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PHC  REFORM  IMPLEMENTATION  IN  GEORGIA

1  Consultant, National Institute of Health and
Social Affairs

Tamar Gabunia1

ABSTRACT
Georgia’s health status is now amongst the lowest in East and Central Europe, and
its deterioration is directly linked, among other things, to lack of access to primary
health care. This in turn is due to a lack of trust in local providers, the perceived low
quality of local service provision, and the inability of most of the population to pay for
services, particularly in rural areas. Improving health outcomes by improving the
utilization of primary health care services is therefore a critical objective.

The Government of Georgia has decided to reform the health care system based
on Primary Health Care (PHC).  It has started a process of policy development,
articulation of the institutional framework and the development of the evidence to
support change. In this effort the Ministry of Labor, Health and Social Affairs has
been supported by multiple donor agencies such as World Bank, European
Commission, DFID, USAID and CIDA.

The aim of reform interventions is to enhance the capability of the PHC network to
meet the health needs of Georgia population through sustainable, accessible and
affordable health care services; and to increase the capacity of local communities
to make informed health care decisions, promote their active participation in the
health care process, and mobilize their resources to create a more sustainable
health care infrastructure.

The priority for ongoing reform of the
Health Care system in Georgia is the
establishment and further
development of Primary Health Care
(PHC). The Government of Georgia
developed and approved a PHC
Strategy in 2000, which serves as a
guiding document for the
development of PHC and Family
Medicine in the country. The PHC
Strategy envisages the formation of
a PHC model that effectively and
reliably provides the entire
population of the country with high
quality yet cost effective medical
services and is physically available

and affordable. This will contribute
to the goal of improving the health
status of the Georgian population,
with particular emphasis on the most
vulnerable and poor. The PHC
Strategy calls for major changes in the
institutional establishment,
functional performance, and
financing of the health sector.

In its intention to reform health care
system into one based on strong PHC
model the Government of Georgia is
supported by multiple donor
agencies such as the World Bank,
British Department for International
Development, European commis-
sion and USAID. A Memorandum of
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Understanding (MoU) was signed
between these partners with the aim
to co-operate in the establishment
and further development of a
sustainable Primary Health Care
system in Georgia.

Donor agencies propose a
comprehensive programmes
supporting the Primary Health Care
development, comprising of
technical assistance at national and
regional levels as well as investment
in a pilot regions  (Adjara, Imereti
and Kakheti) in terms of
refurbishment of existing PHC
infrastructure, provision of
equipment, health promotion and
prevention activities and training of
PHC facility staff. The PHC reform
programme aims to enhance the
capability of the PHC network to
meet the health needs of Georgia
population through sustainable,
accessible and affordable health care
services; and to increase the capacity
of local communities to make
informed health care decisions,
promote their active participation in
the health care process, and mobilize
their resources to create a more
sustainable health care infrastructure.

To ensure successful reform
implementation, the Ministry of
Health, has established a PHC
Coordination Board through which
all assistance is managed and
coordinated. In November 2004 the
MoLHSA issued a policy statement
known as the “Road Map” for PHC
reform in Georgia. The policy
statement was followed by an

indication of the specific steps to be
taken, including the setting up of 4
different working groups in which
stakeholders should be involved.
These working groups composed of
representatives from all key
stakeholders dealing with human
resource development, service
definition, health management
information system development,
health financing and health
promotion are currently in function
in order to adapt the appropriate
means to be done in parallel and built
up a consistent PHC system.

The road map envisaged two sets of
interlinked measures, namely:
- Tangible immediate

achievements and
- Carefully prepared mid and

long-term solutions and
strategies

The first set of measures should aim,
as stated in the document, to
establish 100 renovated PHC service
production units in the regions of
Imereti, Adjara and Kakheti. This will
include retraining health workers for
the selected PHC facilities and then
refurbishing and equipping the units
that would have an impact on the
health status and the satisfaction of
the population concerned. As the first
steps towards the establishment of
the new PHC model in Georgia are
being made now, the MoLHSA and
concerned stakeholders will
continue to work on policy
preferences for reforming PHC. The
proposals generated will draw from
and build upon the results from the
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action steps described above and
will pave the way for a sustainable
PHC system in Georgia.

1. COUNTRY BACKGROUND
Georgia became independent in
1991. Two major crises marked the
beginning of the transition period:
the break-up of the former Soviet
Union (FSU), which disrupted
traditional trade and payments links
and increased the price of  imports,
particularly energy, and the civil
conflicts in Abkhazia and South
Ossetia, which generated a large
movement of refugees. As a result,
Georgia suffered one of the sharpest
economic declines of the FSU. After
the signing of cease-fire agreements
with South Ossetia (1992) and
Abkhazia (1994) the government
launched a successful and important

structural reform programme,
including fiscal and monetary
reforms. However, in 1998, economic
performance declined again with the
onset of the Russian crisis. Economic
development restarted at the
beginning of 2000, but remains
largely dependent on external
factors (Table 1).

The main consequences of these
developments were:

- An important decline of the
economic activities and a
modification of their repartition
between the various sectors
(Table 2).

- A stagnation of household
incomes (Table 3).

- An important discrepancy of the
repartition of incomes between
the various groups of the
population.

Table 1. 

GDP 1996 1997 1998 1999 2000 2001 2002 

GDP at market price  

(Million GEL) 
3 846 4 639 5 041 5 666 6 015 6 638 7 427 

Index/volume of the GDP 

(Previous year = 100) 
 110,6 102,9 103,0 101,9 104,7 105,3 

Source:  World Bank / State Statistic Department of Georgia 
 
Table 2. 

GDP 1996 1997 1998 1999 2000 2001 2002 
Agriculture 33,2 % 29,0 % 26,7 % 24,7 % 20,2 % 20,7 % 19,3 % 

Industry 22,9 % 21,7 % 21,6 % 21,2 % 21,0 % 20,6 % 21,3 % 
Services 43,9 % 49,3 % 51,7 % 54,1 % 58,8 % 58,7 % 59,4 % 

Source: World Bank data / State Statistic Department of Georgia 
 
Table 3. 
Monthly household 

incomes 1996 1997 1998 1999 2000 2001 
Total 

(Average/in GEL) 153,5 134,7 162,2 168,8 174,8 192,2 

Urban 126,9 126,3 154,4 152,8 174,4 189,9 

Rural 186,7 144,3 171,3 186,9 175,2 194,7 
Source: State Statistic Department of Georgia 
 
 



4

Journal of Health Sciences Management and Public Health

- An important increase in the
number of the poorest part of the
population1.

The direct consequence of this
situation is that an average of 33 %
of the population (up to 50, 7 % in
some regions) does not seek medical
care mainly for financial reasons. The
cost of medical services (42, 4 %) and
the cost of pharmaceuticals (32, 8 %)
are reported to be the main problem
for the population in the district
health care system.

Demography
The initial first results of the census
of 2000 estimate the current
population at 4,355 million
inhabitants (1, 1 million households)
not including Abkhazia and
Tzkhinvali regions. The available
demographic estimates portray a
pronounced fertility rate drop from
2,14 births per 1000 in 1989 to 1,4

births in 2001 and a growing number
of elderly (percentage of population
over 65 years: 1991: 15,3 / 2001: 18,9).
During the same period, due to the
bad conditions, the infant mortality
rate increased dramatically from 13,
1 (per 1000 live births) in 1995 to 24
in 2000, and the average life
expectancy dropped from 72, 5 years
in 1995 to 68, 9 in 2001.

2. CURRENT STATUS

2.1. Overview
The health care service system is
divided into three levels (Table 4):
- Primary health care network,

uniting different ambulatory
clinics, polyclinics and women’s
health centres,

- Second level network, including
village, city hospitals and central
regional hospitals

- Third level health care, including
special level hospitals, diagnostic
and scientific centres.

