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INTRODUCTION AND STATEMENT OF PROBLEMS

On October 3, 1978, a meeting was held at the Department of Energy (DOE)

Headquarters in Germantown. Maryland, to discuss a number of problems related

to the DOE position in relation to several different programs in the Marshall

Islands.

The Medical Program, under the auspices of Brookhaven National Laboratory

(BNL), generated a great deal of discussion, concerned primarily with the

following problems:

1. The research mandate of BNL for the study and care of radiation

‘related diseases in the exposed populations is clear. However,

over a period of twenty-five years, that mandate has heen expanded

to include care for non-radiation related diseases. This evolution

has been necessitated by the virtual absence of adequate primary

care in the Marshall Islands. The BNL medical team has responded

in a humanitarian manner to diagnose, treat and follow-up a number

of pathologic conditions which,if untreated,would have led to

increased morbidity and mortality in the exposed and control

groups.

A. Basically, the BNL Medical Program is a medical research

program. Its original goal was to "screen" for and detect the

earliest changes suggestive of radiation-related pathology, and

to treat those lesions as indicated. (The World Health Organization

(WHO) states the primary responsibility of any screening effort is genes

the ability to resolve all "abnormal" findings and to assure the .

patient of referral to an adequate primary care center.)
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B. The difficulties are compounded by the fact that valid

pre-exposure health care statistics are difficult or impossible

to obtain. The Medical Program is in the untenable position of wi wer <

having to deal often with the probability that a specific nts

pathologic condition isorisnotrelatedtoradiationexposure,

since a cause-effect relationship is impossible to establish

 definitely for any given case.

C. The people are intellectually and emotionally unable to deal| wes?

with the concept of “probability” without an intensive, highly-

sophisticated educational program designed not only to transfer

the information intellectually regarding the role of radiation in

their lives, but to concomittantly incorporate that new under—

standing into their behavior, i.e., the ability to place radiation

in its proper perspective for the present and the future. Such a

program has already been initiated by Jan Naidu, Ph.D., BNL, with

promising results.

2. The Marshall Islands medical “system" under the Trust Territories is

underfinanced. The professional staff is undertrained and overloaded. Critical

supplies are usually not available. oa renete

A. In the absence of a satisfactory primary care referral base, the,” ow-
npg PE «eo)

BNL Medical Program has expanded its mandate to include such things ;

as a "diabetic study” (which has revealed a high incidence of

"maturity onset diabetes") but has set up no mechanism for treat-—

ment and follow-up of this disease.

B. In addition, at the request of the people, a large number of

Marshallese who were not in the exposed or control groups have

gone through the screening examination with the detection of a

variety of pathologic conditions. An attempt-has been made in
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each case to provide immediate treatment if possible, and

to refer the patients to the Trust Territories health care

system. Unfortunately, little has been done to treat and to

follow-up these patients. Consequently, the BNL medical team BY _

  

wn
afeRs

has become the de facto primary health care provider to an austere

=

ever expanding group of Marshallese. The rationale of the °

Marshallese in the BNL program for their claim to the "right ;,/5 ere

HAS
for all medical care" is their association of practically all getlidnens

‘ fA pos ,

illness with radiation. . BF

2%

3. The BNL medical team, because of its frequent surveys has, in the;4 vert aX?
. feo . ood

eyes of the Marshallese, come to represent the U.S. "presence" in LAE yt the islands. The BNL Medical Program has, therefore, become the

target of many attacks directed towards the United States agencies

responsible for other programs in the Marshall Islands. These un-

warranted attacks have, on several occasions, seriously compromised

the goals of the Medical Program. Two major problems of health

care delivery for all of the Marshallese involve: (a) communications,

and (b) transportation. To the best of our knowledge, these problems

have not been addressed independently as health care problems.

DISCUSSION

With the slow growth of the medical program and the development of

this matrix of compounding variables, Dr. Burr and Dr.Wyzen requested a position).¢
“f-

aye
paper that would outline for DOE the alternatives for the support of a study of pont

Oe

peeradiation relatedinjuries in the Marshall Islands. These options should in-

clude a wide spectrum of alternative programs, keeping in mind the inextricable
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interrelationship between BNL screening and the health of the people of the js

Marshall Islands. We feel a failure to deal effectively, in some way, weenrt

the primary care requirements of the people will lead tc further ill-will, ifAte

. failuretocomplywiththe research protocol (e.Be > thyroid therapy), and aor

finally, litigation and a call to foreign and nationalanti-nucleargroups ! Ine
 

to witness the "mistreatment" of the Marshallese by the U.S. government.

Since primary medical care is clearly not the mandate of the DOE, perhaps

some interdepartmental agreement could be reached with the Department of

Interior and/or the Department of Defense to answer this very pressing problem.

U.S. monies are already going to the Trust Territories to provide health care

but the utilization of those funds leaves much to be desired.

The analysis of options open to DOE-BNL has been approached in a system

analysis format, utilizing an outline as developed by Gordon A. Friesen, cf

the General Electric Company, Re-Entry Systems Department (Figure 1, page 5).

As in any general systems analysis format, some of the elements will be

indeterminant on the basis of available information. In the analysis of

"constraints" to the’ various options, two important facts should be kept in

mind. First, there will be a common group of constraints applicable to

most options. These constraints will be listed at the end of this section.

Pertinent general constraints will be listed by number in Colum ITI (labelled

constraints) on the flow sheets for each option. Secandly, constraints should

be considered in two categories:

1. Absolute —- by definition, an absolute constraint offers no

alternatives; in effect, it totally blocks an objective or

element of an objective (e.g., no funds);
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2. Relative - these constraints impose avarying degree of modification

on the obtective, proportional to the power of the constraint (e.g,

20% of the funds necessary to reach the objective).

Using this format, we will examine four options relating to the detection

and treatment of: |

A. Thyroia and other radiation-related diseases in the exposed and

control populations,

B. All of A plus other patients already taken into the study with

non-rédiation related diseases (e.g., diabetes). This would

inclucd= exposed and control group patients only.

Cc. All of A and B plus all low level radiation exposed patients who

have gone through full screening, irrespective of findings of

disease,(e.g., the Bikini group).
nt. |

D. All of A, B, and C plus full screening of all inhabitants Living!51ene?

on, or scheduled to be repatriated to, the Marshall Islands we RAE
pe rynee

contazinated by atomic fallout; i.e., background radiation pln N

uel

higher than median for all Micronesian islands.‘cronesian naeae7
With these four options in mind, we must first consider the common con-

straints impinging on the subheadings listed under Column IT of the flow sheet

(see Figure I). The unique constraints for each option will be Listed as

appropriate. The common constraints are:
 

1. Under current operating policies, DOE responsibilities do not 44 J!

eget
yeie™

include health care for non-irradiation related pathologic

conditions.

