventive, diagnostic, and therapeutic services
are accessible and availeble to the total pnpulation without financial
or other barriers.

*Public sector cutpatient clinics are neither available
in conjunction with the in-patient facility nor free-
standing but arc instead provided through the three
health centers operated by the Department of Puslic
Health and Serial Services.

*Basic nrimary diagnostic and therapeutic services are
aviilabte, as well as health maintenance and health
promotion.

*Private sector primary medical cave practitioners are
geographically soncontrated in cental Guam. According
te projoceed esiimntes, nelther public or private
resources provide sufficlent manpower for the level and
scope of service:s needed by the comnunity.
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“llechanisms whicn ensure coordination and continuity of
care are not yet fully developed.

*Eligibility criteria and fee-for-service reguirements
ate pcoblematic for tlie uninsured and medically indigent.

5.9. GQuality Assurance

5.9.0.1. Each public health and health setrvices program has an
established system for the appraisal of the performance of its
personnel by mid-level and higher level administrators.

*Written Civil Service job descriptions exist which
delineate roles, responsibilities, and qualifications
for all positioons, with the exception of administrators
and physicians, witiiin government health facilities and
agencies.

*A systematic method of performance appraisal for all
povernment heaith personnel is not uniformally applied.

5.9.0.2. The staff of each program meets at least once a month to
identify and resolve imporcant or potential problems affecting
patient care and/or the declivery of care.

*Program staff meetings to identify and resolve extant
or potential problemns affecting patient care and/or
the Jelivery or rare are not routinely or regularly
scheduled.

5.9.0.3. A system f-r retrospective and concurrent review of
services is utilized tu evaluatz, safeguard, and improve the
quality of that care delivered within the program.

*Reirospective nnu concurrent reviews of services are not
regularly conducted on a system-wide basis to evaluate,
safeguard, and iwmprove health service delivery.

5.9.0.4. There are laws governing the licensing of hecalth care
practitioners and the reguluation of health care facilities and
programs. (See facilities and manpowcr and training focal areas.)

*Local statutes soverning the lirvasing of specific
categuries of healthr care practitioners exist, but
primarily require substantiation of off-island credentials.
Corollary rules and regulations applicable tc professional
licensura have .ant been fully deveioped for all
categories.
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5.10. Rehabilitation Services

5.10.0.1. Apprupriate rehabilitation services are accessible and
available to individuals wich handicapping conditions.

*Direct and indirect rehabilitation services are
available through multiple sources, including private
medical practitioners, Guam Memorial Hospital, the
Department of Vocational Rehabilitation, the Depart-
ment of Education and the Department of Public Health
and Social Scrvlces.

*Although the Repartment of Vocational Rehabilitation
is formally designated with the responsibility for
service coordination for adult clients, each agency
keeps separate records based on its own criteria and
setrvice needs.

*An organized referral system is in place but not
systematically utilized to safeguard access to and
the coordination of the range of services which may
be required.

5.10.0.2. Rehabilitation services are coordinated among the
responsible agencies,

*Coordination of rehabilitation services for indivi-
duals under the age of twenty-one years is not the
designated responsibility of any one agency. Orthotic
and prosthetic appliance services are not availabie
on-island.

5.10.0.3. There is a systematic method of tracking each disabled
individual.

*Mo central registry exists to ensure systematic tracking
of disabled individuals.
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IV. CONCLUSIOWS

The foregoing discussion, while primarily highlighcing gaps in individual
components, suggest a commonality of operational, organizational, and fiscal
issues confronting the health care system as it evolves to find an applicable
range and scope of services unique to Guam's setting, resources, and needs of
its people.

The most pervasive issue, and perhaps the mast difficult to resolve, 1is
the conflict between the increasing availability of and demand for comprehensive,
sophisticated, and technologically advanced medical and health services and the
lagging ability of the system to generate sufficient operational resources to
effectively and efficiently maintain and further promote such development.
Expanding leccal technological and ecounomic potential, coupled with rapid infusion
of external funds, have given rise to a proliferatinn of segmented public and
private sector health service modalities competing for the same limited resources.
While this segrenLed approach has had the advantage of improving the health status
of the population in general, it has also increased requirements for multiple
separate client visits and logistical costs, decreased the likelihood of
cnordinated and sustained relationships b.tween service providers and clients,
and limited access to comprehensive services for the large proportion of residents
who are underinsured, medically indigent, and categorically needy.

The delivery of health services has not generally been the result of
systematic and rfuturistic policy planning and cuordipation, but more the
result of almest chiance converzence of a variety of facilities offering
numerous types of services which are finunced by different mechanisms.
Despite the existence of a network of community-based primary health care main-
tenance and promotion services, a preponderance of resources are still channeled
to those activities which are acute care oriented. Broader policy directions
have generally been lacking to guide decisions regarding the range, mix,
relationships between, and relative effectiveness of the components of the
total health care svstem. Nor have overriding direction been given for deter-
mining how and how much of the government's finite health care resources should
be allocated or reallocated in support of high priority programs and services.
Winile emphasis on acute curative care aspcects of the system may be productive
in the short run, it is economically debilitating and diverts resources from
basic vommunity health prevention and pronotion effourts which would realize
long-term cost-effective benefits.

Humbers of existing personnel do not necessarily translate into access
to service by residents, ror Jdo the presence of a variety of facilities and
prograns necessarily guarantee that highly skilled personnel, equipment,
and supplies are adequately available Lo wiintain theam, or thet either personnel
or services are of a mixn that allew eifuctive and efficient use. While the
absence ufl continuing and advanced professional training instituctions contribuces
to fewer local students entering health professions and diminishes the indigenous
potential ranpower pool, their presence in and of itself does not provide a
sutficient mechanism to retain personne: oa the jsland. The absence of system-
wide coordinated and collaborative policics for manpower development not only
impncts direct service potential, but alse systemacically affeucts organizational,
administrative, and evaluative capabilitivs to amgressively support and sustain
the systen's present and still growing cosplexity.