1 The estimation of the poverty line depends for a large part on the methodology used. For this
reason, at the moment, there are 3 levels of poverty in Georgia (sources: UNDP “Human
Development Report –Georgia 2001-2002”; World Bank “Georgia poverty update” January 2002):
- High level: from 41,55 (summer) to 50,71 % (winter) of the total population
- Medium level: from 24,62 to 30,85 % of the total population
Low level: from   8,41 to 12,68 % of the total population

2  The difference between 2000 and 2001 figures concerning the number of independent
outpatient facilities derives from the fact that some of these facilities were “absorbed” by the
polyclinics in their regions.

Table 4. 
Main medical facilities 1999 2000 2001 2002 

Hospitals 287 280 278 279 
Outpatient facilities in hospitals 94 87 93 96 
Dispensaries 79 75 79 78 
Independent outpatient facilities 977 963 1812 191 
Independent dentist polyclinics 62 63 68 83 
Medical posts 33 22 39 17 
Midwife posts 438 345 305 306 
Source: Ministry of labour, health and social affairs-Department of statistics 
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During the 90s, the reorganisation of
medical facilities was mostly
oriented towards the decrease of the
number of hospital beds (22 491 in
1999; 18 290 in 2002). Due to
important financial difficulties, the
authorities were also obliged to close
some medical and midwife posts.
During the same period the number
of nurses was decreased while the
number of physicians remained
more or less stable (Table 5).

2.2. Health care financing
structure
Due to the economic situation
(recession of the GDP, stagnation of
the household incomes) which
caused a quasi-stagnation of the
revenues coming from taxation, the
government health expenditure
remained low throughout the 1990s
(Table 6).

But due to the difficult economic
situation a serious gap exists
between the planned allocations and
the actual receipts.

The majority (90 %) of these public
sector funds for health care are
allocated for the financing of a basic
benefit package. In 2000, this BBP
included 16 programmes managed
by the SMIC, 3 programmes
managed by the Public Health
Department and 8 programmes
managed by the municipalities.

2.3. National Strategy

a) Municipalities
The municipalities are involved with

the health care budget at two
levels:

- Identification of the poor
- Payment of some of the health

care services.
A compulsory minimum of 10 % of
the municipal budget3 must be
allocated for local health care
expenditures with a repartition
between (i) 5 municipal programmes
included in the BBP (7 % of the
municipal budget) and (ii) three
categories of health expenditures (3
% of the municipal budget):

Table 5. 
Number 1988 1994 1995 1996 1997 1998 1999 2000 2001 2002 

Physicians 26179 22578 21252 19062 21706 20824 21520 21062 19513 20225 

Nurses & Midwives 56961 43321 38541 29978 29775 28642 28638 26179 23360 23356 
Source: Ministry of labour, health and social affairs-Department of statistics 
 
Table 6. Health expenditures in % of the GDP 

1996 1997 1998 1999 2000 2001 2002 

2,1 % 3,5 % 4,5 % 4,3 % 5,2 % 4,8 % 4,5 % 
Source: WHO, World Bank, MLHSA 
 

3 The municipalities’ financial sources constitute of local taxes and taxes shared between the
central level and the municipalities (85 % of the Income Tax, Corporate Tax, and a part of the
financial flows derived from privatisation).
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- Medical examination before
military service

- Sanitary supervision department
- Public health programmes

(monitoring of epidemics,
malaria, etc).

Due to the low level of taxes
collected, most municipalities are not
able to pay for the full amount of
their planned health budget
(Average: 60 %). This situation4

affects the functioning of the
polyclinics and other local medical
units and is often compensated by
the implementation of a fee-per-visit
paid by the patients. Municipalities
have the possibility to invest in the
refurbishment of polyclinics and
other medical units from other
resources than the previously
indicated 10%.

b) The Basic Benefit Package (BBP)
The initial concept of solidarity
(based on the BBP) has been
transformed (and is gradually
disappearing) due to the lack of

financial resources in MoF and the
SISUF to finance the permanent
increase of the BBP (new benefits). In
addition, the existence of a
“universal” BBP, taking into
consideration the person and not the
income of this person, has increased
the total cost of the BBP. The current
solidarity mechanisms are thus
“disconnected” from the structure of
the income of the population.
However, the current structure of the
income of the population5 points out
that 10% of the population receives
approximately 40 % of the total
income (Fig. 1). One of the key
aspects of the health care financing
reform is to re-consider whether this
group must benefit or not of the
health care services of the BBP.

2.4.  Country Strategy
The PHC Financing Reform is
required to be coordinated with the
Economic Development and Poverty
Reduction Programme of Georgia
and should be in line with the

4 The lack of cash flow causing delays in payments is also significant.
5 Source: Statistic Department of Georgia

Figure 1. 2001 - Household incomes 

Source:  Household expenditures / State Statistic Department/2001-2002 
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Strategic Health Plan adopted by the
Georgian Government.

Economic Development and Poverty
Reduction Programme (EDPRP)
In June 2003, the Government of
Georgia adopted the Economic
Development and Poverty Reduction
Programme (EDPRP). The
programme aims to achieve
sustainable economic development
and substantial reduction of poverty
in the country by 2015. Main goal is
to raise the welfare of the population
of Georgia, which implies
improvement of the quality of life of
each person. In order to achieve this
goal, two strategic objectives have
been defined: a). fast and sustainable
economic development; b) reduction
of poverty. In order to achieve these
strategic objectives, various
priorities have been defined,
including (i) development of human
capital and (ii) social risks
management and improvement of
social security through improvement
of standard of living of individuals
below the poverty line and reduction
of vulnerability level through
improved management of social
risks.

The EDPRP is promoting the
establishment of fundamental
principles in the country, including:
a) rule of law; b) effective
governance; c) public participation;
d) human development; e)
incorporation of the interests of
future generations; f) creation of
favourable entrepreneurial climate;
g) expansion of the legality in all
spheres: h) formation of information

society and i) equality of
opportunity.

Strategic Health Plan
At the end of 2000, the Government
of Georgia adopted a concept of PHC
development that envisages the
formation of a health care model that
effectively and reliably provides the
entire population of the country with
high quality yet cost effective
medical services and is physically
available and affordable. This reform
will be implemented over a five year
period (2003-2008) with the support
of a World Bank loan, EU and DFID
grants, and other donor assistance
programmes (for example, USAID,
CIDA).

In this programme the clear priority
of the health care training is to serve
the short and medium term priorities
of the PHC development by making
it sustainable from a country wide
implementation perspective.

The implementation strategy for
improving the health care training
process should include:
- Focusing on desired PHC results

and priorities
- Creation of a momentum by

building and maintaining a
consensus

- Balancing and communicating
measurable results with the rate
at which capacity can be built

- Improving the PHC culture.

PHC Training
A key issue for discussion is the issue
of human resource planning in the
health care sector. In developing
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appropriate human resource
capacity for primary care it is
important to ensure that an optimal
number of health professionals of
appropriate competence base are
trained, including specialists in
Family Medicine.

The following could be viewed as
key challenges in human resource
planning and management:
- An imbalance of doctors, other

primary health care professionals
such as family/ primary health
care nurses and workers that
support the actions of the Family
Medicine team, often called the
Family Medicine manager.

- Recruiting and retaining health
care staff in family medicine, in
rural or unpopular areas

- Developing the cadre of practice
managers and giving them
credibility within the health
system

- Are professionals (doctors and
nurses) adequately regulated in
both public and private sectors to
ensure the quality of their
practice and protection of the
vulnerable public

- Ensuring that the training of
doctors and nurses in Family
Medicine is undertaken to
international standards and that
training institutions are
providing learning experiences to
this standard.

