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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.

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 éxpanded
to include care for non-radiation related diseases.A This evolution
has been necessitated by the virtual absence of adequate primary
care In the Marshall Islands. The BNL medical team has responded
in a2 humanitarian manner to diagnose, treat and follow-up a number
of pathologic conditions which,if untreated,would have led to
increased worbidity 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 respounsibility of any screening effort is

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 wiif 5‘3.3
v . UN"'/ENA'JL‘J .
having to deal often with the probability that a specific ' IS

pathologic conditjon is or is not related to radiation exposure,

since a cause-—-effect relationship is impossible to establish

definitely for any given case.
C. The people are intelle;tually and emotionally unable to deal! N;g;s.?
with the concept of "prﬂbability" 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. , odfﬂﬁcfbi
A. 1In the absence of a satisfactory primary care referral base, the}  ownN o
" 20 .-

ee!

BNL Medical Program has expanded its mandate to include such things j
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 Texrritories health care

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

follﬁw—up these patients. Consequently, the BNL medical team 3jﬁ7,
has become the de facto primary health care provider to an (Zu’f;{”e ‘7
ever expanding group of Marshallese. The rationale of the :
ey
Marshallese in the BNL program for their claim to the "right /§ ‘:;fﬁéﬂ\
for all medical care" is their association of practically all g;;iL{g;g
illness with radiatiLn. . ﬁ%/mQV '
3. The BNL medical team, because of it? frequent surveys has, in the Aqgﬁ;YﬁN®
eyes of the Marshallese, come to represent the U.S. "presence" in L?ﬁﬁ%i;ﬁéf}
the islands. The BNL Medical Program has, therefore, become the Vs

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 kmowledge, 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’v:‘afiC
sl

paper that would outline for DOE the alternatives for the support of a study of Biﬁ;ﬂ
42 stucy of VR,

P
i

radiation related injuries 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 s

ot .{FJ‘; , ﬂ"‘

Marshall Islands. We feel a failure to deal effectively, in some way, with‘Wgtﬂdffzﬁ!
' : o me

the primary care requirements of the people will lead tr further ill-will, Eof Qﬁﬁﬁu?;

| e

failure to comp{zhyéth the research protocol (e.g., thyroid therapy), and ?ib 4ﬂ5@ ;

L e ————— e A e @ s e

———

finally, litigation and a call to foreign and Eggigpq}ﬁgg}@;gpg}gggfg:oups !
to witness the “miétreatment" of the Marshallese by the U.S. govermment.
Since primary medical care is clearly not the mandate of the DOE, perhaps
some Iinterdepartmental agreement could be ?eached with the Department of
Interior and/or the Department og Defense to answer this very pressing problem.
U.S. monies are already going to the Trust Territories o 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 elemeﬁts 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 Column II (labelled
constraints) on the flow sheets for each option. Secondly, constraints shoild

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 a varying degree of modification

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

207 of tha funds necessary to reach the objective).

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

and treatment of:

A.

Thyroiﬁ and other radiation-related diseases in the exposed and
control populations,

All of A plus other patients already taken into the stqdy with
non-radiation relatea diseases (e.g., diabetes). This would
inclucdz exposed and control group patients only.

All of A and B plus all low levél radiation exposed patients who
have gone through full screening, irrespective of findings of

diseas2,(e.g., the Bikini group).

i

- All of A, B, and C plus full screening of all inhabitants 1:'Lv:‘mg’(,l,;,)L"f‘fr>
on, or scheduled to be repatriated to, the Marshall Islands 'kﬂ’“
conta=inated by atomic fallout; i.e., background radiation ﬂﬂ 7vﬁr
higher than median for all Micronesian islands. Z{Y

With these four options in mind, we must first consider the common con-

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

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

appropriate.

1.

The common constraints are:

Under current operating policies, DOE responsibilities do not ,77 )’

YU
a4t
include health care for non-irradiation related pathologic ‘?

conditions.

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 the experts. In

light of the possible change in ICRP maximum permissible

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

the future.

The dosimetry of the islands involved in the March 1, 1954
accident is uncertaiﬁ. It has been restudied and revised
repeatedly as new technology and new data become available.
Under the circumstances, only population dosimetry 1is

possible. It would appear from the pathologic fesults, 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).
Irrespeclive of the calculated doses to the exposed population,
the development of radiation-related disease far which the
DOE/BNL/DOI has accepted moral and fiscal responsibility has
fixed in the minds of the Marshallese the fact that they and
their land have been "poisoned" (synonymous with the Marshallese

word for radiation). This intellectual, psychological, and

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

The Marshallese consider themselves a "unique" subpopulation

of Micronesia. Their documented "injury” by the U.S., supported .

by anti-nuclear world opinion, gives them great political
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and economic 1éverage. Their recent movement for "frée
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 béen identified as "injured"
through property and/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

for the BNL team. The reasons for this include: jo N90
R . e
a) very poor administration (fiscal, personnel, planning, etc.); i?ﬂsic
b) poor liaison with their socurce of funds, i.e., Trust Territory; ;@éidﬁi
¢) under-trained professionals; ,16ﬂ¥€}ﬁ
d) heavy patient load (high incidence of a wide spectrum of ;{2jﬂbﬁ“
diseases). ?
e) very poor facilities and upkeep. . \d€>
The current "power base'" in the Marshall Islands lies in the hh&
hereditary leaders and their appointed followers. They have r{fQFf
assimilated themselves into the modern (free association) G;@c;r“

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

PP S P S T L s

of "self-determination'". These leaders are the people with
whom we must deal to resclve our problems, but we must understand

their orientation and goals. One of these followers recently
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i0.

advised his coastituents to refuse U.S. compensation payments
berause he interpreted the payments to be a final settlement
for all future claims. We feel the leadgrs iealize the
possibility of the potential closing or sigpmificant reduction
in the government investment in Kwajalein, which is their
major financial bése. Therefore, they will probably demand
continued reparations for(their land and people.

