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INTRODUCTION

During the past few decades the “classic academic” medicine has 
changed from a traditional “Hippocratic-oath” based profession, 
which had for ages combined arts, communication, and science 
into a sophisticated hi-tech market-orientated and rather imperso-
nal business. The role of physicians and medical nurses is being 
changed, too. Many medical professionals have lost their pro-
found humanistic and “compassion” ideals and approaches. They 
think about patients as health care consumers or clients and call 
themselves health care providers. They are settled in the market 
orientated health care sector (1, 2). Physicians experience a signifi-
cant limitation of a professional and personal autonomy due to the 
increasing external control and regulation from the side of health 
care purchasers, health managers, policy makers as well as mass-
-media. It can lead to the weakening of their traditionally altruistic 
identity and finally – to the strengthening of their orientation to their
own personal interests (3). There are some potential risks connected 
with this development which could damage medicine as a whole. 
On the other side, there are some new trends in the health care and 
medicine, which lay stress upon patients/clients needs satisfaction 
as the basic goal of medicine. In this context concepts like “Patient 
Satisfaction”, “Quality of Life” are very actual. Ultimate mission 
of medicine is to contribute to the improvement of people’s global 
quality of life not only to keep them alive (4–10).

It seems that in a certain sense, current medical practice is 
being influenced by the beliefs, opinions and requirements, which
are controversial per se.

To cope with these trends and substantial changes, searching 
for a “new paradigm” of the health care is now universal and is 
more or less dissatisfying. Access, equality and quality of health 
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care are mentioned in most scenarios. However, the meaning of 
these categories differs substantially according to the economic, 
social and political development in the different areas. Cost 
containment as the fourth important and sometimes dominating 
feature is mentioned and stressed mostly by economists, politi-
cians and by health managers, too. Human approach, patients and 
medical professional’s autonomy should be added. They are key 
components of the patient-orientated model.

All the above mentioned characteristics are necessary for 
definition of the newly developing health care and for better
understanding of the profound and complicated changes in this 
very important and sensitive area (11). All Central and Eastern 
European Countries (CEEC) still suffering from social and eco-
nomic transition period turmoil are limited in their “health care 
transformation” efforts by these ethical, scientific and economic
factors (12, 13, 14).

The most developed countries suffering from overgrowth, 
over-aging and over-consumption must solve the different but not 
as well simple problems trying to improve the potential health of 
their aging and zero-growth populations. There is no doubt that 
there was and there is still variety of reasons why centralised 
health care system in the Central and Eastern Europe Countries 
(CEEC) had to be substantially changed. The implementation of 
free market economy principles in CEEC provoked dramatic and 
abrupt changes in financing, organisation and structure of these
neglected and “non-productive” sectors (15, 16).

Access to the socialised health care facilities had been open to 
all citizens free of any charges. The quality and equity of health 
care for all were legally guaranteed. In spite of these declared 
achievements of our previous health care we were facing the 
declining health status of our population during the 80ties and 
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at the beginning of 90ties. The declining quality of health was 
linked to the unhealthy life-style and many pronounced environ-
mental risks (13, 17). The Czech health care system represents 
now a pluralistic health care system, which suffers from a lack 
of cost-containment mechanism, lack of legislative and adequate 
economic tools. In this context another serious problem is caused 
by very limited and un-codified multi-resource financing.

Most Czech medical professionals were and many of them 
still are more or less dissatisfied. They criticised the pronounced
differences between the low income level in public health hos-
pital sector, health-social institutions an the average income of 
qualified specialists in other sectors of private or semi-private
Czech economy at the beginning of transition period of our health 
care system. They complained about unequal and badly defined
conditions for privatisation of health facilities. They protested 
against high interests on loans they had to take to be able to buy 
the health facilities where they had worked for decades. Most of 
these policlinics and other health care facilities had been originally 
state-owned or in some cases owned by municipalities. The high 
cost of new medical technology, rising demands of the patients 
boosted by the media promoted myths about achievements of a 
“New Brave Medicine” cause many dilemmas.