As the process of developing PHC
system moves forward and key
emphasis is made on high quality
care provision by PHC service
providers, it is essential to develop

a suitable system with appropriate
infrastructure and regulations for the
training of PHC cadre. Such system
should cover:
- Postgraduate training of FM

specialists
a) Retraining of existing

physicians as FM specialists
b) Continues medical education

for all PHC staff (doctors,
nurses, managers)

- Undergraduate training
- Residency programme
- Manpower planning

The re-training is viewed as a
postgraduate training and has been
legally recognized by the MoLHSA
according to the existing regulations
for that level training interventions.

The re-training programme for
family physicians has been revised
at third time and accredited by the
State postgraduate medical
education board in May 2005. Due to
the lack of regulations for nurses the
general practice nurse re-training
programme still operates under a
“temporary” status. However it has
been jointly revised by the Georgia
Family Medicine Association,
National Institute of Health and
Social Affairs and Oxford Policy
Management team experts and got
approval by the Ministerial decree in
May 2005.

In-service training for family
medicine human resources was first
introduced in Georgia in 1997. This
has been closely linked with the
establishment of functional FM
practices that are considered as an
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ideal environment for training of
family physicians, general practice
nurses and practice managers.

FMTCs are equipped and
furnished, for creating comfortable
and effective training environment.
All newly established family
medicine practices are licensed as a
family medicine training centres and
so eligible to provide post-graduate
education. The following
organizations have been involved in
re-training of FM human resources
during the period of 1997-2003
- National Institute of Health
- National Family Medicine

Training Centre and Four Family
Medicine Training Centres in
Tbilisi established within DFID
Georgia PHC development
project (2000-2003)6

- Mtskheta-Mtianeti Regional
training centre (USAID/AIHA)

The State Medical Academy had
developed the full residency
programme in family medicine. The
programme has been operational
since 2002.

The Tbilisi State Medical University,
in partnership with Missouri,
Columbia University faculty of
Family Medicine, is currently been
working on developing the FM full
residency programme.

Other training institutions have also
been providing some training

activities for PHC staff and family
physicians through continuous
medical education courses.
Approximately 100 family
physicians and nurses are currently
being trained from three pilot regions
at family medicine training centers in
Tbilisi and Mtskheta. After the
completion of the re-training
schemes they will be allowed to take
the state licensing exam in family
medicine that thus enter the speciality
with proper recognition.

In the mid- and long-term
perspective Georgia should develop
sustainable institutional
infrastructure for PHC staff training
that will generate human resources
with appropriate skills and
competencies.

The main emphases is made on
developing a medical personnel for
the new PHC systems but since the
number of PHC service unit staff
increases the need of complex
administrative/organisational
arrangements is obvious. This will
require an input of practice
managers, receptionists and other
administrative staff.  Numerical and
qualitative requirements for
administrative staff are yet to be
defined.

Training Curricula
Retraining programme for family
physicians was designed in 1997-

6 National Family Medicine training center, Family  Medicine Practices at Tbilisi Family
Medicine Training Center (Former Children’s polyclinic 9), Adult’s Polyclinic 28, JSC
“VERE-21”, Medical Preventive Center 1
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19997 by the team of the Deanery of
postgraduate general practice
education of the University of
London. Retraining programmes for
general practice nurses and practice
managers were developed in 2000-
20018. The duration of re-training
programme for FP is 940 hours and
is implemented through 6 months
intensive training course.

The existing training programme for
general practice nurses composes of
816 hours. Duration of GPN
retraining programme is 5 months
through intensive re-training
scheme.

The position of the Family Medicine
Practice Manager as understood in
the West is rather new for Georgia.
The first group of practice managers
were trained within the DFID
Georgia PHC development project
2002-2003. Based upon a training
needs assessment, a training
programme was developed and
implemented. The duration of the
practice managers training
programme is 650 hours that may
last for 6 months.

Staff trained in PHC
There are number of PHC staff
already retrained in family medicine
in Georgia: 198 primary care
physicians, 40 general practice
nurses and 15 practice managers
were re-trained during the period of

1997-2003 at family medicine training
centres under the supervision and
coordination of National Health
Management Centre (Currently, the
National Institute of Health and
Social Affairs). The National Institute
of Health has been acting as a
Supervisory organisation by
providing the monitoring and
evaluation of the training
programmes all over the country.

Most of the staff re-trained is
currently working at family
medicine practice sites in Tbilisi and
Mtskheta, 35 PHC physicians were
re-trained from Imereti, Adjara and
Shida Kartli. There are no re-trained
physicians and nurses in Kakheti.
56 re-trained physicians and 63
nurses have graduated from the
family medicine re-training
programmes in December of 2005.
They are staff of renovated facilities
in Adjara and Imereti which will get
functional from spring of 2006 as
soon as the rehabilitation work is
completed and re-trained
practitioners certified according to
the current regulations.

Family Medicine Trainers of
Physicians / Nurses/Practice
managers
The training programmes for family
medicine staff have been established
for the family physician, general
practice nurse and practice manager
trainers. The roles and functions of

7 Know-How fund Georgia Health Project “In -service training for General Practitioners in
Georgia” 1997-1999
8 DFID Georgia PHC development project 2000-2003
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trainers were determined under the
temporary statutes approved by a
Ministerial decree in April 2002. The
specific training course “Pedagogic
Skills-Teaching and learning in
General Practice” for trainers was
developed and implemented by the
National Institute of Health and
Social Affairs. The duration of the
course is 68 hours. A family
physician desiring to be recognised
as an FM trainer must complete the
course. Potential trainers were
identified on the basis of a
competitive selection either before
the completion of the full re-training
scheme or after being successful at a
summative assessment (post-
training). The number of FP, GP
nurse and practice manager trainers
working at each FMTC are as follows
(Table 7):

5. INTERNATIONAL DONOR
PROGRAMMES SUPPORTING
THE HEALTH SECTOR REFORM

During the previous years, various
health sector reform initiatives and
projects have been implemented with
the assistance of international
donors.

World Bank
The World Bank is the key donor
supporting health sector reform in
Georgia. The World Bank (IDA)
provided the Georgian Government
with a first loan (commonly known
as Health I Project) of approximately
US $ 14 million. It became effective
in 1996 and terminated in December
2002. The objective of this loan was
to achieve the following
developments:
- Reorient the health system

towards cost-effective public
health interventions like
preventive and primary health
care, assuring, in particular, better
quality care for women and
children, and focusing the
MoLHSA activities on regulation
of public and private providers;

- Rehabilitate selected facilities
and equipment that were down-
sized and dedicated to cost-
effective provision of maternal,
prenatal, and paediatric care;

- Develop human resources to
support health reform, through
continuing education for public
health doctors, family
practitioners, nurses, health
administrators, and other
personnel; and

Table 7. Number of FP trainers at each FM training practices 

Family Medicine Training Practice N of FP 
 trainers 

N of GP Nurse 
trainers 

N of GP manager 
Trainers 

National Family Medicine Training Centre 11 6 1 
Tbilisi Adult's polyclinic 28 8 2 1 
Tbilisi Children's polyclinic 9 5 2 1 
Tbilisi JSC "Vere-21" 5 2 1 
Tbilisi Medical-Preventive Centre 1 4 2 1 
Mtskheta Family Health and Regional Training 
Centre 

4 2 - 

Kutaisi 5 - - 
Batumi 7 - - 
Gori 2 - - 

TOTAL 51 16 5 
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- Support the development of an
independent health fund with
regional branches, in order to
finance a package of basic clinical
services in a cost-effective and
equitable manner.

The Government of Georgia secured
a second loan (20.3 million US$) from
the World Bank in July 2003 to help
finance the development of its PHC
sector over a period of 5 years. The
main objective of the PHC
Development (commonly known as
Health II) Project is to improve the
coverage and utilisation of the
quality PHC based on the model of
the family medicine/general
practice, with an emphasis on
reaching the poor and disadvantage.
The project consists of three
components: (i) PHC service
delivery; (ii) institutional
development; (iii) project
management.