Due to the wide dispersion of the islands (atolls) and peoplé,
transportation for the medical team, as well as for the

economy, becomes of primary importance. Little is being done

to_solve this problem.

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 prbblems are technologically very simple and relatively

inexpensive, Yet somehow they have not been implemented.

11.

12.

High volume screening of patients for specific data has _
become a highly--specialized area. Improvements éan be made

in screening facilities ana methodologies, and these are
outlined.

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

to be accumulating an increased body burden of 137Cesium,
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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

reasoning will probably apply to the people on Eniwetok gy

and Ujelang.

13. Personnel ceilings, currently in effect at BNL, prohibit any
significant expansion c¢f the program, e.g., the additicn 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 A and 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 @CK <
Rongelap and Utirik. This included complete medical and laboratory examinationsj VQEQ
N
l
of ...all Marshallese living on these atolls." The problems inherent in that Ncﬁw
\§

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 nurber of "abnormal" findings have been identified.
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7. s deteztion and treatment of radiation related pathology in exposed

end control populations

i. Establish the ideal objectives

*Note: Numbers under comstraints refer
to common coastraints, text p.o-:

o I1. Constraints

"I Screening:

that pathologic findings are sought?
(A} Thyroid + Hypofunction and/or
uwoplasia — adenoma or carcinoma
{B) Dreast CA (C) Skin CA

‘D) liematologlc-leukemia, myelo—
finrosis, aplastic anemia, (E)

Cl tract CA (F) Genetic abnor-
c.alities (sample size too small
v establish a cause » effect

re lationship to genetic abnor-
.:lities) (per Dr. J. Neel).

© 2. Treatment:

v Short-term whatever treatment
. indicated to stabilize the
.aticat until he can be safely

transported to a designated
tertiary care center for
definitive therapy.

%) Lony-term therapy directed
~owards the pathologic con-
dition(s) found at screening
or by tertlary care.

3. Follow up:
(A) Short-term periodic re-
evaluation of any detected
abnormalities to determine
their status, e.g., progression
vs rewission.
(B) Loug-terin: fixed protocol to
follow tertiary/post operative
zases for the rest of their
lives.

Fi- ncial

Present levels of care
Scrzening: (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)*

Our resident MD can easily follow up the

treated cases but not general primary care.

Existing Policy

(1) (4)(5)(6)(7)(8)(9)(10)* A ccmmon
point of contact does not exist for all of
the agencies effecting or effected by the
BNL medical program.

Existing needs and demands
(4 (5)(6) (M (8)(DH (G 1)Y=

constraints for Option AL

No uriique

?rojected needs and demands

()N BYBGIBY (N3 (I (10) (11)* ~ Opefon

A offers the minimum needs and derands but
will not meet the Marshallese c:xpectatifons. .

Planning at other levels

M 2YBYBY(BY () (B)% ~ The lack of coor-
dination/liaison amor3 the many laboratories
and governmental ageancies invilved in the
care of the Marshallese has resulted in con-
flicting information from som: corcerned U.S.
officials. The resulting conliusicn has placed
the U.S. in a vulaerable position - ? credibility

Existing Facilities .
TN (8)(9)(10) (11)* ~ The lack of a viable pri-
mary referral system is almost an atsolute
constraint.

“(5(T8) (7) (8)* - option A will require the lowes: operating budget, irl:ially. However,
e costs of litigatisn brought by the Marshallese ror compensation could resule in

significant incrzase in U.S. payments,

sanpawzr = (D)) (A (5)(T)(L11)* - Option A offers lowest requirements. However, a cuiback
in the level of care provided will provoke lack of cooperation by the Marshallese resuleing

er

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

Timine - (2)(3) (&) (7)* - Marshallese claim injury due to long-term €xposure to "low level"

yadlation. Recent U.S. "low level™ studies and fear of long term effects hzs gtrengthened

viirshallese position.

cricevances unsuccesstul to date.

Bikini episode - media.

Demographic Population Characteristics (M (7 (8) (9 (10)* - The culture prohibits direct
-upression of hostility toward another.

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

_ LIT. 1ranslation

.

IV. _Analysig -

teinstatement of refined
sbjectives in consideration
of restraints.

'} The relative constraints would
not materially change the basic
objectives of Option A.
tional objective has been generated
oy the identification of a lack of
coordination among the various
agenclies and labs involved in the
total care of the Marshallese

An addi-

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 DOE & DOI.
the logistics, e.g., transportacion
is a common problem to all users,
thzre should be st least one
arwal users meeting with addit:ional
we2tings as necessary.