What should or could be sacrificed in CEEC? Shall we support
preventive medicine at the expense of patients who suffer from 
serious or chronic diseases? How can be balanced the need for 
preventive and curative care? How to adopt pressures for new 
technologies versus allocating resources to primary care? How can 
we cope with the demands of our patients and their relatives for 
the high-tech “western medicine model”? This patient orientation 
is of course strongly supported by medical equipment producing 
firms and pharmaceutical companies. And finally, how to en-
sure effective patient participation on health services provided? 
Should we implement the triage principle respecting our limited 
resources? Will the principle called “greatest good for the greatest 
number” prevail even in the European countries? How can the 
health care in CEEC be transformed while respecting universal 
scarcity and lack of resources? Demands and expectations are 
high and resources are limited.

How can the CEEC avoid just copying the health system 
development in the highly industrialised countries? We must 
avoid copying mistakes made by the industrialised countries. It 
is potentially effective approach how to overcome pitfalls of the 
transition period (18).

QUALITY OF LIFE 

The term Quality of Life (QoL) was firstly used in 60’by theAme-
rican President Johnson who declared improvement of quality of 
life of Americans as a goal of his domestic policy. The concept 
of general QoL has a long history in social sciences growing 
out of social indicators research. The general concept of QoL 
is very broad and is composed of both objective and subjective 
well-being (19). At present, the term has a different meanings 
depending on the context in which it is used. For example, in 
health promotion and disease prevention is often used as a syno-
nym for health status.

In psychological sciences, Quality of Life is being defined as
a subjective correlate of health, manifested by the general life 

satisfaction and well-being, by the predominance of the feelings of 
positive emotions, relative absence of negative emotions and sub-
jective feelings of a good health (20, 21). Psychological well-being 
is determined by the life goals and their fulfilment. According to
Kasser, fulfilment of “all” individual’s goals will not necessarily
enhance a persons happiness. Only so called “intrinsic” goals are 
effective in this sense. Of the most importance are close personal 
relationships and community feeling and participation. Materia-
listic (“extrinsic”) goals such money, attractiveness and fame are 
not likely to increase people’s happiness (22).

In a sociological concepts, QoL is understood as product of 
interrelations of social, health, economic and environmental condi-
tions influencing a human development. Sociologists try to identify
empirically the most important predictors and their interrelations 
of human development for specific population groups. They use
such various concepts like social inequalities, social comparison 
(for example) to explain complexity of social, economic and psy-
chological determinants of people’s life and well-being.

In medicine and health care the term “health related quality 
of life” is being increasingly used for evaluation of the medical 
outcomes. In general, the assessment of “health related quality of 
life” is a comprehensive way how to get information on burden of 
disease and effectiveness of treatment, research programmes or 
health promotion programmes. Due to this relatively new concept 
and its implementation in medical clinical decision making, phy-
sicians can assess alternative treatment procedures not only from 
clinical point of view, but also from the perspective of patient’s 
everyday life. It means that, benefits and utility of specific treatment
are defined in terms of patient’s everyday life and are evaluated
by the specific methods (standardised questionnaires). Usually,
health related QoL assessment involves patient’s functioning in 
several important life domains: Physical functioning is assessed 
predominantly by the limitation in mobility for health reasons and 
presence of fatigue, pain and physical discomfort. Social functio-
ning is measured by a limitation of performing his/her social role 
(in a family, in a work, in a school, in a community…) as well as 
by the network of social relationships. Psychological sensations 
such as tension and feelings of anxiety, fear hopelessness and help-
lessness are being also included. There are also included subjective 
perception of global health and satisfaction with health.

All these domains can be interpreted and measured by identi-
fication of the proportion of time (on average) which individual
spent in an optimal functioning over a given time interval.

The World Health Organization has developed a quality of life 
instrument (WHOQoL), which is based on the multidimensional 
concept of QoL. It captures many subjective aspects of quality of 
life and it was constructed to cover six different domains, which 
seem to be cross-culturally important (23). This instrument is in the 
process of international validation by the WHOQoL group (24). 

Compendium of QoL instruments containing large scale of 
questionnaires dealing with QoL assessment on the general le-
vel as well as with disease specific QoL assessment (psychiatric
disorders, dementia, cancer, respiratory diseases, hospice and 
palliative care, skin diseases…) is now available (25).