Key components of the Project
include: (a) priority reconstruction,
development  and rationalisation of
PHC facilities in selected parts of the
nation; (b) the provision of essential
PHC equipment to support those
facilities, (c) the development of
national policies to support the
initiative, (d) the development of an
improved national health care
financing system that will provide
sustainability for the PHC function,
(e) the establishment of an Health
Management Information System
(HMIS) capacity that will meet the
prioritised needs of the evolving
PHC function while playing into the
long term information needs of the
entire sector, and (f) a supportive but
highly targeted Information

Education and Communication (IEC)
initiative that will support the
requirements of all of the above
efforts.

UK Department for International
Development (DFID)
DFID has provided assistance to the
reorganisation of the health care
system in Georgia since 1996. A first
DFID project (1996-1999) supported
the World Bank Health I project and
piloted mechanisms for training
doctors in Family Medicine.

A second DFID financed project on
Primary Care development was
designed in 1999 with input from the
GoG, Tbilisi Municipality Health
Department, the WB and WHO. The
purpose of this project was to
develop and implement a
sustainable new model of Primary
Health Care through Family
Medicine to improve the quality of
and access to services. The Project
was designed to assist the Georgian
Primary Health Care development
through three key outputs.
- Establishment of functional

Family Medicine demonstration
sites in urban areas to provide a
platform for the national roll-out
of the FM model.

- Strengthening of the human
resource capacity by training staff
to work in primary health care
facilities based on the family
medicine model.

- Promote access to basic services
through population-based risk
pooling schemes to cover the
costs of essential primary care
drugs, developed and
implemented in the FM
demonstration sites.
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A third DFID project which
commenced in October 2003 with a
duration of 5 years, supports the
Primary Health Care Development
Project (Health Loan II) with a grant
of 8 million US$ (technical assistance
only) executed by Oxford Policy
Management (OPM) structured
according to the following work
streams:
1. Direct support to the PHC Board

and Management Committee.
2. Support to Finance and Policy
management. This component will
be oriented towards:

- Identification (National Health
Accounts) of the financial flows.

- Reform of the financial
processes, including the
repartition mechanisms of the
allocations between the various
regions of Georgia.

- Development of new Secondary
Health Care financing
mechanisms linked to the PHC
development, including a Basic
Benefit Package concerning
hospital care services.

3. Support to Human Resources
development.
4. Support to Health Management
Information System development.
5. Support to Information, Education
and Communication development.

EU / TACIS
The EU TACIS Action Programme
2002 foresaw support for addressing
the social consequences of the
transition in Georgia with a focus on
support to the health sector reform
in line with the Strategic Health Plan
and the Economic Development and
Poverty Reduction Programme of
Georgia. EU assistance to the

Primary Health Care Development
Project (technical assistance at
national and regional level and
investment in Kakheti Region)
comprises of a 7.5 million Euro grant
for a period of 3 years (2004/5/6). EU
assistance includes:
1. Support to Health Care Finance

reform and policy development,
an ongoing project.

2. Investment in Kakheti Region to
implement new services delivery
by supporting PHC facility
refurbishment, equipment
procurement and health
promotion and disease
prevention activities,

3. Human Resources Development
(re-training of PHC medical and
facility staff in Kakheti region).

In order to develop a sustainable and
coherent support to the reform, the
European Commission was and is
implementing a range of preparatory
activities:
a) Assessment of the health care

financing system and health care
management in Georgia. The
assessment was completed in
June 2003.

b) Poverty Mapping Kakheti region:
Statistical data on living
conditions for poverty
measurement. The objectives of
this project are to: a) improve the
availability of statistical data on
living conditions in Kakheti
Region for poverty measurement;
b) enlarge the range of poverty
indicators and therefore the
scope of poverty analysis. The
project started in June 2003 with
a total duration of 12 months.

c) Development of a Regional
Master Plan for the Primary
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Health Care system in Kakheti
Region. .The Regional Master
Plan answers what, where, when
and how the current and future
PHC project resources and
interventions should be
sequenced and allocated to best
meet the needs for workforce
training, infrastructure
improvement, FM equipment
and health promotion in Kakheti
region. This is one of the initial
steps within the initiative led by
the MoLHSA to develop and take
forward the implementation of
the National Master Plan for the
PHC sector in Georgia. The
National Health Master Plan
objective is to help define a
health care model that reliably
provides the population of
Georgia with high quality yet
cost effective primary care
services and is physically
accessible and affordable. The
national planning process,
considering the Kakheti exercise
as one pilot, will begin in Imereti
and Adjara regions and includes
an inventory and evaluation of
the current resources. This will
lead to a similar assessment in all
regions of Georgia and
eventually define the number of
PHC facilities, health personnel,
resources and activities required
countrywide.

The Kakheti Regional PHC Master
Planning tasks were initiated in July
2003. Analysis of results and
proposed actions were considered
throughout 2004 in a linked series of
consultations involving health
decision-makers at national level and
from Kakheti region, key donors and

civil society stakeholders. Linked to
this exercise, DFID/OPM conducted
a financial analysis of the
implications of implementing the
Kakheti Master Plan and then
developed a human resources
supply and demand model based
upon master plan needs. The general
objective of this activity has been to
develop a financing strategy for a
smooth transition from the current
staffing and skill levels to those
required in a more efficient system.
The specific objective dealt with a
review of the proposed PHC staffing
in the Kakheti region based upon
effectiveness and affordability
considerations. The PHC
management board approved on 8th
February 2005 the actions proposed
for the present  EC projects during
2005 and 2006 that will be the first
steps of  the PHC development plan
in Kakheti. Long-range
implementation of the Regional PHC
Master Plan will be a function of the
resourcefulness of the Georgian
authorities to leverage further
investment in the reorganisation of
the health sector in Kakheti Region.

USAID
USAID is implementing a range of
health care assistance programmes
and projects with the aim to catalyse
improvement of social and health
services in targeted areas. USAID’s
assistance includes: Support to
Mtskheta Family Medicine Centre

The overall goal of this project has
been the design, development and
implementation of a family- and
community-oriented Primary Health
Care (PHC) system in the Mtskheta-
Mtianeti region and the development
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of a Healthy Communities initiative.
Among the key objectives were:
- The establishment of a PHC

centre in Mtskheta that
consolidates family and
community oriented adult and
child curative and preventive
services in a renovated facility.

- The establishment of a Family
Health Training and
Demonstration Centre in
Mtskheta.

- The training of a core group of 10
Mtskheta-based certified and
licensed family physicians.

- The training of a core group of
trainers for family physicians and
general practice nurses.

CIDA (Canada)
Information Technologies and
Information Management Strategies
(IMS) oriented to the Health Sector.

The objective of CIDA’s assistance
(2001-2005) is to accelerate the reform
of the health care system(s) in the
South Caucasus countries with the
implementation of Information
Technologies and Information
Management Strategies oriented to
the health sector. The assistance
includes: (i) the development of
network(s) between the main health
care providers, (ii) the development
of partnership between the various
actors involved in the health care
sectors and (iii) training for the
development of IMS in the health
sector.