In addition, since

Develop possibie approaches €
attaining the objectives, with
each approach being rtated in
terms of:

What: Screening(pricmary de-
tecticn), Treatment-:-boct-term,
Follou-up,short § loug-term,
Single contact point for effi-
cient coordination o’ abov..

Who: BNL medical teaw has 25
years of experience aOptior. A
for screening, treatuént and
follow-up. DOE best suitad to
identify single contace wint.

Where: Screoning of uxposed
and control populations where-
ever we can locate them.

When: Timing should e bas-d
upon the best availabl kn. w-
ledge regarding the ~iue 1-ter-
val for the detection of r.dia-
tion abnormalities.

{ How: The BNL medical team is
cutrrently doing considerab
more than studying radiatiin
related pathology. A well-
planned, high intensity edu-
cational program would be
necessary to explain whv the
medical program was bei:
reducad at this time. The
movement to "free a.socla-~

Timir ¢
The timing of the BNL field surveys
is of great importaunce 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
nust always kecp in mind the poor com-

munications);2) Long lead time and a

fixed schedule will do much to 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 2% months
apart will assist the BNL field staff in
the {»)low-up of the pathologic condicion
e, a retatively Bivoed tive base line

tion" will probably :omorer se
the slready inadequaie heai:th
care funding by tha Trust
Territory.

/

cenc92775

e

o -

" Set fo:

: Perform.

i\ A det.

. medical

‘:'- related

,. the hisi

4 the enrli

" document !
condition

... @ppropriat

asgured b)

L 2

Total cost
5 The tot:
* The reduct
; the cost ¢

1 our cut-bs
Ty

.
¥

5

Hlexibilit
~ This opt
conditions
*mined for
gram under
. area.

r' Avoidance

~ With str
r'yalid data
§ ‘toncentrat
{lutiomn o
eduction

sequenc

The risk
medical ca
| program of
;" lack of pa
. public pro
*program fo

of care. R

other than

bidity and

Possihle 2

in a break

Cost/effec
effectiven
it very di
accurate c
If such da
up goais ¢
be derived



. refer

ats
d

o
» the
y care.

on
alt of
)y the

e

Option
«ds but
:tations. .

»f coor-
ratories

in the

1 in con-
:rned U.§,

has placed

? credibility

i viable pri-
'solute

lly.
ult in

However,
ver, a cutback
lese resulting

o "low level”
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JLIT. Translation

IV. Analysig

teinstatement of refined
ubjectives in consideration -

‘The relative constraints would

not materially change the basic
objectives of Option A. An addi-
tional objective has been zenerated
by the identification of a lack of
coordination among the various
agencies 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 DOE & DOI. In addition, since
the logistics, e.g., transportacion
is a common problem to all users,
thare should be at least one
ar wwal users meeting with addit:ional
meatings as necessary,

Timirzs
The timing of the BNL field surveys
is of great importance for the
following reasons: 1) Long lead time

must be included to insure proper -

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 to 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 2% months
apart will assist the BNL field staff in
the 7ollow-up of the pathologic condicion
i.e., a relatively fixed time base line

v A et .

What:

Develop pnssiblc approaches to .

attaining the ohjectives, with j
each approach being statzd in
terms of:

Screening(prinary de-
tecticn) . Treatment--hort-term,
Follow-up,short §& long~term,
Single contact point for effi-
cient coordination o abov..

Who: BNL medical teaw has 25
years of experience inOptior. A
for screening, treat:ent and
follow-up. DOE best suitaed to
identify single contact aint.

Where: Screaning of nxposed
and control populations where-
ever we can locate them.

When: Timing should je basz-d |
upon the best availabl kn.w-
ledge regarding the tine 1 ter-
val for the detectioa of r.dia-
tion abnormalities.

How: The BNL medical ieam is
currently doing congiderad
more than studying radiatiin
related pathology. & well-
planned, high intensity edu-
cational program would be
necessary to explain why the
medical program was beidy
reduced at this time. The
movement to “free a:socia-
tion" will probably :>rorerise .
the already inadequaie ieal:th
care funding by the Trusc
Territory.

e —— e ]
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:i:nined for the Marshall Islands is rather limited,
AF;gram under this option would be constrained to this limi:zd

\ ;

— -V._ Selection Criteria .

- Set forth ths criteria for the gelection of an approach:
Performance or results .

A detailed research protocol will be developed to specify the
medical criteria and algorithms for the detection of radiation
" related pathologic conditions (e.g; disease specific items in

the history, Physical exam and laboratory profile to detect
. the earliest deviation from "normal function" + TSI (to

document thyroid hypofunction,) Each identified pathologic
condition (listed under objectives) will be screened by tha
appropriate methodologies. Treatment and follow-up will be
assured by appropriate algorithms and check lists.

e

- Total cost(s)
*, The total cost will be very close to our 1.78 expenditures.
The reduction in the patient population will be offsct by
__ the cost of the ecicational program to explain the reason for
». our cut-back in services and by inflation.