The concept QoL has a strong consequences for a public policy. 
QoL assessment enables evaluation of impact of all changes in 
social, political and biological environment (regardless their cau-
ses) on the everyday people’s life and their health. Through QoL 
measurement government can get information about effectiveness 
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of its social-economic policy. In the current WHO documents there 
is a strong accent on the complexity of factors influencing human
health and quality of life. “Environmental Health comprises those 
aspects of human health, including quality of life, that are deter-
mined by chemical, physical, biological, social and psychosocial 
factors in the environment “ (26). It is well-known, that impact 
of environmental changes on QoL is not equal for all. There are 
various groups of people being at risk not to be able to cope with 
a new situation. For this reason, not only entire population but 
defined population groups (e.g. men, women, singles, one-parent
families, people living in some specific area or region, ethnic
minorities, patients suffering from chronic disease… et cetera) 
are being considered as the target groups for monitoring of impact 
of changes. Different indicators of mortality, morbidity as well 
as subjective well-being are set up. Sociological indicators such 
as level of incomes, quality of housing, accessibility of health 
services, community involvement, neighbourhood relationships 
et cetera are also taken into account. This approach could improve 
significantly a real political, economical and health care decision
making processes through creation “healthy” public policy.

All aspects of QoL can be highlighted on life style conflicts
examples, health risk of more sensitive compartments of popu-
lation (children and seniors) and on using examples such as HIV 
infection and cancer patients. A complexity of the QoL concept 
can be demonstrated on how different types of instruments (most 
frequently Health Assessment Questionnaire which has been in 
use over 10 years and in over 100 studies) or study design may 
influence the resulting picture of health status. Moreover instru-
ments developed for discriminative or prognostic purpose may 
not necessarily be useful for evaluation and vice versa. 

Care must be taken interpreting QoL data when they comes 
from a socio-demographically diverse conditions. Interpretations 
relevant for any specific population may not be appropriate for
use in other parts of the world as related concepts of health itself 
vary across cultures. Health related QoL data may assist in health 
care planning by providing information that identifies population
groups at particular risk to health, so that primary prevention can 
be rational, intervention specific problem orientated, and cost
effective. Descriptions and predictions based on data describing 
QoL may be of interest addressing key issues of human rights 
such as equity in health and access to health care.

PRIMARY PREVENTION

Indispensable part of education of health professionals in the spirit 
of sustainable survival or in a more euphemistic form – sustainable 
development philosophy is our stress on prevention principle and 
especially on the primary prevention. Although this effort seems 
to be “never ending story”, the goal of the primary prevention is 
to minimise the causes of diseases, reduce their incidence, and 
thus improve life expectancy and the quality of life. The primary 
prevention is put into practice by the political, economic and le-
gislative tools, and also by the positive attitude of the population 
members to one’s own health.

The components of primary prevention are the protection 
and promotion of health. Health protection should serve as an 
instrument eliminating unacceptable health risks coming from 
any kind of human activity. The spending of the government 

and private sector on health protection amount in our country to 
some tens of billions of crowns annually. This fact deserves no 
admiration, applause or disgrace, it is just a pure necessity. But 
for it, the present industrial community would collapse due to 
incompatibility of living conditions with human existence (27). 
Global urbanization and related impacts on human health (28), 
hazardous waste management (29) et cetera may serve as other 
examples.

Most of the primary preventive measures are included in the 
legislation of the country, and in an optimal case it is supported 
by flourishing economy, culture of living and morals. The task
of the present day society in our country is not to establish the 
yet existing primary prevention system but to monitor its compo-
nents, such as trends in health condition, health impact detected 
in occupational and environmental settings, nutrition, life style, 
and behaviour of the population including bad habits; further 
priority is the application of scientific knowledge, international
agreements, etc. into the every day practice. Parts of the primary 
prevention are the protection and promotion of health. 

HEALTH PROTECTION

It is a complex of legislative, scientific, control, and technological
and educational activities. The goal is to guarantee no human 
activity would give rise to an inadmissible health risk. The health 
protection covers all strata of the community.

It is based on fixed limits or regulations for the occupational
and general environment, occupational safety, transport, safe drin-
king water, foods, etc. The limits are assessed by investigations 
about their impact on human health, and are codified by legal
acts following consent of the interested corporate departments, 
according to the significance and reliability of the limits as such.
Some of the latter are derived from foreign legal standards or in-
ternational recommendations (WHO, ILO, EU, IPCS). The limits 
of harmful factors do not necessarily mean the complete removal 
of health risks, but rather their reduction to a level, which under 
the given conditions, is considered admissible/acceptable.