It is vital for the successful reform
implementation to well coordinate
all available resources and target
these according to the country needs.

pirveladi jandacvis reformis danergvapirveladi jandacvis reformis danergvapirveladi jandacvis reformis danergvapirveladi jandacvis reformis danergvapirveladi jandacvis reformis danergva
saqarTveloSisaqarTveloSisaqarTveloSisaqarTveloSisaqarTveloSi

Tamar gabunia

saqarTvelos janmrTelobis dacvis sistemis reformis mTavari mizani
pirveladi jandacvis Tanamedrove da moqnili sistemis Seqmnaa, romelic
dasavleT evropaSi sayovelTaod aRiarebul principebsa da koncefcias
daemyareba. amgvari transformaciis aucileblobis naTeli dadasturebaa
saqarTvelos mosaxleobis janmrTelobis mdgomareobis savalalo
maCveneblebi, romlebic ukanasknel wlebSi gauaresda aramxolod dasavleT
evropis, aramed aRmosavleT da centraluri evropis qveynebTan
SedarebiTac.

pirveladi jandacvis reforma, romelsac Sromis, janmrTelobisa da
socialuri dacvis saministro donori organizaciebis (msoflio banki, didi
britaneTisa da amerikis saerTaSoriso ganviTarebis departamentebi,
evrokavSiri) mxardaWeriT axorcielebs, iTvaliswinebs mTel rigi
RonisZiebebs, romelTa saSualebiT Camoyalibdeba pjd axali mdgradi,
finansurad xelmisawvdomi da efeqtiani sistema. igi uzrunvelyofs ra
jandacvis seqtorSi arsebuli resursis efeqtur, samarTlian da Tanabar
gadanawilebas, nacvlad samedicino daxmarebis SezRuduli paketisa,
mosaxleobas SesTavazebs yovlismomcvel da xarisxian momsaxurebas,
romelic SesabamisobaSi iqneba pacientis janmrTelobis saWiroebebTan.
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ABSTRACT
Community involvement requires participation of people in the analysis, decision-
making, planning, and program implementation of health services, as well as in
health promotion activities. In Oman, community involvement is not well established
and in order to sustain and strengthen MOH achievements, the Ministry of Health
must develop mechanisms for involving and strengthening community health.  There
is a political commitment to meaningfully involve communities in the health system,
and one of the MOH priorities is increasing community involvement in health care
activities.

INTRODUCTION
The Sultanate of Oman is the third
largest country in the Arabian
Peninsula after Saudi Arabia and the
Republic of Yemen. Oman, which is
located in the southeastern corner of
the Arabian Peninsula with a
population around 2.5 million. A
Royal Decree was issued on the 23rd
of August 1970 to establish the
Ministry of Health (MOH) in Oman
and health for all citizens has been
endorsed as a national policy (7). The
healthcare services are free of charge
to all Omani nationals and the
Ministry of Health (MOH) is the main
provider of health care in the country.
The health system is based on three
levels of health care delivery:
primary, secondary and tertiary
health care.

Before 1970, Oman’s health care
system was not properly developed.
There were only two hospitals in the

Muscat region and nine clinics with
a total of 12 beds. There were fewer
than a hundred people employed in
the health sector. The child mortality
rate was high. Major communicable
and infectious diseases were
prevalent throughout the country
due to contaminated water supplies
and lack of sewerage systems.

The number of hospitals has
increased over the years. There is at
least one Regional Referral Hospital
established in each region to provide
high quality specialized outpatient
and inpatient medical services
covering variable specialist areas. At
present the MoH runs 48 hospitals,
of which 13 are referral hospitals and
an extensive ambulatory care
network. The morbidity pattern in
the country is shifting from
communicable diseases that affected
the developing communities to
health problems related to modern
lifestyle. The Expanded Program of
Immunization (EPI) established 1981
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has shown a substantial progress. The
overall proportion of children in the
government’s target group who are
fully immunized against polio,
diphtheria, tetanus, whooping cough
and measles have substantially
increased from 10% in 1981 to 98% in
2002 (7).

Oman health indicators
The following tables show selected
health indicators of Oman health
care system achievements. They
show health services, primary care
coverage and health status indicators
and the remarkable achievements in
reducing communicable diseases
and, therefore, mortality rates and an
increase in life expectancy of the
Omani population (Table 1, 2, 3).

Achievement of Oman health
care system
The Sultanate of Oman has achieved
substantial progress in extending
comprehensive health services to the
people in a relatively short span of
three decades. Achievements are
clearly seen in the reduction of
preventable diseases and child
morbidity and mortality. The
standards for health services in
Oman have been significantly
improved to meet international
norms of industrialized nations, and
the services include treatments such
as organ transplantation and open
heart surgery.

The international community and
agencies have recognized the health
services development and
achievements of the Sultanate of
Oman. The “Nations Progress

Report” issued in 1997 by United
Nations International Children’s
Emergency Fund (UNICEF) has
acknowledged the Omani health
care achievements in child health and
has ranked the Sultanate among one
of the leading countries in the
Middle East, Africa and even the
whole World in controlling
childhood diseases as poliomyelitis,
diphtheria and tetanus neonaturm
(6).  The “Human Development
Report” issued by United Nations
Development Program has ranked
the Sultanate number one country for
its achievement in reducing under
age 5 mortalities and increasing
immunization coverage to almost
99% of the targeted population. It has
considered the Sultanate as a model
for human development (6). In a
study conducted by World Health
Organization covering 191 countries,
which was published in Year 2000,
the Sultanate of Oman was ranked
first in the world in healthcare
delivery efficiency and utilization of
financial resources. Oman was also
rated in the top 10 of the world’s most
effective healthcare systems overall
(8) (Table 4).

Challenges to the care
system in Oman
Consumers’ expectation is increasing
and the resources are scarce, which
limit the governments’ expenditure
on health care services. The current
challenges to health care leaders in
Oman are of financial and
technological sustainability and the
burden of the epidemiological
transition.
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Table 1. Health Service Indicators 

Indicators 2002 2000 1990 1980 1970 
Number of hospitals 56 55 52 30 2 
Number of hospital beds 5,168 5,196 3,879 1,879 12 
Hospital beds (per 10,000 of total 
population) 20.4 21.6 24.3 18.6 0.2 

Bed / doctor ratio 1.5 1.6 2.5 3.5 0.9 
Bed / nurse ratio 0.6 0.7 0.9 1.6 na 
Number of health centers, clinics and 
dispensaries (governmental) 172 161 136 80 22 

Number of private clinics 631 560 334 na na 
From National Health indicators & health statistics for MOH, Oman-http://www.moh.gov.com/ mohstat.php 

       

Table 2. Primary Health Care Indicators of Coverage 

Population with access to local health services, total (%) 97 2000 
Population with access to local health services, urban (%) 100 2000 
Population with access to local health services, rural (%) 90 2000 
Infants fully immunized with bcg (%) 98 2003 
Infants fully immunized with dpt (%) 99 2003 
Infants fully immunized with opv3 (%) 100 2003 
Infants fully immunized with measles (%) 98 2003 
Infants fully immunized with hepatitis b vaccine (%) 100 2003 
Pregnant women given 2 doses of tetanus toxoid (%) 53 2000 
From WHO Regional Office of the Eastern Mediterranean, country profile-http://www.emro.who.int/ 
emrinfo/CountryProfiles-oma.htm#HealthStatus 
 
 

Table 3. Health Status Indicators 

Newborns with birthweight at least 2.5 kg (%) 92 2002 
Children with acceptable weight for age (%) 80 1999 
Infant mortality rate per 1000 live births 16.2 2002 
Probability of dying before reaching 5th birthday per 1000 live births 19.3 2002 
Maternal mortality rate per 10000 live births 3.8 2002 
Total life expectancy at birth (years) 73.8 2002 
Male life expectancy at birth (years) 72.2 2002 
Female life expectancy at birth (years) 75.5 2002 
From WHO Regional Office of the Eastern Mediterranean, country  
profile- http://www.emro.who.int/emrinfo/CountryProfiles-  oma.htm#HealthStatus 
 
Table 4. Health System Performance in all WHO Member States 

Performance on Health Level(DALE)  Overall Performance 
Rank Member state  Rank Member State 
1 Oman  1 France 
2 Malta  2 Italy 
3 Italy  3 San Marino 
4 France  4 Andorra 
5 San Marino  5 Malta 
6 Spain  6 Singapore 
7 Andorra  7 Spain 
8 Jamaica  8 Oman 
9 Japan  9 Austria 
10 Saudi Arabia  10 Japan 
From The world health report 2000 - Health systems: improving performance 
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BACKGROUND

What does community invol-
vement in health mean?
Community is defined as a group of
people with shared needs living in a
defined geographic area (3), and
Community Involvement in Health
(CIH) describes a process where
people express their right to be active
in the development of appropriate
health services (3). It is a partnership
between individuals, groups,
organizations, and health
professionals in which all parties
examine the root causes of health
issues and together agree on
approaches to address these issue (3).
It is a continuous process with long
term as well as short-term goals.