'

Flexibility
This option offers us little flexibility. The pathologic

conditions related to radiation exposure in the range deter-
Our pro-

 area,
Avoidance of untoward consequences
A With strictly limited goals the probability of obtaining
--valid data and early dztection of disease is enhanred by
‘concentration of funds on limited objectives - i.e., minimum
~ dilutiom of effort. However, the public outcry against the .
g'yeduction in the program could have serious political/sociolegic
. tonsequences.

g

. Risk
The risks to DOE/BNL are: The puolic reaction to reduced

medical care. We are unable to quantify the risks to the

program offered by this option but they would probably 1. iude:

lack of patient cooperation (resulting in ? data), vigorous
F‘publj.c protest (locally and internationally) and a vigorous
*'program for DOE/BNL to,at least,return to the previous level
of care. Risks to the Marshallese are: 1) Failure to detect
other than radiation related diseases - with increased mor-
bidity and mortality among the exposed & con-rol groups. 2)
Possikle alienation of the Marshallese by DOE/BNL resulting
1n a wreakdown in vital communication.

Cost/wffectiveness ~ No data

ctiveness format now exists to compute cost/
effectiveness or cost/benefit. The diffuse funding mechanisms
it very ditficulec for the principal investigator to obtain ar

accuydte current accounting of monies cxpended on the medical progr

make

If such dat. were available and all screening, treatment and fol' s -
mation of cost/patient 1l

un 20ais clearly defined, some

sugh est’
be derived
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GUTION B

> “tion and treatme:t of radiation-related diszeases plus the care
24 fo ow-up of patients in the Exposed and Control Groups found to

e

have non-radiacion related diseases

v
i
i

II Constraints

'

II1. Translation

. IV. Analysis

L. S¢ ,ggq:l;__g for radiation-related
pathnl sgie conditions as in Option A

- plus additional screening for age
.nd s2x correlated high risk diseases.
B. Treatment as im Option A for
radlation-related diseases. For all
other diseases change "tertiary"
care center to primary or secondary
care center, as available.

C.__Follow-up (as in Option A)
- Ch‘mge tertiary care to primary or
secondary care, as available.

7S

?tesent levels of care ’ i j -
Screening: as in Optioc.- A - plus,. need to evPlop
"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
increased 1ogist1c requirements of added care. S
;Follow-up: As in Option A - plus increased 3
1ogistic and manpower required foxr ca

Existin Polic

. shoL el f\,, !

Existing needs_and demands - AR
As in Option A - The need for better'-pximaty .
‘care is evident to many Marshallese. They are . -
‘currently and have hi.storically, demanded )
better care. f

20 p AR

et

Projected d and demands } Eito
»" As in Option A - plus an ever 1ncteas:lng base ' |
‘population - crude growth rate 3% -- lﬂtter pr1i’
mary medical care will probably reduc
resulting in increasing population.’
.are a<¥ina for bitr.h control educati

?lanning at other 1evels 3

As in Option A ~ Plus significant decrease Ta i
‘already meager T.T. support of medical?’ care dua
_to vote for "free associatjon” S

+

Existirg Facilities
As in Option A - plus the i.vncreaseq!’u
further patient care would strain the’ existiﬁ
facilities resulting in severely di.mininhi.ng Teturns
for each health dollar (below minim\:: "Erit‘i;al Mass"
Financial: (1)(5)(6)(?) (8) The added‘ screen_ig,; cous
will be a small increment in the ex:lsting scregning

%..

program. The added primary and secondary care and’

ag well).

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

follow-up - both short/long term may be a slgniricam

(Séc. facilities p0‘
iy ﬁ;.

“ i Manpower: (13) As in Op:ion A - but better cooperation will hopefully inprove compllar

(and quality of data).

Tlming:

The increased screening requirements can be handled b
utilization of manpower, adding ome Physician Asst. or nurse practitione.r. :

Aa in Option A - However, | increased coverage should raise credlbtli
This' opdon '{$" still below current operating procedares!”® i

Demographic: Pﬁpula tion Char acter 1stics :

As, ln 0pt.ion A - b;lt wu:h
\io P

¥ T

| Restatement of refined objectives
in consideration of restraints.

As in Option A - The increased
patient care demanded by Option R
vill require a slight increase in

power and logistics (funding).

{Since the increase is directly

elated to primary patient care
and ia, therefore, not DOE's res-
pongibility, perhaps some inter—
agency agreement with DOI could
be reached to provide this supple-
nent. 1In addition, if, under the
‘"ftee association" agreement the DOD-
" Kuajalein taxes are to paid directly
‘gto,the Marshall Islands, some fixed
i portion might be diverted to pri-
4 mary medical care under a DOD/Kwaj—
Marshall Islend Government agreement.

Develop possible approaches coi
attaining the objectives, with
each approach being stated inf‘

V. Selecti

Set forth the cri

. currenrly exceeding Opti.on B In its

v ileeme,

" Where:
s Tollow-up of exposed and cont

terms of: -
What: As in Option A - plus .

selected "risk hazard appraisal”
screening, care and foLow—up..

i
Who Asrin Option A- BNL 15

active commitment.

Screening, care and

%

_groups wherever ve can .’.ocat.e o
them,

When: As in Option A - plus § 3%
regular intermittent visits 3

(every 2% months) for follow- N

up of non-radiation related 5

- problems (already being done)

 to cut back on our present
commitments to comply with’

. entire screening procedure.