2. The definition of “radiation-related"” pathologic conditions is

not clear. There is uncertainty among radiation experts as to
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the biologic effects of long-term "low-level" radiation.

The status of acute and long-term effects of higher levels

of radiation offers a greater consensus by tne experts. In

light of the possible change in ICRP maximum permissible

dose for the individual, the size of the stucy group may change in

the future.

3. The dosimetry of the islands involved in the March 1, 1954

accident is uncertain. It has been restudied and revised

repeatedly as new technology and new data become available.

Under the circumstances, only population dosimetry is

possible. It would appear from the pathologic results, at

least to the thyroids of some of the children of Rongelap,

that the individual variations might be considerably higher

than was previously estimated (private communication with

J. E. Rall, M.D., Director of the Institute of Metabolic

and Allied Diseases, National Institutes of Health).

4. Irrespective of the calculated doses to the exposed population,

the development of radiation-related disease far which the

DOE/BNL/DOL has accepted moral and fiscal responsibility has

fixed in the minds of the Marshallese the fact that they and

their land have been "poisoned" (synonymouswiththeMarshallese Bate.

word forradiation). This intellectual, psychological, and

emotional set is deep-rooted and probably cannot be erased.

5. The Marshallese consider themselves a "unique" subpopulation iN

Mo
of Micronesia. Their documented "injury"by the U.S., supported WwW 1a’

a

by anti-nuclear world opinion, gives them great political e
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and economic leverage. Their recent movement for "free

association" will probably not progress to independence,

without firm guarantees, in writing, by the United States,

that we will continue to compensate the people for injury and

damage to their land. Their current concept includes the

descendants of those people who have been identified as "injured"

through propertyand/or physical loss.

Conversely, the U.S. would like to resolve these claims equitably

and to place some reasonable time limit on U.S. liability.

The current Trust Territory health care delivery "system" is

totally inadequate to serve as the primary care referral base

.T

for the BNL team. The reasons for this include: 1S Ne!

cpa rey . se,
a) very poor administration (fiscal, personnel, planning, etc.); 5st

Vv oe *T

b) poor liaison with their source of funds, i.e., Trust Territory; pede
ue ,
“obey.

c) under-trained professionals; dg
; pee ti

d) heavy patient load (high incidence of a wide spectrum of mt

nd
diseases). .

e) very poor facilities and upkeep. . \

The current “power base" in the Marshall Islands lies in the

 hereditary leaders and their appointed followers. They have y oF

cue.
assimilated themselves into the modern (free association) gov”

“
government and exert considerable influence over the territory.

They have vested interest in protecting their own wealth and

positions and the people have little voice in the actual process

we
e
n
e
t

b
e
m
A

e
t
a
l
i
A
a

of "self-determination". These leaders are the people with

i
whom we must deal te resolve our problems, but we must understand

1

their orientation and goals. One of these followers recently
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advised his constituents to refuse U.S. compensation payments

because he interpreted the payments to be a final settlement

for all future claims. We feel the leaders realize the

possibility of the potential closing or significant reduction

in the government investment in Kwajalein, which is their

major financial base. Therefore, they will probably demand

continued reparations for their land and people.

9. Due to the wide dispersion of the islands (atolls) and people,

transportation for the medical team, as well as for the

economy, becomes of primary importance. Little is beingdone |

to_solvethisproblem.

10. Communications among the widely-scattered islands is non-

existent or poor at best. This results in a fractionation of

the people, poor flow of information, reliance on rumor, and

little or no health care in emergency situations. The solutions

to these problems are technologically very simpleandrelatively WHE

inexpensive, Yet somehow they have not been implemented. oe

li. High volume screening of patients for specific data has

become a highly-specialized area. Improvements can be made

in screening facilities and methodologies, and these are

outlined.

12. The recent repatriation of the people of Bikini, who were noted

to be accumulating an increased body burden of 137cesium,

2992223



a
t
m

has compromised, in the eyes of the Marshallese, the safety

of living on "contaminated" islands. They ignore or reject

the concept of "relative risk" based upon carefully-calculated

 

background and ecologic measurements of radiation. The same Et 7
SAM Ne.
seh)

reasoning will probably apply to the people on Eniwetok ens?
 

and Ujelang.

13. Personnel ceilings, currently in effect at BNL, prohibit any

significant expansion cf the program, e.g-, the addition of the

people of Bikini and Eniwetok (please see Option C - IV Analysis-—

How ~ p. 13).

These constraints are put into context and dissected, in detail, in

the follcwing four flow sheets where the significance of their impact on the

objectives can be related to the various approaches open to us. The flow sheets

are detachable so that they can be placed in vertical sequence for comparison of

each facet under each option.

VI. Trade-off or Synthesis

We realize that options Aand B would in fact, represent a reduction

in the level of health care delivery currently available. A review of the most

recent "189" for FY'79 and '80 reveals that in February 1977, DOE agreed “to

assist the TT in an expanded health care program for the people Living at ge c

Rongelap and Utirik. This included complete medical and laboratory cxaninations| we
a

of ...all1 Marshallese living on these atolls." The problems inherent in that wait

agreement were the inability of the TT to follow-up on the diseases discovered

in this expanded screening. The BNL field team has limited resources to

adequately diagnose and treat primary medical problems. As a result of

intensified screening, a large number of "abnormal" findings have been identified.
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a
Lhrt pathologic findings are sought?

OPTLO::A
*... detection and treatment of radiation related pathology in exposed

end control populations

7. Establish the ideal objectives

Screening:

{\* Thyroid + Hypofunction and/or

iwoplasia - adenoma or carcinoma

{BB} Breast CA (C) Skin CA

“D) Hematologic-leukemia, myelo-
fibrosis, aplastic anemia, {E)
Cl tract CA (F) Genetic abnor-

calities (sample size too small
+) establish a cause > effect

relationship ta genetic abnor-

netkicies}) (per Dr. J. Neel}.

2. Treatment:
4, Shore-term whatever treatment

: indicated to ¢tabilize the

-atdeat until he can be safely
transported to a designated

tertiary care center for

definitive therapy.
1%} Long-term therapy directed

cawards the pathologic con—-

dition(s} found at screening

oc by tertiary care.

3. Follow up:
(A) Short-term periodic re-
evaluation of any detected

abnormalities to determine
their status, e.g., progression

vs remission.
(8) Long-terin: fixed protocol to
follow certiary/post operative
eases for the rest of their

lives.

ee

Fi: wncial

pens eetree

 

*eNote: Numbers under constraints refer

to common constraints, text p. 2-4

Il. Constraints we.