Community involvement in health is
a complex process. It may mean
different things to different people.
It may suggest a passive form of
involvement, such as attending
social health events, or an active form
of involvement, such as participation
in health programs.  Policymakers
need to clearly understand the
importance of these differences.  Key
decision makers need to reflect on the
changing dynamics of the health care
environment, scarce resources, and
evolving role of the community when
contemplating changes. For the
purpose of this paper community
involvement/participation is
defined as encouraging and helping
public, private and community
sectors take part in the identification
and analysis of local health problems,
decision making process, and
preparation of the health plans of

action facilitated by the Ministry of
Health.

The concept of community
involvement
For several decades health analysts
and researchers have endorsed the
concept of community involvement
and participation in healthcare
system to promote health. The
concept is widely supported by the
international community and
organizations. The principle of active
involvement of community members
in the health sector was influenced
by World Health Organization
(WHO) and formally endorsed in
1978, in the Alma-Ata Declaration on
Primary Health Care (PHC) (3). Since
the Alma-Ata Declaration, in several
reports published by the World
Health Organization (WHO)
advocate CIH as a prerequisite for
solving the health problems of
developing countries. Governments
started to recognize the importance
of greater community involvement
and collaboration to improve health
and not only by improving the
formal structure of the health care
system.  Although the world
perception of CIH has changed, a
1988 WHO report found that
community participation is still a
relatively new strategy in health
development and the theory of
community involvement in health
was ahead of the practice of
community health (3).

What is required for effective
community participation?
Community involvement is a long-
term investment of mutual benefit to
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health providers and planners on the
one hand and to the community on
the other (1). Today it is widely
recognized that the active
participation of community leaders
is needed in planning and providing
health care information and services;
however, genuine involvement of the
community in health requires
commitment from policymakers. In
many countries CIH is integral to
many government policies and
reforms affecting public health
services.

Scope of community invol-
vement
Community involvement requires
participation of people in the
analysis, decision-making, planning,
and program implementation of
health services, as well as in activities
concerning their health. The
government can support community
partnerships by developing policies
which enable people to change their
lifestyles and achieve better health
through their own action (1). All
forces will thus be mobilized to
address the health problems
common to all society and enhance
the achievement of health for all (1).

With diminishing resources,
complicated social factors, and high
community expectation public health
care providers are increasingly
becoming partners with community
leaders and local providers in the
delivery of health services.
Collaborative efforts by these groups
will facilitate achievement of
superior quality of health care if

effectively utilized as part of health
sector reforms.

What are the advantages of
community involvement?
Increasing community participation
provides individuals and
communities who use the health
services with a sense of ownership,
and helps assure that services are
acceptable and appropriate. In
addition, communities share
responsibility for the rapid appraisal
and help identify local needs in order
to develop a sustainable program of
activities (4).

Many advantages to community
participation in health planning have
been reported in the literature. A
compilation of these are reported by
Pivik in 2002, which include:
- health care that reflects the

specific needs, values, culture
and attitudes of the community;

- decision making that is more
accountable by incorporating the
specific concerns identified in the
community;

- a more efficient use of scarce
resources;

- an enhancement of community
awareness of health issues;

- increased support for the
resulting programs and services;

- the opportunity for increased
networking between health care
service providers and
community members;

- access to local resources and
skills of community members;

- a mechanism for public feedback;
- the opportunity for training and

educating community members
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for future community
development activities; and

- an enhanced sense of control and
empowerment within the
community.

Methods of community
involvement
There are many methods of
involving the public all of which have
pros and cons. Different groups in a
geographical community will have
different views in relation to specific
health issues (9). The method should
address these different viewpoints
and find some common ground
between different groups in the

community. Although not all forms
of involvement have to be directly
representative, research has shown
that the choice of method and
approach must be linked to the
particular aims of specific initiatives
(2).  The levels and types of
community participation, and who is
involved, will vary over time and
will probably change as the plan of
action for intervention is developed
(9) (Table 5).

The next section addresses and
discuses specific community efforts
undertaken in Oman to increase
community participation.

Table 1. Types of Community Participation 

Type of participation Key elements 

Manipulative participation  Participation is a pretence - people’s representatives are on official boards but 
have no real power.  

Passive participation  People ‘participate’ insofar as being told what is going to happen or what has 
already happened. A unilateral announcement may be made by an outside 
agency, and people’s responses are not taken into account.  

Participation by 
consultation  

People are consulted. External agencies define both problems and information 
gathering processes. Such a process does not concede a share in decision 
making and professionals are under no obligation to consider people’s views 
in designing interventions.  

Participation by material 
incentives  

People participate by providing resources e.g. their time or labor, in return for 
food, cash or other material incentive.  

Functional participation  People participate by forming groups to meet pre-determined objectives 
related to the project. Such involvement tends to occur after major decisions 
have been made.  

Interactive participation  People participate in joint analysis of problems, which leads to action plans 
and the formation of new local groups or the strengthening of existing ones. 
These groups take control over local decisions, and so people have a stake in 
being involved.  

Self-mobilization  People participate by taking initiatives independent of external institutions to 
change system/situation.  

From The world health report 2003 - Rapid Assessment and Response Technical Guide TG-RAR. 
http://www.who.int/ docstore/hiv/Core/Contents.html 
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COMMUNITY PARTICIPATION
IN HEALTH SYSTEM IN OMAN
Traditionally individuals were
viewed as passive recipients of
health care services. Oman
recognized that most of the
achievements in health were the
result of personal decisions e.g.
accepting immunization and
changes in life styles. Therefore, since
the declaration of Alma-Ata in 1979,
which considered community
participation in planning and
provision of health services as a right
for the community, there is wide
consensus in Oman that
participation of communities is an
important factor in improving health
outcomes, sustaining health and in
the effective performance of health
systems.

There is a political commitment in
Oman to meaningfully involving
communities in the health system.
Therefore, the MOH must develop
mechanisms for involving and
strengthening effective community
participation and involvement in the
health system to sustain and
strengthen its achievements. One of
the MOH priorities is increasing
community involvement in health
care activities. Some measures are
being taken to strengthen such
involvement. The MOH promotes
community involvement through
cooperation and collaboration with
other social and economic sectors in
order to increase health
improvements to attain the highest
possible level of health for citizens
of Oman.

In 1998, central committees were
established to strengthen
Community Participation to Promote
Primary Health Care (6). Committee
functions include: (a) identify
policies to increase community
participation in health services
provision, (b) co-ordinate efforts of
different sectors including
international organizations in the
Sultanate to insure optimum
utilization of community
contributions to provide health
services, (c) provide yearly work
plans for community support
groups, and (d) provide basics for
monitoring and evaluation of
community participation in health
services provision (6).

Since its establishments in 1971, the
MOH faced great challenges to build
the national health system and
improve the health of the people of
Oman. Therefore, MOH developed
five year health plans to achieve its
goals, the first of which started in
1976. The sixth five-year plan (2000-
2005) is based on situation analysis
of the health status in the country.
The analysis resulted in the
identification of several morbidity
and health related problems with
high priorities. The plan is aiming
mainly to reduce and illuminate the
impact of these problems in health.
One of the health related problems
is the need for strong coordination
with the community and other
sectors. The MOH strategy to deal
with this problem is promoting
community involvement in all
activities of health care (in a gradual
way).
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Decentralization and commu-
nity involvement in health
Decentralization of planning,
management, and budgeting within
Omans’ health system is one the most
important factors in achieving
community involvement in health. In
1990, Directorates General of Health
Services (DGHS) were established in
the regions of the sultanate. This
gives the regions the administrative
and financial autonomy in making
decisions. It has increased health
services development as well the
development of local resources. In
1992, the MOH decided to develop
the “Wilayat Health System” which
allowed further decentralization to
the lowest community level. The
wilayat (district) is the most
peripheral unit and the closest to the
community. The DGHS of the
regions are responsible to develop
their regional health plans as part of
the MOH national health plan. These
plans are prepared based on
identification of health problems
specific for each particular region.
This allows for the identification of
local needs and the proper
management of local resources. In
1993, the Office for Health Services
at the wilayat level was established.
It had promoted a number of
essentials for PHC: community
participation and self-reliance,
equity of health services, better
coverage and efficient health care
delivery. (MOH report,
www.moh.gov.om/prihelt.htm)
Recently the MOH adopted the idea
of hospital autonomy which will
further decentralization the health
services.