The surveillance of health rules and hygienic limits observation 
is done by the producers for internal use, as safety measures or 
by the governmental control institutions. Generally, the factory 
inspection is the better the larger is the industrial plant or agri-
cultural enterprise. Small plants and workshops usually lack the 
qualified or skilled inspection teams (30).

The government inspection in public health sector is in our 
country still carried out by the Hygienic Service recently trans-
formed into a network of Regional Hygienic Stations and Health 
Institutes and Veterinary Service. Other inspection units are char-
ged with health safety controls, mostly in foodstuff industry.

Health protection evokes a special political and ethical tension 
in our society. People want to be protected and they insist on their 
rights usually uncompromisingly but tend to prefer be paid for 
risk to be safely protected against it (30).

HEALTH PROMOTION

Consists of education, organisation, economy and some more 
forms of health-orientated policy. Health promotion is an up-to-
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-date modern activity in the society, based on behavioural causes 
of health disorders and diseases as the result of behavioural 
changes, different ways of living or changed man/environment 
relationship. A critical component of health promotion is health 
education. The goal of the latter is to provide the public enough 
up-to-date, rational and adequate amounts of information and 
advice how to prevent diseases, improve knowledge, stimulate 
the motivation, influence the general attitude and induce active
interest in improving one’s own health. As generally accepted, we 
can positively influence and reduce over one half of diseases by
changing our life style and behaviour. The positive effects include 
healthy nutrition, considerable cut-down of smoking, more physi-
cal activity, avoiding risks of accidents and infections, reducing 
alcohol and other drugs consumption and prevention of long-time 
stress consequences.

Whereas health protection takes into account in the lesser ex-
tent activities of an individual (i.e. health is protected legally, by 
technology or surveillance) health promotion counts on voluntary 
active cooperation of individuals, groups, unions or enterprises, 
and of course, on the government involvement. The funding is 
voluntary, partly sponsored by the government or individual 
donors. Health promotion is indispensable for public health im-
provement, prolonged life expectancy and especially for better 
health related quality of life.

But for this the treatment costs would be rising faster than the 
available financial sources. Ideally speaking, health promotion is
a task for all sectors of the society. The National Center for Health 
Promotion charged with these activities in the Czech Republic 
was closed down in 1995, and the running projects passed to 
the National Institute of Public Health. Among the institutions 
controlling and executing health promotion now ranks in our 
country the National Institute of Public Health, the previous re-
gional and district Hygienic Stations, recently transformed into a 
network of Regional Institutes of Health, some non-governmental 
organisations, Ministry of Health, and schools – particularly the 
faculties of medicine. 

MONITORING OF IMPORTANT DISEASES  
AND HEALTH DETERMINANTS

The rational health policy and purposeful funding of public health 
strictly requires reliable information on disease incidence trends, 
prevalence of regional differences or specific local features by
districts or regions. On the ground of an objective knowledge 
of occupational diseases incidence the government, insurance 
companies or supervising health authorities, employers and last 
but not least trade unions should tune up their activities. Accor-
ding to actual state of infections incidence and immunity rate, 
vaccination programs are regulated, use of antibiotics controlled 
as well as intensity of preventive and suppressive measures in 
food industry, etc.

The up to now employed notifications of important  diseases,
e.g. malignant tumours, tuberculosis, venereal diseases, moni-
toring of some health indicators like immunity status, or selec-
ted health determinants (smoking status, nutrition habits) were 
threatened with failure. Funding of these public health interests 
stagnated and programs such as the serological surveys, previous 
Hygienic Services of Czechoslovakia were famous for, were 

resumed only recently. The result of it is calling for more funds 
to cope with the new problems. With view of the above facts we 
consider imperative to produce a thorough analysis of monitoring 
of some selected diseases and their determinants, and allow for 
these activities supporting primary prevention to get financially
boosted.

PRIMARY HEALTH CARE

Primary health care is essential health care made accessible at 
a cost the country can afford implementing methods that are 
practical, scientifically sound and socially acceptable. Primary
health care is the central function of a country’s health system 
stretching from periphery to the centre and represent an integral 
part of the social and economic development of a country. Primary 
prevention partially overlaps with primary health care involving 
measures taken to prevent the onset of illness, condition or injury. 
It covers all efforts aiming to reduce the incidence, severity and 
consequences of future, potential illness and injury. A more recent 
concept which constitutes indispensable part of today’s Health 
for all policy mentions health promotion as well. It represents 
the process of enabling individuals and communities to increase 
control over determinants of health fostering life style and other 
social, economic and environmental factors conductive to health 
in a broad sense.