How: We would, actually, fxce

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

i

1
\
1

T 2oy

QIR o (R S AR

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

o

'ro:al Cost

As in Option A
(explaining the c
discussed in the
that this option

Flexibility
There is incre:

stationed at Ebey

’1n fact, 1t woul¢

Avoidance of untec
-The added flexi

. shnky credibility

The critical poir

credibility gap a
-. frequently and by
asg soon as it is

Risk -
The risks to D(

effort is below t

- (publicity, coopc

The risks to tt!
dis,ea;e will be «

" Cost/effectivene:

As in Option A

Timing .
“As in Option A

existing schedul.



ag rel:ums
-t ical Mags"

-eLm costs

scr ening

cate and!

stggific

cilities Fos
o B

ove compliar

iy -
o 111, Translation

» IV. Analysis

iRestatement of refined objectives
' n consideration of restraints.

As in Option A - The increased
patient care demanded by Cption B .
wi}l require a slight increase in

,8ince the increase is directly
‘related to primary patient care
;and is, therefore, not DOE's res-
ponsibility, perhaps some inter-
agency agreement with DOI could
be reached to provide this supple~
rent. In addition, if, under the

ru power and logistics (funding).
{3

to.the Marshall Islands, some fixed

% portion wight be diverted to pri-

mary medical care under a DOD/Kwaj-

V. Selection Criteria

- —_—
Develop possible approaches rof
attaining the objectives, i

Set forth tha criteriz for the selection of an approach:

each approach being stated in?

. terms of: -

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

Marshall Islend Government agreement.

§
:

3

- currently exceeding Option B ;..n 1

_ When:

What: As in Option A - plus -
‘selected "risk hazard appraisal®
scraening, care and foLow-up.

b

Who. As- in Option A — BNL 13

active commitment. ; J
Where: Screening, care apd

follow-up of exposed and cogtrol
groups wherever we caon ‘loca:
them.

e
As in Option A - plus%
regular intermittent visits 1
(every 2% months) for follow~¥
up of non-radiation related
problems (already being done)

How: We would, actually, need
to cut back on our present
commitments to comply with’

young and old males, etc.).

Performance or results

As in Option A - However, the section on radiatioil” related ‘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 hall
will be used to determine what specific historical, physical, and laboratory
findings would be most sensitive and specific to detect the most nxevalenc
diseases (age and sex-determined, e.g., we will not look for coronary
atherosclerosis in young females, evidence for alcoholism will be: sought in

_'_r__ggxl Cost :

As in Option A -but we can cam:el out the specific education program
(explaining the cut In services). The various cost trade-offs’ have been
discussed in the previous sections of this option. We must keep in mind
that this option is still below our present commitment. -’ X

Flexibility g
There is increased flexibility with this option. We fecel the BNL team

stationed at Ebeye cculd handle this additioral load without problems -
in fact it would enrich their practice and provide some welcoma*variety.

Avo:ldance of untoward consequences ¥ -

_The added flexibility and commitientof the DOE/BNL team shoul nhance our °
shaky credibility and generate trie gratitude among some-of the’ﬁhrshallese.
The critical point is never to promise more than you can deliver :, The

- credibility gap may be partially patched by saying "I don’t know™more
- frequently and by forwarding all pertinent data om to int.erest_edi'}larshallese

as soon as it is avaxl..;ble.
Risk : RN
The risks to DOE/ENL are less than with Option A - Howaver,,this level of
effort is below the current program and will cause some advetse action
(publicity, cooperation, etc.). O
The risks to the Marshallese are that a great deal of’ potent.fhll'
disease will be excluded from our attention by this option. °

Cost/effectiveness
As in Option A

Timing .

existing schedule.



All radistion related diseases in the exposed ard ¢ . atrol groups or longriap and
Utirik pius al’ low level radiation exposed pat:.u:nts who have already gone
through full =-teening - irrespective oif findings of disease

- 1. Establish the broad objectives

II. Constraints

As in Options A and B but adding ‘Present levels of care o
all patients, exposed to low level As in Options A and B. ) t
- ~radiation, who have already gone . - i

through the BNL screening procedures. Existing Policy 2

. This rezpresents the current level of As in Options A and B. : <L

‘operaticn. In the future, the . This option reflects exi.s:ing
?_screening will be modified as detailed de facto field policy.

g for the "directed data base - risk i

hazard appraisal” approach of

” Robbins and Hall. +

’

: Existing needs and d
" As in Option A and B. Adding R
. . |* portion of the Bikin{ population will ok
©© - "1 probably not fulfill the Mirshallése . 1
; ' demands or needs. o4

: Projected needs and d

It seems

As in Option A and B.
: probable that we will be: unable to.
i . o
* . separate, for medical purposes, %'/

the Bikini people who re\'.m;ned to |

"Bikini from the remalnder on’ Kili.

< The Eniwetok people will probabl
, "also demand equal treatment.ﬁ
4 Planning at other ;.c'.‘E].S( = £ 0.

As in Option A and B. P&uerful
U.S. congressional gtoups Ates ~
Committee — on appropriat Lons, i
,etc.) are interested in and in-
vestigating the uell—bein
the Marshallese.

?U??