Community Support Groups
Community Support Groups (CSG)
were initiated in the Sultanate of
Oman in 1992 as a component of
“Baby Friendly Hospital Initiative”
and supported by the UNICEF (6). A
number of women volunteers were
trained to provide proper health
education to mothers in regards to
infant and childhood nutrition, breast
and complementary feeding. In 1993
“Triple A Initiative” was introduced.
This initiative provided the CSG with
more access to the community and
allowed better appreciation of the
community health problems,
especially those related to childhood
and maternity services, by the
volunteers. It also provided the
volunteers with tools for quantitative
assessment, situation analysis of
direct and indirect factors, and
planning skills for implementing
actions at the community level
towards certain specific problems.
Male volunteers involved in the CSG
focused on areas of environmental
sanitation and promoting blood
donation. The CGS represents one
important means for promoting
community participation and serves
as link between the community and
health care providers. (MOH report,
www.moh.gov.om/prihelt.htm)

Wilayat health management
team
In 1995, the MOH established the
concept of “Wilayat Health Team”
(6). The main objective was to
develop the capabilities of these
teams to develop their own health
development plans for their wilayats
(districts) in the future. Teams were
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trained to identify specific health
problems and to produce proper
plans to reduce the incidence of such
health problems through “Wilayat
Team Problem Solving (WTPS)”
techniques. By 1997 all team
members were subjected to training.
The later training covered concepts
of PHC and health management
process including aspects of health
situation analysis, strategic planning,
programming and monitoring, and
evaluation based on health
indicators. In addition, senior health
workers were trained to be trainers
(training-of-trainers) for such
technique at the national level. Some
of the Wilayat Health Management
Team responsibilities include
promoting community participation
in planning, implementation, and
monitoring of health activities to
ensure effective participation in
health development at the wilayat
level, promoting collaboration with
other governmental and private
sectors that contribute to health
whether directly or indirectly within
the wilayat, and coordinating its
activities with efforts of the MOH (6).

Wilayat health committees
Proper planning at the community
level can closely link and coordinate
activities of different sectors for the
sake of community development.
There is a need for continuous
interactions among different sectors
that could be achieved through inter-
sectoral committees. In 1999, The
MOH had decided to establish
Wilayat Health Committees to
promote collaboration among
different service sectors to attain

effective health development. The
committees are headed by the
“Walis” (administrative heads of the
Wilayats) and had representatives
from different ministries and
associations related to health. Having
the Wali and senior representatives
of the association contributed to the
success of the committees. Use of
committees facilitated the interaction
and decision making in finding
solutions for the different health
problems discussed. The
responsibilities of the “Wilayat
Health Committee” are: (a)
Contribute in planning, monitoring
and evaluation of the five-year health
development plans of MOH at
wilayat level, (b) Promote the
concept of importance of health,
increase the level general knowledge
of health, mobilize community
resources, and increase effective
participation, (c) Facilitate and
coordinate the collaboration among
MOH, other sectors related to health
and other national associations, i.e.
Omani Women Association,
volunteers for the implementation of
health activities, and (d) Ensure
optimum and efficient utilization of
available resources.6 The
preliminary reports have shown that
these committees had targeted a
number of important health
problems that affect the community
and others within the health
institutions (6) (Table 6).

The consultative council
In 1990, to expand the democratic
process and allow more citizens to
play their part in the development of
the country, His Majesty Sultan
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Qaboos announced the creation of
the Consultative Council (Majlis
a’Shura). His Majesty repeated his
wish for greater public participation
in the running of the country
according to the principles of Shura
rooted in Islam. a’Shura system is a
great model for community
partnership. a’Shura is a basic Islamic
principle to ensure that the views of
the community are taken into
consideration in all affairs pertaining
to the life of the society.1 It ensures
transparency and accountability of
the leadership to the people (1). This
system covers all walks of life in a
society, whether social, economic,
political or otherwise. The a’Shura
system also allows for al-takaful, i.e.
mutual community solidarity and
support (1).

The 80 members of the council are
chosen from the citizens of the
country’s 59 wilayats (districts).
Omani citizens elect council
members by popular vote; only the
council president is appointed by
Royal Decree. The Council has the
right to summon ministers to explain
every aspect of their ministries’
affairs, policies, achievements, and
plans. The council also has some
legislative powers. All laws affecting
the social and economic lives of
Omani citizens are put before the

Council for comments before they
are implemented. The council also
has the right to review current
legislation. After considering the
Council’s opinion, the state may
change or amend proposed
legislation.

a’Zakat, al Waqf, and a’Sadaqat
There are other religious
opportunities that encourage
community participation and
solidarity and are helpful in
achieving better health for all. These
Islamic principles are economic
principles such as a’Zakat, al Waqf,
and a’Sadaqat. The Church has similar
entry points and a rich tradition in
providing community support
within its constituency (1). a’Zakat
involves both the payment and the
distribution of an alms tax given by
Muslims who enjoy some surplus to
certain kinds of deserving poor
Muslims. The traditional
interpretation of religious law
stipulates that a’Zakat is to be paid
once a year on wealth held more than
a year. The rate varies, although it is
generally 2.5 percent. It is paid to
groups as specified in the Quran,
such as the poor, the needy, recent
converts to Islam, people who do the
good works of God, and those who
collect and disburse a’Zakat.

Table 6. Topics Discussed within the Wilayat Health Committees 

Topics discussed Of meetings % 

Topics related to health services provided by health institutions            1.1% 
Topics related to health problems outside the routine health services             39.1% 
Topics related to both health services and outside routine health service            59.8% 

From MOH primary health care in Sultanate of Oman report 
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BENEFITS OF COMMUNITY
INVOLVEMENT AND
PARTICIPATION IN OMAN
HEALTH CARE SYSTEM
It is essential for future sustainability
of the health system that
communities share responsibility in
decision making in health initiatives
and programs concerning their
health. The people of Oman have a
great interest in improving the
conditions that affect them and their
children. By involving the people of
Oman in making decisions, it
encourages them to take greater
responsibility for their own health
promotion and health care. It gives
them a sense of ownership and it
leads to more commitment and
acceptance to the health services and
programs offered through the MOH.

The people of Oman can be
mobilized to improve not only the
curative care, but also health
education as well as in the
prevention and control of the
diseases that originate in their
environment.  Community involve-
ment programs create a better
relationship between the health
workers, people’s representatives,
and the people at large. Health
promotion builds self esteem and
encourages a sense of responsibility
and a sense of ownership through
participatory decision making.3 In
addition, community involvement
insures rational and appropriate
implementation of the health
services and programs. Policyma-
kers in Oman are involving the
communities in local health plans.
This improves the sensitivity and

responsiveness of the health care
system. With increased community
participation, the problem of
resource constraint in the health
sector can be solved with a more
need-based reallocation of resources
and generating local resources. In
addition, community involvement
enables coordination of efforts
between the public and the different
sectors, to ensure maximum use of
resources, reduce costs, avoid
unnecessary duplication of services
and the sharing of existing
information, expertise and best
practices.