The values and the goals of newly shaped medicine present 
the key problem.

One of the important aspects of primary prevention hand in 
hand with health promotion activities, is the perception of indi-
viduals or population groups as to what degree their needs are 
being fulfilled and that they are not being denied opportunities
to achieve adequate and acceptable quality of life.

Having in mind issues of environmental deterioration still in 
progress in a global scale we are trying to educate our students 
of medicine at the 1st Faculty of Medicine, Charles University 
in Prague (established in 1348) in a spirit of sustainability of 
life. We offer the subject Ecology of Man included into the time 
frame of the 3rd year of their curriculum (31) and health related 
environmental and sustainability issues are intensively treated 
within subject Hygiene and Epidemiology in the 5th year of study. 
Problems of quality of life are of course presented to our students 
within subject Social Medicine and Public Health during the 4th 
year of their study. On trying to attract attention of our students 
to sustainability issues we need to respect as well present state of 
art in medicine as branch of science and situation in health servi-
ces network in which the students will spend their professional 
life. Another important aspect tightly related to sustainability is 
prevention in all of its present forms and last but not least the 
understanding of basic principles of the quality of life concept. 
The paper is an attempt to describe all the three important aspects 
tightly connected with education of our students in a sustainable 
future spirit.

Before the conclusion, it is to point out that we have to redis-
cover and implement such traditional values as quality of life, 
co-operation, solidarity, altruism, human dignity, humility, and 
respect for all life on the Earth, as well as for the inanimate part 
of Nature. These are not “new” values or the inventions of some 
“social engineers”. They are the central parts of the common 
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heritage of humankind, expressed in traditional values, which 
can be found in the fundamentals of the present civilisations and 
also in many different cultures.

CONCLUSION

Steadily deteriorating environment with its subsequent impact on 
ecosystems in general and quality of human lives in particular is 
a very complicated process which in respect of human medicine 
calls for profound improvement and changes in the primary 
prevention health systems. The complexity of known and just 
emerging problems needs an internationally based system research 
approach backed by responsible policy of regional, continental and 
global political institutions and open, fresh minds with fantasy, 
courage and responsibility.

Having in mind those global issues of sustainability we are 
trying to educate our students of medicine at the Charles Univer-
sity of Prague in compliance with very famous slogan: “Think 
globally, act locally.”

Acknowledgement
This article was written in a context of activities within research intention: 
Objectives of Medicine and Quality of Life No.11110007 supported by 
the Ministry of Education of the Czech Republic.

REFERENCES

1. Maynard A: The relevance of health economics to health promotion. 
WHO Reg Publ Eur Ser. 1991;37: 29–54.

2. Calman KC: The ethics of allocation of scarce health care resources: a 
view form the centre. J Med Ethics. 1994;20:71–4.

3. Křížová E: Changes in the Czech medical culture [contribution]. V. Sym-
posium of Czech Faculties of Medicine on Education of Humanitarian 
Subjects at Faculties of Medicine in the Czech Republic; 2005 Feb 2. 
Prague: 1st Faculty of Medicine; 2005.

4. What quality of life? The WHOQOL GROUP. World Health Organization 
Quality of Life Assessment. World Health Forum. 1996;17(4):354–6.

5. Hnilicová H: Quality of life and its importance for medicine and health ser-
vice. Its definition and development. Lék. Listy. 2003;5:27–29. (In Czech.)

6. Hnilicová H, Janečková H: Abstracts of the 10th Annual Conference 
of the International Society for Quality of Life Research. November 
12–15, 2003. Prague, Czech Republic: Impact of Social Changes after 
year 1989 on the Quality of Life in the Czech Republic. Qual Life Res. 
2003;12(7):779.

7. Janečková H, Hnilicová H: Perception of equity and social support – dif-
ferences between healthy population and people with asthma bronchiale. 
Qual Life Res. 2003;12(7):803.