Present levels of cate ee
Screening: (1)(7) (9) (10) (11)*

Treatment: (4} - BNL currently treats

radiation induced problems at BNL and

Cleveland with good results.

Follow-up: (2) (4) (8) (9) (10) (11) (12)4
Our resident MD can easily follow up the

treated cases but not zeneral primary care.

 

 

Existing Policy

(1) (4) (5) (6) (7) (8) (9) (LO) * OA common

point of contact does not exist for all of

the agencies effecting or effected by the

BNL medical program.

Existing needsanddemands
(45 (5) (6) (7) (8) (9) (1G) (1.1) *
constraints for Option A.

 
No unique

Projected needs and demands

(2) (3) (4) (5) (6) (7) (3) (99 (10) (LI)* - Opecton
A offers the minimum needs and dezands but

will not meet the Marshallese <xpectatfons. 4

 

Planning at other levels

(1) (29 (3) (5) (6) (7) (8) * - The lack of coor-

dination/liaison among the many laboratories

and governmental agencies invilved in Lie

care of the Marshallese has resulted in con-

flicting information from som2 concerned U.S.

officials. The resulting conlusicn has placed
the U.S. in a vulnerable position - ? credibility

  

Existing Facilities oo

—~€7) (8)(9) (10) (1i)* ~ The lack of a viable pri-
mary referral system is almost an a>solute

constraint.

“(7GY) (7) (8)* - option A will require the lowes: operating budget, isitially. However,

he costs of Litigation brought by the Marshallese tor compensation could resule in

aignificant incr2ase in U.S. payments,

“anpower ()(3) (4) 65) (7) (11) * - Option A offers lowest requirements. However, a cucback

in the level of care provided will provoke lack of cooperation by the Marshallese resulcing

iq poor cooperation, compliance + wasted time, poor data.

timing - (2)(3)(4)(7)* - Marshallese claim injury due to long-term Exposure to “low level"

radiation.
“airshallese position.

Demographic Population Characteristics ( 
.spression of hostility toward another.

arievanees uisuccesstul to date.

Recent U.S. "low level" studies and fear of long term effects hes strengthened

Bikini episode - media.

4) (7) (8) (9) (10)* - The culture prohibits direct

A mediator must be used. U.S. efleres to clarify

 

S
s

 

‘of restraints.

_ £11. Translation

teinstatement of refined

wbjectives in consideration -

 

‘| fhe relative constraints would

aot materially change the basic

objectives of Option A. An addi-

tional objective has been zenerated

oy the idencification of a Lack of

coordination among the various

agencles and labs involved in the

total care of the Marshallese

An additional objective would be

to establish a single contact point

in DOE to coordinate all these pro--

grams and to establish close liaison

with DOc & DOL. In addition, since
the logistics, e.g., transportacion

is a common probiem to allusers,

there should be at least one

ariual users meeting with addit:onal

meotings as necessary.

 

 

 
Timirs

The timing of the BNL field surveys

is of great importance for the

following reasons: 1) Long lead time
must be included to insure prope >
notification of the study group —
(especially on the outer islands - we
must always keep in mind the poor com-

munications);2) Long lead time and a

fixed schedule will do much toe counter
the charges that BNL has planned its

trips to the outer islands to coincide

with the absence of many of the leaders;
3) Evenly spaced visits, about 24 months

apart wil] assist the BNL field staft in
the rollov-up of che pathologic condicion:

Tee., Go relatively Eived cine base line

TV. Analysig ;

attaining the objectives, with

each approach being stated in
terms of:

tecticn), Treatment--hort-cerm,
Follow-up,short § loiug~-term,
Single contact point fer effi-
cient coordination o° above.

Who: BNL medical teuin has 25

years of experience ‘nOptior.A

for screening, treatient and
follow-up. DOE best suited to

identify single contace sinc.

 

Where: Screaning of axposed
and controi populations where-

ever we can locate them.

When: [ining should 3:e based
upon the best availasl know

ledge regarding the tiue i-ter-

val for the detectio1 of r.dia-

tion abnormalities. 
' How: The BNL medica] team is

cutrently doing considerab +
more than studying radiation

related pathology. 4 well-~

planned, high intensity edu-

cational program would be
necessary to explain why the

medical program was bei:tg
reduced at this time. The

movement to "free a. 30cia~
tion” will probably .27oro7.i+e
the already inadequate heaicth
care funding by tha Trust

Territory. 
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Develop possibleapproachestoj}.
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2. Rerform
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i, Total cost
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r Avoidance
be With str

pupalid data
foncentrat

Mlution o
eduction

 

The risk
medical ca
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ee.tennee ee

. refer |__Set forth thecriteriaforthe selectionofanapproach:

' Performance .
LIL. Translation ee IW. Analysis ; A detailed research protocol] will be developed to specify che

nnn lainstatement of refined ~~ Develop possibleapproaches to.) Medical criteria and algorithms for the detection of radiation
wbjectives in consideration - attaining the objectives, with ,, Yelated pathologic conditions (e.g; disease specific items in

‘ats ‘;o& restraints. each approach being stated in the history, physical €xam and laboratory profile to detecti b armen | teres of: 4 the enrlfest deviation from "normal function" + TSI (to

| fhe relative constraints would What: Screening(prinary de- document thyroid hypofunction,) Each identifted pathologic
ye i aot materially change the basic teccica). Treatment-hort-term, condition (listed under objeccives) will be screened by tha

> the objectives of Option A. An addi- Follow-up,short § long-term, appropriate methodologies, Treatment and follow-up will be

y care. “ tional objective has been generated Single contact point fer effi~ assured by appropriate algorichms and check lists.

by the identification of a hack of cient coordination of above. ‘
| coordination among the various - Total cost(s) ;

‘on agencies and labs involved in the Who: BNL medical tea has 25 ', The cotal cost will be very close to our 1.78 expenditures,
alt cf || total care of the Marshallese years of experience iaOption A/}’ The reduction in the patient population will be offset by .

xy the : for screening, treatient and ' the cost of the ec 1cational program to explain the reason for i
"An additional objective would be follow-up. DOE best suitec to + Our cut-back in services and by inflation, ry

} to establish a single contact point identify single contict oint. ‘ “fy,

‘ tn DOE to coordinate all these pro-- Flexibility _. °

lve , grams and to establish close liaison Where: Screening of exposed This option offers us little flexibility. The pathologic ae
{ with DOE & DOL. In addition, since and control populations where- !J, conditions related to radiation exposure in the range deter- rs

i the logistics, e.g., transportation ever we can locate tiem. “emined for the Marshall Islands is rather limited, Our pro- em