R

O

PR T IR fm% Lo

As in Option A and B.’ Mr - s
“design and construction of,’_’a Ilex:lble,
; - R ‘mobile screening and treatment supporc
o e | facility - would in the lﬁng"run
£ : : ) 1 increase efficiency and raduce 8

e U : cost 'patient. : ’ !

P e

-

“,

Financial

-
As in opcion A and B. ‘n;g 3[gnifi. -
- cant variable will be the (?) addition of the people of" i
- = Bikini and Enmetok.

: Mangower crr
Lk “As In Option' A’ and B.” Again the add:.tion of

Bniwetok would more than double tHe outpatient lont. ©
px‘obably handle the incréased ‘oad ulth the dddin n.of a P‘\)slcian ,\gi‘.
g d a nurse praccitioner. L

Tlming (N
: . As:incOption A7and B} }
3 mogrhgic %pulation CHaracteristiés: 4

.5% gx ib«Qption Ak B . Pdus alll patl‘%%mﬁs_(asq)..%*

TBereened . - Afiding BiKini® (450) [ HEdl

I1I. Traaslations

IV. Analysis

V. nelection Criteria

Restatement of
refinad objectives
in c.nsideration
of restraints,

Develop possible approaches to
attaining the objectives, with
each approach being stated in |
terms of:

As in Options A and
B - 5 nce this is our
present level of
operation with existing
iunds - no significant
translation of
objectives 1is needecd.

9052227 ?

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

to iow level radiation vhe have
already gone through BNL
screening procedure - again
status of Bikini and Eniwetok
will change requirements.

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

When: As in Options A and B.
How: If the patient load is
doubled und increased,

prirvary care is expected.
There will need to be approxi-
mately a doublina 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
ideatify of the Bikiui-
Eniwvetok group from BNL -~

We could retain adminis-
trative control and

function as advisors, but

a subcontra.tor might
alleviate some of the

aaxiety »f 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
this increase in primary care ;
might be obtained by pass- ’
threugh funding from DOI. H

adm

—— . s

————

Set fo:-y the criteria for the selec

Perform. ac: OT Te results
As 1n ()ptions ns A and B.

Total . 6C
As in n')p':,ions A and B. See columr
- How: :nr discussion of costs.

Flexibility

Ag in oprions A and B - Increasing
1irger resoonsibility for care and t
and manpow-t) — permits better sched

Avoidance ¢ untoward consequences
As in om jons A and B - plus added
comprehensive care.

Riisk

As in Options A and B — With incre
ptitient caie the possibility of subc
pe:rformince way increase — 7 Ov- -
cen be offset by adequate plannirn
suipport - Txpanded operations witli-i
should ot pe attempted.

Cost/effectiveness
As in Cpt Tons &

A and B.

Ti ming

As in 0ptions A and B. This is ti
of the pli:ical and sociologic situ
to enlarge the program and to make &
ch ange the ‘mage of the study.

52121



III. Translations

IV. Analysis

V. felection Criteria

Restatement of
refined objectives
in cu.nsideration
of restraints.

Develop possible approaches to
attaining the objectives, with

Set for:i the criteria for the selection of an approach:

each approach being stated in
terms of:

As in Options A and
B - S nce this is our
present level of
operation with existing
iuads - no significant
translation of
objectives 1s needed.

2

e L
flexible,

0052227

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 B -
plus Kili, Jaluit, ?
Eniwetok ? Ujelang.

When: As in Options A 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-
Enivetok group from BNL -

We could retain adminis-
trative control and

function as advisors, but

a subcontractor might
alleviate some of the

anxiety f 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
this iucrease in primary care
might be obtained by pass~
throagh funding from DOI.

Parforw:.c: or results
As 1n Options A and B.

I a___—.tal il _b_t-
As in Jpcions A and B.
— How: for discussion of costs.

Flexibilit.

See column IV.

As in Opuions A and B - Increasing flexibility due to
Lirger res.onsibility for care and better support (logistic
ad manpow:r) — permits better scheduling.

Aoidance i untoward consequences

As in Opirions A and B - plus added credit for more

comprehensive care.

Riisk

As in Cpitions A and B - With increasing volume of
piitient caie the possibility of suboptimal or poor

pe:rformance ray increase - 7 Ov-
czn be offset by adequate plannirn

- vroitment ~ this

:nd logistic

suipport - Txpanded operations wit!. ut these elements

stiould not be atteamprted.

Ccst/effectiveness
As in Cptions A and B.

Ti ming
As in Opticns A and B.

This is the optimum time, in light

of the poli-ical and Sociologic situation in the Marshalls
to enlarge “he program and to make a positive effort to

ch ange the image of the study.




OPTION D

411 radiation related diseases in the exposed and control
porulations plus full screening of all inhabitants now

r

1. Establish the broad objectives

tising (or scheduled to be repatriated to) Marshall Islands contaminated by atormic fa'l
nic falloue

II. Coustraints

III. Translation

1v. Analysis

*As in Options A, B and C but with
alded emphasis on early detection and
treatment of 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. :

Aln addition, such a program would
iiow us to develop a much more signi-
‘want "nealth profile” of the

hallese to assist in the deter-
witnation of petential radiation
r:lated pathological conditions.

15

Wt

50522128

Present levels of care

As in Options A, B and € - This opticn
exceeds the mandates of our present pre-
gram and would be impossible without
an appreciable increase in funding.