8. Hnilicová H, editor: Quality of life. Proceedings of conference; 2004 Oct 
25; Třeboň. Kostelec nad Černými lesy: Inst. Health Policy and Economy; 
2004. (In Czech.)

9. Svobodný P, Hnilicová H, Janečková H, Křížová E, Mášová H: Continuity 
and discontinuity of health and health care in the Czech lands during two 
centuries (1800–2000). Hygiea Int. 2004;4(1):81–107.

10. Hnilicová H: Patient satisfaction as part of quality assurance and methods 
of its assessment. In: Jan Payne et al.: Quality of Life and Health, Triton 
2005. In press. (In Czech.)

11. Olwery Ch: Bioethics in developing countries, ethics of scarcity and 
sacrifice. J Med Ethics. 1994;20:169–74.

12. Khan KS: Epidemiology and ethics: the perspective of the third world. 
J Publ Health. 1995;15(2):218–25.

13. Bencko V: Sustainable development. Ecological policy in Czechoslova-
kia. In: Proceedings of symposium Air Pollution in Central and Eastern 
Europe: Health and Public Policy. Boston: Management Sci. for Health; 
1995. p. 215–7.

14. Bencko V: Primary prevention and quality of life. In: Hofmeister H, 
editor. Der Mensch als Subjekt und Object der Medizin. Neukirchen: 
Neukirchener Verlag; 2000. p. 117–24.

15. Brooks R: EuroQoL: the current state of play. Health Policy. 1996;37:53–
72.

16. Abbate R, Giambalvo O, Milito AM: Service and life quality. Soc Indic 
Res. 2001;54:275–308.

17. Drbal C, Bencko V: Environment, health, its determinants and quality 
of life. In: Jan Payne et al.: Quality of Life and Health, Triton 2005. In 
press. (In Czech.)

18. Bojar M: Sustainable living and health care – scarcity, priorities, triage. 
In: Dlouhý J, editor. Proc. of multicultural seminar: perspectives of 
sustainable living in Europe, Japan and North America. Prague: Vesmír; 
1995. p.13–5.

19. Campbell A, Converse P, Rodgers W: The quality of American life, 
perception, evaluation, and satisfactions. New York: Russell Sage; 
1976.

20. Diener E: Subjective well-being: the science of happiness and a proposal 
for a national index. Am Psychol. 2000;55:34–43.

21. Diener E, Rahtz DR, editors: Advances in quality of life theory and 
research. Dordrecht: Kluwer; 2000. 

22. Kasser T: Two versions of the American Dream: which goals and 
values make for a high quality of life? In: Diener E, Rahtz DR, editor. 
Advances in quality of life theory and research. Dordrecht: Kluwer; 
2000. p. 3–13.

23. Power M, Harper A, Bullinger M: The World Health Organization 
WHOQOL-100: test of the universality of the quality of life in 15 different 
cultural groups worldwide. Health Psychol. 1999;18:495–505.

24. Noerholm V, Groenvold M, Watt T, Bjorner JB, Rasmessen NA, Bech 
P: Quality of life in the Danish general population – normative data and 
validity of WHOQOL-BREF using Rasch and item response theory 
models. Qual Life Res. 2004;13(2):531–40.

25. Salek S: Compendium of quality of life instruments.6th vol. Surrey: 
Euromed Comm. Ltd; 2004.

26. World Health Declaration adopted by Member States of the World Health 
Organization at the 51st World Health Assembly, May 1998.

27. Kříž J, Bencko V, Cikrt M, Kříž B: Primary prevention and health promo-
tion in the Czech Republic. Contemporary problems, risks and possible 
solutions. Prakt Lék. 1996;76(10):478–82. (In Czech.)

28. Moore M, Gould P, Keasry BS: Global urbanization and impact on health. 
Int J Hyg Environ Health. 2003;206:269–78.

29. Orloff K, Falk H: An international perspective on hazardous waste prac-
tices. Int J Hyg Environ Health. 2003;206:91–302.

30. Bencko V, Pelclová D: Occupational safety and health in the Czech 
Republic. In: Stellman JA, editor. Encyclopedia of occupational health 
and safety. 4th ed. Geneva: ILO; 1998. p. 16–57.

31. Klein O, Bencko V: Ecology of Man. Prague: Karolinum; 1997. (In 
Czech)

Received September 30, 2004.
Received in revised form and accepted May 31, 2005.