. is a common problem to all users, ib gram under this option would be constrained to this limi:ed 4 i

Option there should be at least one i Whent Timing should xe bas.4 4 f area, mi
ids but at ial users meeting with additional upon the best availayl know IE

stations. . meatings as necessary, ledge regarding the tise i-ter- Avoidance of untoward consequences

‘ val for the detectio: of rdia- With strictly limited goals the probability of obtaining

tion abnormalities. ¥ valid data and early detection of disease is enhanced by

s£ coar- concentration of funds on limited objectives - i.e., minimun

iratorLles | How: The BNL medical ivam is 7 dilution of effort. However, the public outery against tie .?

in the currently doing considerab y . * reduction in the program could have serious political /sociolegic

1 in con- . more than studying radiation 2, consequences. ;
zrned U.S. related pathology- 4 well- io . .

has placed planned, high intensity edu- , Risk ; .
? credibility cational program Would be The risks to DOE/BNL are: The puolic reaction to reduced

, necessary to explain why the medical care. We are unable to quantify the risks to the

j medical program was beisty program offered by this option but they would probably ii-iude:

a viable pri- . reduced at this time. The f lack of patient cooperation (resulting in ? data), vigorous
‘solute movement to "free a-socia- | public procest (locally and internationally) and a vigorous
~~ , 7 tion" will probably 2"orer ise - * program for DOE/BNL te,at least,return to the previous level

Timir + the already inadequace wealth of care. Risks to the Marshallese are: 1) Failure to detect

The timing of the BNL field surveys care funding by the Truse other than radiation related diseases - with increased nor-
lly. However, is of great importance for the Terricory. bidity and mortality among the exposed & con-rol groups. 2)ult in following reasons: 1) Long lead time Possible alienation of the Marshallese by DOE/BNi resulting  

 

must be included to insure prope: -

notification of the Study group -
(especially on the outer islands - we
must always keep in mind the poor con-

munications) ;2) Long lead time and a

A SRA in a Hreakdown in vital conmunication.

Ver, a cutback

lese resulting
 

effectiveness or cost/benefit, The diffuse funding mechanisns make
it very difficult for the principal investigator to obtain ar

35 Cost /fefFectiveness ~ No data format now exists to compute cost/   
. accurate current accounting of monies expended on the medical proer

9 “low Level" fixed schedule will do much to counter Tf such dat. were available and all screening, treatment and col’strengthened the charges that BNL has planned its up ZOais Clearly defined, some s3ugh est “ation of cost/patient rLtrips to the outer islands to coincide be derived “
with the absence of many of the leaders;

its direce 3) Evenly spaced visits, about 245 months

ts to clarify apart will assist the BNL field staff in

the follow-up of the pathologie condic ion: cotee . te

d.e., a teloticvely Fixed cine base Line BAS? ? ? 5 9 } 9 2 2 2 9
ol . ms et =o



GPTION B

he deo “tion and treatme..t of radiation-related ciseases plus the care

a
k
e

nd fi; ow-up of patients in the Exposed and Control Groups Found to

have noo-radiation related diseases

f
™~

_Esprablish the ideal objectives.

te

l
IIl Constraints ‘ Til, Translation IV. Analysis
 

keSercening for radfation-related
pathologic conditions as in Option A
+ plus additional screening for age
ad sax correlated high risk diseases.

8. Treatment as in Option A for
radiation-related diseases. For all
other diseases change “tertiary"™
care center to primary orsecondary

care center, as available.

 

C, Follo«-up (as in Option A)
~ Change tertiary care to primary or
secondary care, as available.

r
r

’

Present levels of care a j
Screening: as in Optic.-A - plus, need to evelop

“risk tables" (age and sex specific) to expand’the .

screening data base. The relative improvement’in
recent health "statistics" should be of"some =.
assistance. Treatment: (1)(7)(€9)(10)(11)- Plus
iacreased logisticrrequirements of added care: Lf

i Follow-up: As in Option A ~ plus increased 5
logistic, and manpower required for care...

 pxisting Policy a ol Ai

As in Option A -"plus current operat
cedures already includes this added group and*

|

 

   

a
e
k
e
m
y 4

“others. Pa yfa it

, mo VERE oof
oop ’

Existing needs and demands © ae
 

As in Option A - Theneed for better-prinary .
‘eare is evident to many Marshallese. ~They are.
‘currently and have historically, demanded
better care.   

   “projected needs and demands Raley

*” As in Option A - plus an ever inersssing base | a’
‘population - crude growth rate 3% -- Wetter pri- .
mary medical care will probably reduce.mortality’ £

resulting in increasing population.“ghey Marsiall
are asking for birth control educations ' ™

‘pranning at_other levels” .

As in Option A = Plus significant’ decredse no
‘already meager T.T. support of medical’care due
to vote for "free association”

  

 

+

Existing Facilities :
1 As in Option A - plus the increaseToad oft
further patient care would strain the‘existing.
facilities resulting in severely diminishiag™returns
for each health dollar (below minimaciaMass"

» cheno MiB
Financial: (1) (5) (6) (7) (8) The aadberonlldycobee

will be a small increment in the existing screening

a program. The added primary and secondary care“and?
 

as well).

amount {dependent upon the diseases selected and their prevlance).

follow-up - both short/long term maybe a slgaificant
(Ste:facilities |por
age if, L

" . Manpower: (13) As in Option A- “but better cooperation will hopefully,TaproveCompitar

(and quality of data).

Timing:

D
e
r
a
e
e
e

operating’polsetee.
Po TK al ORMagence’ 

The increased screening requirements can be handled b. ‘better |
utilization of manpower, adding one Physician Asst. or nurse practitiéner. °na

As inOption A - However,“increased | coverage should raise. eredibilit
This option “4S still below current“operating procedures!" : ra
Demographic Pépulation Characteristics:.. veh
hostility* iticreased coopetation.,”"Pppulatiénundér care, stall tbedLOW
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a8As, in:OptionA --but with’

 

'Restatement of refined objectives
in consideration of restraints.
 

 

As in Option A - The increased

patient care demanded by Option B
will require a slight. increase in

power and logistics (funding).
[Since the increase is directly

elated to primary patient care

and is, therefore, not DOE'sres-
ponsibility, perhaps some inter-

agency agreement with DOI could
be reached to provide this supple-
ment. In addition, 1f, under the
“free association" agreement the DOD-

"Kwajalein taxes are to paid directly

  
  

  

—
e
e

e
n

|

to.the Marshall Isiands, some fixed
| portion might be diverted to pri-
mary medical care under a DOD/Kwaj-
Marshall Islend Government agreement.