Existing Policy

As in Options A, B and € ~ In additior
in light of the recent (Oct. 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 ne=ds and demands

This option most closely meets the needs
and demands of tha 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 demands

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

Existing facilities
As in Options A, E and C - A maj
s jor expansion
of existing facilities would be necessagv to

support a medical program more than twic: the
present effort.

Financial

A cost study would need to be instituted as
soon as possible to determine 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 5
G, see Section
IV Analysis of "How" for manpower rEquiru;ents.

Tining
The time is now optimum for DOE - liett of
DOI and Marshallese statements of needst

covered oF more thon

cotion - el . f
tion I ¥ [T AP

Restatement of refined
objectives in consideration
of restraints.

i e o

As in Options A, B and C,
the restatement of objectives

will be dependent upon:

1. The definitions of the
role (moral/fiscal) of the
administrators of DOI and
DOE to carry through on the
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. If 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.

‘ 50522128

Develop possible approachzas to
attaining the obje:tives, with
each approach being stated in
terms of:

V. Selection Criteri

set forth the criteria fo

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 to set up (2) field
medical teams; (A) the BNL-
acute exposure study team
(covering pecples of Rongelap -

' Utirik) and (B) the ‘“low level”

study group - under contract -
bsth supported by adequate-1° -2
care at Ebeye and Majuro.

o

Where: As in Option C.
Wwhen: As in Optiouns 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.

Performance Or resuits
Research based upor a ¢
system will provide optix
population of the Marsha)
of these only about 2,00
Option D. The remaining
the general improvement
primary centers, -~ but tt
the medical staff - work
medical officers and the

Total cost

Really impossible to d
However, based uvpon our
C) with a cumulative bud
to Option D should cost

Flexibility

This option gives us t
examinations in the fiel
medical and transportati

Avoidance of untoward co
This option offers the
ment to tha people. Thi
image of U.S. in all of
In addition, with the ne
might decide to f£ill the
physicians (with the goo
nuclear MD's might becom

Risk
Least risk of all opti
then not honored.

]
Cost/effectiveness
As in Options A,B and

Timin
This is the optimum ti
reasons: A) The movemet
the Marshall Islands in
the hezlth care deliver)
in this period of gener:
of Bikini and Eniwetok :
' to their very legitimat:

gp52228



toric fa'lout

is opticn
sent pre-

I1I. Translation

1IV. Analysis

Restatement of refined
objectives in consideration
of restraints.

thout
ing.

additior,
, 1978)

1s of the
it appezrs
rred by
‘ior,

the needs
seople and

‘quate

ud

- 1t

and demands

ajor expinsion
necessary to
han twica the '

instituted as
€ curren: and
please sve

under "Total

ease see Section
I regquirements,

E - light of
f needs.

PECERE

As in Options A, B and C,
the restatement of objectives

will be dependent upon:

1. The definitions of the
role (moral/fiscal) of the
administrators of DOI and
DOE to carry through on the
statements of principal made
at the Oct. 12, 1978 - DOIL/DOE/
DOD meeting in Washington, D.C.
concerning the status of the
peoples of Bikini and Eniwetok.
2. If 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.

50522128

Develop possible approachzas to
attaining the objectives, with
each approach being stated in

terms of:

V. Selection Criteria

Set forth the criteria for the selecticn of an approach:

What : Full directed data base,
screening and follow-up of
pertinent findings in population
defined under "Objectives"

Who!: With the expeansion of the
‘patient population, it would

be wise to set up (2) field
medical teams; (A) the BNL-
acute exposure study team
(covering neoples of Rongelap -
Utirik) and (B) the "low level"
study group - under contract -
b:ith supported by adequate-10 -20
care at Ebeye and Majuro.

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 persoanel, Physician
Assistants and nurse
practitioners.

Per formance Or resuits

Research based upo~ a sound primary - secondary care delivery
system will provide optimum care for each patient. The total
population of the Marshall Islands is about 22,000 people -
of these only about 2,000 would be completely covered by
Option D. The remaining 20,000 would benefit greatly by
the general improvement in the quality of care at the
primary centers, - but that would be a secondary goal of
the medical staff - working with the existing Marshallese
medical officers and their staffs. ’

Total cost

Really impossible to develop a reasonably accurate figure.
However, based upon our present operating expenses (Option
C) with a cumulative budget of about 1 million the expansion
to Option D should cost about 1 to 1) million extra.

Flexibility
This option gives us the greatest flexibility in scheduling

" examinations in the field, due to the increased on-site

medical and transportation resources.

Avoidance of untoward consequences

This option offers the best proof of a sincere-U.S. commit-
ment to thz people. This should help greatly in improving the
image of U.S. in 211 of the media - U.S. as well as international.
In addition, with the new "free association", the Marshallese
might. decide to fill the primary medical care vac:um with Japanese
physicians (with the good possibility that left wing - anti-
nuclear MD's might become entrenched in the Marshalls).-

Risk

Least risk of all options - unless commitment was made and
then not honored.

Cost/effectiveness
As in Options A,B and C.