Develop possible approaches tof
attaining the objectives, with!

each approach being stated in!
terms of:

 

va
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y
e

y
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y

;
L
O
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‘ecurrencly exceeding Option BR in

y

Where:

_ groups wherever we can Jocate i

- problems (alreadybeing done)

_ to cut back on our present
commitments to comply with

_ entire screening procedure.

sy 1
F:

What: Ag. in Option A - plus *™
selected “risk hazard appraisat"
screening, cate and fol-ow-up.,

 

i

‘\

, i
Who: As-in Option A — BNL is ae

ite

t “¢
w
e
p

oe
Cb

ye
d

wa
du

gt
g
1
m
f
w

am

active commitment.
, ‘

 

Screening, care and’
follow-up of exposed and control”

them,

  
   
   

    

 

   

   

  

  

  
   

  

  

When: As in Option A - plus;
regular intermittent visits
(every 2%5 months) for follow-
up of non-radiationrelated

How: We would, actually, nee

Option B, e.g., we have already ™
put almost all of the people :
formerly on Bikini through thi

i
1
'
]

 

“h
oe

t

VY. Selecti

 

Set forth the cri

Performance or re
As in Option A

to be expanded to

not currently ass
will be used to d

findings would be

diseases (age and
atherosclerosis i

“ young and old mal
a

Total Cost :

As in Option A

(explaining the c

discussed in the
that this option

 

Flexibility

There is increz

stationed at Ebey
‘in fact, it woulc

Avoidance of unte

:The added flexi

. Shaky credibilit,
The critical poir

« credibility gap a
' frequently and by
as soon as it is

Risk

The risks to DC
effort is below t

. (publicity, coop:
The risks to ti

disease will be «

  

* Cost/effectivene:
As in Option A

Timing
‘As in Option A

existing schedul:



   

p
e

S
e
r
e
r
n
e

ag,*rekuras

tical Mags"

elie: costs

screening —

care and?

stgpifics
cilities Fo:

“a ES
ove:> ‘complLar

  

i
TIL, Translation

‘Restatement of refined objectives
'4n consideration of restraints.
  

F

As in Opcion A - The increased

patient care demanded by Gption B
will require a slight increase in

matipower and logistics (funding) -
since the increase is directly
frelated to primary patient care
fand is, therefore, not DOE's res-
ponsibility, perhaps some inter-

} agency agreement with DOI could
be reached to provide this supple-
ment. In addition, if, under the

portion might be diverted to pri-

mary medical care under a DOD/Kwaj- 

”

w
e
a
e
e

m
e
a
e
e

oeSee

. Iv. Analysis
——Po V. Selection Criteria
 

. a ee

Develop possible approaches tof
attaining the objectives, witht Set forth tha criteria for the selection of an approach:
 each approach being stated inf

. terms of: -

 

“free association" agreement the DOD-
Kwajalein taxes are to paid directly

: to.the Marshall Islands, some fixed

Marshall Islend Government agreement.

 ioia te gen

 

What: Ag in Option A - plus *

‘selected "risk hazard appraisal"
screening, care and fol-ow-up.

)

 

‘who: As-in Option A - BNL is4 st
- currently exceeding Option Bin its

j active commitment. gd
° hag
" Where: Screening, care and

5 follow-up of exposed and cogrrol’

groups wherever we can locate’
them. f

_When: As in Option A — plus

regular intermittent visits {

(every 24 months) for foliow-*
up of non-radiationrelated
‘problems (already being done)

 

How:
to cut back on our present
commitments to> comply with

 

Bb .Be
Bee,

   

  
        

    
   

    
  

  

    

   

  

Performance or results

As in Option A - However, the section on radiatiofirelated ‘diseases will neec

to be expanded to include those age and sex specific general medical problens

not currently associated with radiation. The methodology of Robbins and bali
will be used to determine what specific historical, physical, and laboratory

findings would be most sensitive and specific to detect the most prevalent

diseases (age and sex-determined, e.g., we will notlook for coronary

atherosclerosis in young females, evidence for alcoholism will ber sought in
young and old males, etc.). . Sl

  Total Cost woeTEL
As in Option A -but we can cancel out the specific education " pragvan

{explaining the cut in services). The various cost trade-offs have been
discussed in the previous sections of this option. We must keepin mind,
that this option is still below our present commitment, - ft. :

s
f

There is increased flexibility with this option. We feel the ‘BNL tean
stationed at Ebeye cculd handle this additional load without problems -~
in fact, it would enrich their ‘Practice and provide some welconé{variety,

Avoidance of untoward consequences #

.The added flexibility and commit:.entof the DOE/BNL team should?enhance our ~
shaky credibility and generate trie gratitude among some. of theMarshallese.
The critical point is never to promise more than you can delivers. The

 

' credibility gap may be partially patched by saying "I don’t know™more

frequently and by forwarding all pertinent data onto interested!Marshallese
as soon as it is available. . i

 

Risk Be "
The risks to DOE/ENL are less than with Option A - Rouever,thia level of

effort is below the current program and will cause some adverse”Feaction

(publicity, cooperation, etc.),. ms
The risks to the Marshallese are that a great deal of potengiiy eveatable

disease will be excluded from our attention by this option.

 

 

Cost/effecriveness

As in Option A
 

 

As in Option A - The increased population would not opprsciauly«chaange our
existing schedule. nage :

«  



AlL cadiztion related diseases in rhe exposed and «-cacrol groups on tongelap and

Utirik ius ai: low level radiation exposed pat.ents who have already gone

through full = -reening - irrespective of findings of disease

- I. Establish the broad objectives II. Constraints

 

As in Options A and B but adding ‘Presentlevelscfcare

all patients, exposed to low level — As in Options A and B.

- radiation, who have already gone ; : .

through the BNL screening procedures. Existing Policy
- This represents the current level of As in Options A and B.
‘operaticn. In the future, the _ This option reflects existing
g Screening will be modified as detailed ‘de facto field policy.
for the "directed data base ~ risk

“hazard appraisal” approach of
"Robbins and Hall. "

*

  : Existing needs and demands” RE
’ As in Option Aand B, ‘Adding ae.
. portion of the Bikini population will |
: probably not fulfill the Marshallése 4
, demands orneeds. RRS fe
: toh og

:Projected needs and demands “ vd

As in Option A and B. Itseems

probable that we will be. unable to.
separate, for medical purposes, “+
the Bikini people who returned to —

Bikini from the remainder. on Kili,
‘The Eniwetok people willProbably

' also demand equal treatment...
; ae

‘ planning at other icvelsie“aea.
As in Option A and B.‘Poverful “a

U.S. congressional groups tes . z

Committee — on appropriations, fyg

_e@te.) are interested in and in- S
. . / _ vestigating the well-being,oF” “
pe the Marshallese. _ Sep oe
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  Ke *:
= pxisting facilities ‘ges EE

As in Option A and B. Mee en.
“design and construction offai flexible, .

oo “mobile screening and treatment support,
- 7° facility —- would in the Vong) run|oeie+}

f , ’ , “s *" 1° ¢nerease efficiency and reduce “ee

, . “cost ‘patient. :

P
s

tg
we
s
o
t
e
8

   
  

  
| Financial 

 

 

is “in‘option &A and B. "The“atgntti~” ”

- - gant variable will be “the (7) addition of the People of i*

e : Bikini and Eniwetok. | :

 

Manpower WTSm SS ike! Lye
aay - _As in Option’ ‘A“and B. ‘Again the addition of”‘Sikint and of

at. ser, the staff covld “oe
Baiwetok would more than double tte outpatient lo: However, € _

brobably handle the increased load’ with chevaddted n.of a Physiciansgsistant,

‘annd a nurse ‘practitioner. wor Be: *

wee Foy a i og tt es

- Timing gts.“byatk

    
  

   
    

 

    

   

wig of  

  
oeaT 6. . AsinyOptict“A?‘and

vaphie:‘Sspulation Ch:Characteristics- a

ption A;& Bt, Pays all patiemi

sapie‘Afiding Rspenige ¢3

IIT. Translations I¥. Analysis
V. Selection Criteria

 

Restatement of

refined objectives
in c.nsideration

of restraints,

Develop possible approaches to

attaining the objectives, with !

each approach being stated in

terms of:

ce

the criteria for the selec

aeeepn

Perfor.12_0or_reresults

As iv OptionsnsA and B.

Set for:
 

 

 

 

As in Options A and
B - 5 nce this is our
present level of
operation with existing
runds - no significant

translation of

objectives is needed.

9052221
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What: As in Options A and B.

Who: As in Options A and B. —
pl.:s all patients, exposed

to iow level radiation whe have

already gone through BNL

screening procedure - again

status of Bikini and Eniwetok

will change requirements.

 

Where: As in Options A and & -
plus Kili, Jaluit, ?

Eniwetok ? Ujelang.

 

When: As in Options 4 and B.

How: If the patient load is
doubled and increased,

prirary care is expected.

There will need to be approxi-

mately a doublinz of the operat-
ing budget with = 66% increase

in personnel and a ship

assigned specifically to the

medical program. - it would be

prudent to separate the

identify of the Bikini-

Eniwetok group from BNL ~

We could retain adminis-

trative control and

function as advisors, but

a subcontra_tor might

alleviate some of the

anxiety >of the new study

group tht would arise from

the "radiation" oriented
BNL group. We would suggest

Che University of Hawaii as

the most. suitable and in-

Total =.60

As inopcions A and B. See columr
~ How: zor discussion of costs.

Flexibility

As in options A and B - Increasing
Lirger resvonsibility for care and t
aiid Manpowet) - permits better schec

Avoidaura«i untoward consequences

As in Op! ions A and B - plus added

cimprehensive care.

Risk
As inQotions A and B - With incre

pzitient caie the possibility of subc

pe:rformince may increase - ? Ov’ -

cein be offset by adequate plannit.
stipport - Expanded operations wit?: i

sFiould nt ve attempted.

Ceoost/effect iveness
As intptions A

 
A and B.

Ti ming
As in Options A and B. This is ti

of the poli-ical and socioclogic situ
to enlarye che program and to make a

ch ange the ‘mage of the study. terested party. Funding for
this increase in primary care |

might be obtained by pass- : {

through founding from DOT. i

5052221



IIl. Translations . IV. Analysis Vv. Selection Criteria
 

Develop possible approaches to Set for: the criteria for the selection of an approach:Restatement of +s .
® attaining the objectives, with Louw 

 

of refined objectives
wk in consideration

‘ of restraints,

each approach being stated in Farform.ic2or results
terms of: As iv Options A and B.
 

 

What: As in Options A and B, Total _.st

“As in Opecions A and B. See column IV.

— How: for discussion of costs.

As in Options A and

B - 5 nce this is our
present level of

operation with existing

Who: As in Options A and B. —-

pls all patients, exposed

to iow level radiation wie have Flexibility

  

edng @ me, iunds - no significant

5 a
p
r
o
n
”

ion will, translation o° already gone through BNL ; As in Uprions A and B - Increasing flexibiiity due to ;
nallése { objectives is needed screening procedure - again Larger res.onsibility for care and better support (logistic
on Sage . status of Bikini and Eniwetok aiid manpower) - permits better scheduling.  

   
will change requirements.

Where: As in Options A and B -
plus Kili, Jaluit, ?
Eniwetok 7? Ujelang.

 

 

Avoidance«= untoward consequences
As in Opi ions A and B - plus added credit for more

cimprehensive care.

  

, R-isk
° re When: Asin Options 4 and B. "As in Options A and B - With increasing volume of

we ee! piitient caie the possibility of suboptimal or poor
‘aa a How: If the patient load is pe:rformance may increase - ? Ov -vraitment ~ this
Bog: doubled and increased, czim be offset by adequate plannit. .:d logistic
a prirary care is expected. Suipport - Cxpanaded operations wit!. ut these elements

; “Ad There will need to be approxi- stiould not se attenpted.
Oe mately a doubline of the operat-

, apd a ; dng budget with =. 66% increase Cc st/effcctiveness
ae 724 4° ‘ in personnel and a ship As in Cptions A and B.
oe 4; assigned specifically to the . -

¥.  a te : medical program.- [t would be Ti ming
fo Ais ar j prudent to separate the As in Options A and B. This is the optimum time, in light
a de | identify of the Bikini- of the poli-sical and sociologic situation in the Marshalls
- thts * Eniwetok group from BNL ~ to enlarge “he program and to make a positive effort to
Elexible, ~ | We could retain adminis- ch ange the mage of the study.
tCsupport, { trative control and
roneof function as advisors, but

   
    

 

2 NBMERt
stgnifi—
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a subcontrator might
alleviate some of the

anxiety of the new study

group th.t would arise from

the "radiation" oriented
BNL group. We would suggest

the University of Hawaii as

the most suitable and in- |

terested party. Funding for i
this increase in primary care!
tight be obtained by pass~ |

threagh funding from DOT. ;
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OPTION D

ALL radiation related diseases in the exposed and control

por ulations plus full screening of all inhabitants now

living (er scheduled to be repatriated to} Marshall Islands contaminated by atont

i. Establish the broad objectives

‘As in Options A, B and C but with

atied emphasis on early detection and

treatment ot all significant diseases.