Timing

This is the optimum rime for implementing Option D - for two
reasons: A) The movement toward "free association” has placed
the Marshall Islands in a state of transition. The revisions in
the hezlih care delivery systems could move along most smoothly
in this period of general and economic transition. B) The people
of Bikini and Eniwertok are demanding quick and decisive answers
to their very legitimate requests.

5052228
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These demand further study and resolution if we are to meet the basic tenets
of screening: Do NOT screen unless:
1. You are prepared to follow-up and resolve false positive
and falsé negative findings. _
2.  The screening process will result in some benefit for the
patient. |
From a moral and medicolegal standpoint, we should ingure adequate
follow~up and trea;ment‘of all treatable conditicns. To. identify diseése,-
inform the patient‘of the diseasé and then fail to t%eat it, would rﬁn the
risk of z serious Joss of credibility for the medical téam;.and mo:e'importéntl&,r
a disservice to the patient. For example, if a patient is toldvhgrisnhﬁpertenéive
(e.g., diastolic over 105 mmHg), and is not treated, he can assume that:
1. the findiungs are of little importance because..."the doctors
did nothing about it...";
2. the doctors don't care enough about the patients to try to
treat the condition.
Either result is undesirable.
.These protlems in. the "philosophy" of screening are not minor.. They shouid -
not be ignored in planning this program; A close examinaticn of the actual -
field conditions reveals that the unavailability of adequate treatment aqd foilow-~

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

0052229
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of screening is to invite patient dissatisfaction, litigation, loss of
credibility and poor madical préctice.

We have emphasized the problems inherent in "expanded" screening because
the research goals of the radiation related diseases are clearly deflﬁéd 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 synﬁhesis we are attemptiﬁg to achieve is the full mandate of
Option A, plus as ﬁgch of thiog P as is feasible under present jufisdictiénall
and funding constraints. DOE clearly has responsibility for Options A and B
and the Trust Territories {under DOI) the remaindef of primary and sécondary
care under'dbtions C and D. Héwever, with tﬁernew'ﬁOQeﬁ;At té."ffee :;139‘,0;::1’.3‘t:.Lon;Il
the responsibility will shift to the administration and people of thg»MarshaJl
Islands. Wé would suggest some initial interdepafﬁmeﬁﬁal funding to support
whichever option DOE/DOI desires until the status of the "free aésociationﬁi
is clarified. After a responsible governing body is identified in the Marshalls
a new "sharing" of primary and secondary healtk costs might be negotiated with -
the Marshalls, that éould direct an adequate percentage of their budget into
health care.- Wéwfeel ﬁhe mediéal adm;nistrative expertise doez noft currently
-exist in the Marshallé tc implement and manage this ﬁew‘system and would strongly
urge the interested parties to obtain the best available health care system
analyst to deveiop realistic cost/effective short and long term plans:for
adequate health care with ekisting an& exbected-fe;oufcés. -

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

5052230
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Hawaii has developed well-recogunized and highly-effective programs to deal
with many of the basic protlems confrented by the Marshall Islands. Those
problems are basically é 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 ;;st cost/effective methecd in the long run. The University of Hawaii
has exﬁressed an interest in discussing this concept with the BNL team. We
feel a coordinated effort by BNL and the University of Bawaii, working with
the existing Trﬁst Territory médipal program coul& achieve most of the gogls

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

tract, as specific problems were identified. -
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ADDENDUM 1
TC
DOE
POS1TION PAPER ON THE
BNL MARSHALL ISLAND PROGRAIM
(DATED DECEMBER 1st,1978)

Dr. Wyzen of the DOE has asked for amplificatiom of the role of the
BNL resident physician under each of the optioné iisted in tﬁe basic position
paper;

Dr. Conard and I feel the role of the resident physician under Option A
{the detection and treatment of ;adiation—related pathology in exposed and
control populations) should be ;utlined as follows:

1. The resident physician's (RP) primary responsibiligy is to functign
as the on-site coordinator of the BNL program. He is responsible, in addi—~
tion, for the supervision of the daily foliow-up and treatment of the exposed
and control groups in the basic research protocol for radiation—rélate@

~diseases.

Additional responsibilities under Option B: (Arpl;s the care aﬁd follow-

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

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

1. As in A - plus the medical follow-up and treatment as'ipdi;#ted fqu
those ébecific conditions found in ancillary studies as part of the BNL field
surveys, e.g., diabetes.

. Additional responéibilitiés under Option C: (A and B —‘blus medical care.
for all IOWblevél radiation exposed patients who have already goné fhrough
full screening - irrespective of findings.of disease, e.g., people living
on Bikini - April 1978) wculd 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 ﬁdditional responsibilities under Option B : (A,B and C
plus full screening and follow-up) of all inhabitants now living on (or
scheduled to be repatriated to) Marshall islands contaminated by atomic
fail-out): |

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

treatment and primary preventive medicine of this eﬁlarged study group (maximun

| about 2000 patients).

The term "medical care" in ggch of these oﬁtions has been purposely left’
undefined. The spectrum of mgdical_care éould range from a very narrow inter-
pretation of the research mandate related soleiy to the detection and treatment
of path&logid conditions thought to be related, with a high probability; to
radiétiohAexposure to a widely expanded concept of "medical care" covering
priﬁary prevention, 1°-2° care and comprehensive health.cérg ~ similar to the

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

Family Practice.
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