This option offers unequivocable

evidence of the true concern of the

U.:.‘for the comprehensive health care of

t': peoples of the islands contaminated

by the testing program. ‘

fn addition, such a program would

aiiow us to develop a mucn more signi-

f'sant "health profile" of the
inorshallese to assist in the deter-

mination of petential radiation
tzLated pathological conditions.

a
ee
)

9052228
 

ic fallout

II. Constraints

Present levels of care
As in Options A, B and C — This opticn

exceeds the mandates of our present pre-
gram and would be impossible withouc
an appreciable increase in funding.

Existing Policy

As in Options A, B and € ~ In additior

in light of the recent (Gece. 12, 1978) °

DOE/DOI/DOD meeting on the status of the

peoples of Eniwetok and Bikini, it appears

that this option is the one favored by

the Under Secretary of the Interior

Mr. Joseph. ,

Existing needs and demands

This option most closely meets the needs

and demauds of the Marshallese people and

their leaders.

Projected needs and demands

Since this option provides adequate

health care for all currently and

potentially involved Marshallese, it

should meet all projected needs and déenaads

Planning at other levels
As in Options A, B and €

Existing facilities

As in Options A, B and C - A major expansion

of existing facilities would be necessary to

Support a medical program more than twice: the
present effort.

Financial

A cost study would need to be instituted as
soon as possible to determing the curren: and
future costs of such a program (please sve
section V Selection Criteria) -— under "Total
Costs".

Manpower (13)

As in Options A, B and C. = Please see Section
IV Analysis of "dow" for manpower requirements.

Timing

The time is now optimum for DOE :- lisit of

DOI and Narshaliese scatements of needs.

 

DemocrannicPooularion Characteristics
Wry onaeanee

“S$ i Optio: boanmd C - The ary vie

cavere: .tLL be cuch mare than devi? 2 4. this
opt bon + iy . (aed

LII. Translation
Ty. Analysis
 

T
i
e
n
e

emur
e
e
a
o
r

Restatement of refined

objectives in consideration

of restraints.

As in Options A, B and C,

the restatement af objectives

will be dependent upon:

1. The definitions of the

role (moral/fiscal) of the
administrators of DOI and ‘
DOE to carry through on che
statements of principal made
at the Oct. 12, 1978 - DOI/DOE/
DOD meeting in Washington, D.C.

concerning the status of the

peoples of Bikini and Eniwetok.

2. %I£ full health care respon-

sibility is assumed - Option D

needs no restatement.
3. If limited health care

responsibility is the choice ~

some compromise between Options

C and D is indicated.

 
| 9052228

Develop possible approaches to

attaining the objectives, with

each approach being stated in

terms of:
 

 

What: Full directed data base,

Screening and follow-up of

pertinent findings in population

defined under “Objectives”

Who: With the expansion of the

patient population, it would

be wise ta set up (2) field

medical teams; (A) the BNL-

acute exposure study team

(covering vecples of Rongelap -

' Utirik) and (B) the “low level"

study group - under contract ~

both supported by adequate-1°

care at Ebeye and Majuro-

=20

Where: As in Option C.

When: As in Options A, B and C.

How: As in Option C - plus

added manpower to support 2 Field

teams plus at least 2 U.S.

trained physicians at Majuro and

Ebeye - supported by para-

medical personnel, Physician

Assistants and nurse

practitioners.

 

VY. Selection Criteri

Set forth the criteria fo

Performance or resuits

Research based upo’ a £

system will provide opti

population of the Marsha]

of these only about 2,00(

Option D. The remaining

the general improvement

primary centers, - but tl

the medical staff - work

medical officers and the

Total cost

Really impossible to d

However, based upon our

C) with a cumulative bud

to Option D shoul cost .

 

Flexibility

This option gives us t

examinations in the fiel

medical and transportati

Avoidance of untoward co

This option offers the

ment to the people. Thi

image of U.S. in ail of
In addition, with the ne

might decide to fill the

physicians (with the goo
nuciear MD's might becom

Risk
Least risk of a11 opti

then not honored.

 

1

Cost/effectiveness

As in Options A,B and

Timnin

This is the optimun t*

reasons: A} The movemel

the Marshall Islands in
the health care deliver)

in this period of gener:

of Bikini and Eniwetok i

- to their very legitimats

052228
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Til. Translation tv. Analysis V. Selection Criteria

. Aestatement of refined Develop possible approaches to Set forth the criteria for the selection of an approach:
1S Opticon objectives in consideration attaining the objectives, with
sent pre- of restraints. each approach being stated in Performance or resuits

Chouc , terms of: Research based upo- a sound primary - secondary care delivery

‘NB. As in Options A, B and C, . system will provide optimum care for each patient. The total
the restatement of objectives What: Full directed data base, |pulation of the Marshall Islands is about 22,000 people -

. will be dependentupon: screening and follow-up of i of these only about 2,000 would be completely covered by
addittor., pertinent findings in populat on Option BD. The remaining 20,000 would benefit greacrly by

» 1978) 1. The definitions of the defined under "Objectives the general improvement in the quality of care at the
1s o- Fhe role (moral/fiscal) of the primary centers, -- but that would be a secondary goal ofit appears administrators of DOI and ,

|

Who: With the expansion of the the medical staff - working with the existing Marshallese
red by DOE to carry through on the patient population, it would medical officers and their staffs. ,
"10r, statements of principal made be wise to set up (2) field

at the Oct. 12, 1978 - DOL/DOE/ medical teams; (A) the BNL- Total cost

DOD meeting in Washington, D.C. acute exposure study team Really impossible to develop a reasonably accurate figure.
concerning the status of the (covering peoples ofRongelap " However, based wpon our present operating expenses (Option

the needs peoples of Bikini and Eniwetok. Utirik) and (B) the “low level ' C) with a cumulative budget of about 1 million the expansion

‘eople and ©, 2. Té full health care respon- study group ~ under contract ~ o i to Option D should cost about 1 to 1's million extra.
' sibility is assumed - Option D bith supported by adequate-19 -20 °
needs no restatement. care at Ebeye and Majuro. ! Flexibilit

Ftexipiitty* 3. Lf limited health care | This o . 7: i heduld. . : . . . S ‘ . ption gives us the greatest flexibility in scheduling

quate responsibility . the choice - Where: As in Option C. examinations in the field, due to the increased on-site
some compromise between Options . - .

-, it C and D is indicated, When: As in Options A, Band C. medical and transportation resources

d naz is
and denaads How: As in Option C - plus Avoidance of untoward consequences

“added manpower to support 2 field This option offers the best proof of a sincere-U.S. commit-

teams plus at least O 5 ment to the people. This should help greatly in improving the

trained hysicians at Majuro and image of U.S. in ail of the media - U.S. as well as international.
Ebeye - supported by para- In addition, with the new "free association", the Marshallese

ajor expansion 1 medical personnel, Physician might decide to fill the primary medical care vac ium with Japanese

necessary to t Assistants and nurse physicians (with the good possibility that left wing - anti-
tk

: t s + 2 5 .han twice: the i practitioners. nuclear MD's might become entrencned in the Marshalls).

. Risk
: , Least risk of all options - unless commitment was made and

instituted as then not honored.

pleasece Cost/effectiveness
a e we

under "Total As in Options A,B and C.

Timing

This is the optimun cime for implementing Option D - for two
ease see Sect reasons: A) The movement toward “free association" has placed
rte wieomeeeenn the Marshall Islands in a state of transition, The revisions in

9 omnes ‘ the healch care delivery systems could wove along most smoothly
in this period of general and economic transition. B) The people

E i- liett of of Bikini and Eniwetok are demanding quick and decisive answers
E needs. to their very legitimate requests.  5052228 5952228
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These demand further study and resolution if we are to meet the basic tenets

of screening: Do NOTscreen unless:

1. You are prepared to follow-up and resolve false positive

and false negative findings.

2.° The screening process will result in some benefit for the

patient.

From a moral and medicolegal standpoint, we should insure adequate

follow-up and treatment of all treatable conditicns. To. identify disease,

inform the patient of the disease and then fail to treat: it, would run the

risk of 2 serious Joss of credibility for the medical team: and more importantly,

a disservice to the patient. For example, if a patient is told he is hypertensive

(e.g., diastolic over 105 mmHg), and is not treated, he can assume that:

1. the findings are of little importance because..."the doctors

did nothing about it..."3

2. the doctors don't care enough about the patients te try to

treat. the condition.

Either result is undesirable.

_These problems in. the "philosophy" of screening are notminor.. They shkowid

not be ignored in planning this program. A close examinatian of the actual -

field conditions reveals that the unavailability cf adequate treatment and f£ollow--

up is the critical preliminary determinant of exactly what should be done in
 

planning the details of medical and biochemical screening for primary care.

Screening for research operates under different constraints, usually protected

by a committee to inform and protect the research subject (A Human Studies Review

Committee). Failure to comply with either the research or primary care requisites
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of screening is to invite patient dissatisfaction, litigation, loss of

credibility and poor medical practice.

We have emphasized the problems inherent in "expanded" screening because

the research goais of the radiation related diseases are clearly defined in

the "189", but the “expanded health care program" is relatively undefined. We

have attempted to define the basic "189" in Option A and the spectrum of

"expanded health care programs" in options B through D.

The synthesis we are attempting to achieve is the full. mandate of

Option A, plus as much of Option Db as is feasible under present jurisdictional

and funding constraints. DOE clearly has responsibility for Options Aand B

and the Trust Territories (under DOI) the remainder of primary and secondary

care under Options C and D. However, with the new movement to "free association"

the responsibility will shift to the administration and people of the Marshall

Islands. We would suggest some initial interdepartmental funding to support

whichever option DOE/DOI desires until the status of the "free association"

is clarified. After a responsible governing body is identified in the Marshalls

a new "sharing" of primary and secondary healti costs might be negotiated with -

the Marshalls, that would direct an adequate percentage of their budget into

health care. Wefeel the medical administrative expertise does not currently;

exist in the Marshalls tc implement and manage this new system and would strongly

urge the interested parties to obtain the best available health care system

analyst to develop realistic cost/effective short and Long term plans for

adequate health care with existing and expected resources.

This is the optimum time to perform this type of study and planning and

the outcome will greatly influence the scope of the BNL medical effort. Serious

consideration should be directed toward the utilization of existing expertise

in developing health care systems for the South Pacific. The University of
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Hawaii has developed well-recognized and highly-effective programs to deal

with many of the basic problems confronted by the Marshall Islands. Those

problems are basically a maze of anthropologic and sociologic characteristics

determining the health status of the society and each individual. We feel

a multidisciplinary approach to restructuring the health care system will

be the nost cost/effective method in the long run. The University of Hawaii

has expressed an interest indiscussing this concept with the BNL team. We

feel a coordinated effort by BNL and the University of Hawaii, working with

the existing Trust Territory medical program could achieve most of the goals

of Option D. Such a program could be developed incrementally, under con~

tract, as specific problems were identified.
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ADDENDUM TI

TG

DOE

POSITION PAPER ON THE

BNL MARSHALL ISLAND PROGRAM

(DATED DECEMBER 1st,1978)

Dr. Wyzen of the DOE has asked for amplification of the role of the

BNL resident physician under each of the options listed in the basic position

paper.

Dr. Conard and I feel the role of the resident physician under Option A

(the detection and treatment of radiation-related pathology in exposed and

control populations) should be outlined as follows:

1. The resident physician's (RP) primary responsibility is to function

as the on~site coordinator of the BNL program. He is responsible, in addi-

tion, for the supervision of the daily follow-up and treatment of the exposed

and control groups in the basic research protocol for radiation-related

diseases.

Additional responsibilities under Option B: (A-plus the care and follow-

up of patients in the exposed and control groups found to have non-radiation

related diseases, e.g., diabetes)would include:

le. As inA- plus the medical follow-up and treatment as indicated for

those specific conditions found in ancillary studies as part of the BNL field

surveys, e.g., diabetes.

Additional responsibilities under Option C: (A and B - plus medical care.

for all low-level radiation exposed patients who have already gone through

full screening - irrespective of findings of disease, e.g., people living

on Bikini - April 1978) weuld include:

1. As in A and B - plus screening, follow-up and treatment for the 137

people examined on Bikini (April 1978).
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Finally, the additional responsibilities under Option D : (A,Band €

pius full screening and follow-up) of all inhabitants now living on(or

scheduled to be repatriated to) Marshall islands contaminated by atomic

fall-out):

1. As in A, B and C — plus the medical care, i.e., screening, follow-up,

treatment and primary preventive medicine of this enlarged study group (maxinua

about 2000 patients).

The term "medical care" in each of these options has been purposely left”
‘ ;

undefined. The spectrum of medical care could range from a very narrow inter-

pretation of the research mandate related solely to the detection and treatment

of pathologic conditions thought to be related, with a high probability, to

radiation exposure to a widely expanded concept of “medical care" covering

primary prevention, 1°-2° care and comprehensive health care ~- similar to the

defined role of the family practice physician, as defined by the Academy of

Family Practice.
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