OBSTACLES TO COMMUNITY
PARTICIPATION
In Oman, there are some barriers that
have to be acknowledged in order to
develop effective involvement of
communities in health. These
barriers include:

(a) The concept of CIH in health care
programs and activities is
somewhat new. There are no past
experiences or background for
community participation in
health, and the public might have
inadequate information
regarding health issues. There is
a general shortage of formal and
informal health education to the
public. This limits active
participation of the people. For
community participation to be
effective in health education,
information should be available
to the public and the government
should help train the participants
to gain knowledge and skills to
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meaningfully participate in
health.

(b) A great challenge concerning CIH
in Oman is finding the right
community representatives who
have the knowledge and the
skills, and have no conflicting
interests to participate in health
planning. Creating the motivation
for increased community
participation is a challenge for
health leader.

(c) The traditional believe among the
public is that health care
financing, planning, and decision
making are the MOH sole
responsibilities, and that the
public does not have the power
or the ability to influence health
care issues. In addition, the
people do not fully understand
the scope, level, or nature of
involvement in health in order to
participate in a meaningful way.
Community education is needed
to increase involvement.

(d) With no coordination in planning
between the MOH and the other
service sectors, poor
communication, limited
integration of services, lack of
collaboration between the health
sector and other service sectors
and community exists.
Eliminating conflict of interest
and agreeing on health priorities
is important.

(e) Although the perception of
community involvement and
participation in health has
improved, health professionals
underestimate the value of CIH,
either because of lack of
knowledge or of feeling
threatened by the public
involvement in health care

planning and participation in
decision making. In the past,
community involvement in
health activities were exclusively
handled by professionals.

DISCUSSION
Oman is very rich in values and
principles that favor solidarity,
equity, social justice, community
partnership and human integrity and
dignity. At present there are many
evolving factors such as economical,
social, and epidemiological factors
that affect the relationship between
health care system and the
community at large. Oman has a
remarkable achievement in health
care services, therefore, there are
mandates for critical reform of the
health care system to sustain the
achievements and improve the
health. There is no doubt that
community involvement and
participation is vital to sustain health
system reforms in Oman. The
important question is to what degree
and at what level should people
participate in their health? But before
this question can be answered it is
necessary to determine if the
infrastructure exists to implement
such initiatives, and if people in the
communities have the basic
knowledge and skills to actively and
effectively participate in the health
system.

With a history of just over three
decades of development and
improvement to the infrastructure of
the country, Oman has one of the
most efficient health systems in the
world. Since its establishment in
1970, MOH worked to build a strong
infrastructure for the health care
system at all levels. The patterns of
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diseases are changing and the cost of
health care is escalating. The
pressure to involve communities and
other sectors in health system
transformation has increased. It is
now essential that people become
involved in health promotion and
prevention activities that lead to a
healthy lifestyle (1).

As previously discussed, the MOH
has instigated several initiatives to
involve communities in health with
the objective of enabling people to
have increased control over their
health, to improve their health, and
to ensure cost-effectiveness of health
services. This can be achieved
through greater transparency of
health administrations and
participation in community health
decisions, which will result in more
appropriate and acceptable health
services, thereby avoiding waste (1).

CONCLUSION
For community participation to
become a reality in Oman, in addition
to the political support and
commitment, health workers should
value the input of communities. The
MOH should provide community
participants with adequate
information about their role in the
process. The participants should
have the capabilities, skills,
knowledge, and the resources to
effectively participate in health.
Thought must be given to identify
mechanisms of community
involvement at all levels of decision
making in the health system. People
who are asked to participate should
have a sense of ownership of the
programs vis-à-vis involvement in
the planning and/or implementation
of the programs. Finally, there
should be a balance between public
and professional input into making
the decisions on future health efforts
in Oman.
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INTRODUCTION
Hospitals and health centers in Oman
utilize a variety of organizational
structures and committees to provide
health care services. Hospitals
represent a challenging form of
human organization. Many
professions and disciplines work
side-by-side in complex facilities,
competing for scarce resources
needed to sustain a myriad of
alternative, as well as,
complementary programs. While
firm leadership is essential in this
complex environment, collaborative
models for decision-making and
information exchange must be also
be established and respected as
integral components of the
institutions management system (9).

ABSTRACT
Hospitals and health centers in Oman utilize a variety of organizational structures
and committees to provide health care services. These committees are necessary
and useful when different disciplines or management sectors must agree upon and
collaborate on necessary outcomes, when open and critical review of hospital
activities is necessary, and when efforts are needed to support quality control through
peer review. An evaluation of the effectiveness of hospital committee structure
suggests areas for improvement in Oman’s hospitals. Current structures are
identified and compared to a new model to increase operational efficiency and
effectiveness. A survey of the hospital administration literature suggests areas for
improvement in types of committees, functions, and size. This research provides
an overview of current problems in Oman hospital organizations, identifies areas
for improvement, and recommends a new model for administration and medical
staff committee structure

Established hospital management
structures, in both the developed and
developing world, rely upon multi-
disciplinary committee structures to
advise institutional management on
issues arising from the operation of
designated functions (6).Committees
are an essential adjunct to the
hospital’s managerial mechanism for
introducing a participative style of
management in the hospital and
enhancing the commitment of the
staff to the hospital’s goal and
mission. Over three decades, Oman
has built a healthcare infrastructure
in the form of various regional and
referral hospitals and health centers.
Presently, the Oman healthcare
system needs to focus on the quality
of the organizational structure in
specific healthcare facilities.
Expansions of the health services,
growing awareness and demands of
the public, and heavy burdens on the
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public funds have necessitated the
further enhancement of an effective
and efficient health care delivery
system. The purpose of the study is
to assess the current situation of
hospital committee structures in
Oman hospitals and identify areas
for improvement so that these
committees can promote the quality
of healthcare services needed to
serve citizens of Oman.

HEALTH SERVICES AND
HOSPITALS IN OMAN
Background of Health Services in
Oman
Health services in Oman have seen
exemplary development and
expansion in the last three decades,
evident from the effectively
operational organization and
infrastructure of health services. A
network of primary health care
health centers, polyclinics, Wilayat
(district) hospitals, secondary health
care regional referral hospitals, and
tertiary health care hospitals form the
backbone of this infrastructure. A
well-placed referral system
interlinks these health facilities into
an effective and efficient health care
delivery system, emphasizing both
preventive and curative health care
nationwide. The health services in
Oman have been acknowledged and
appreciated internationally, placing
the primary health care services at the
very top of the list by WHO (14). Like
most of the developing countries,
and majority of developed countries,
health services in Oman are
primarily sponsored by the public
sector offering preventive and

curative services free of cost to the
public. Table 1 summarizes the
organization of health services in
Oman.

Hospitals in Oman
Oman has made a dramatic
improvement in its healthcare
services. For example, the number of
hospitals has grown from 2 small
hospitals in 1970 to 51 public
hospitals in 2004. Over last 10 years,
13 regional referral hospitals were
build in the country and to date there
are 49 public hospitals, 3 private, and
131 health centers in Oman(Table 2).
Hospitals are categorized as follows:
- Local hospital:  A small hospital

with 6-28 beds that provides PHC
services to inhabitants in nearby
villages. In addition, it provides
inpatient services to those
patients who are in need of
continuous medical care and/or
observation.

- Wilayat hospital: A district
hospital with 29-100 beds that
provides both primary and
secondary health care services

Table 1. Health services and health  
workforce in Oman (2003) 

 
Service/workforce Number 
Government Hospitals 49 
Gov.Health Centers 131 
Polyclinics 12 
Private Hospitals 3 
Private Clinics 640 
Physicians 3700 
Nurses 8600 
Pharmacists 650 
Dentists 350 
Total Hospital Beds 4550 
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- Regional hospital: A hospital with
more than 100 beds that provides
both secondary and tertiary
health care services distributed
over the 10 regions of the country.
Regional hospitals of Muscat
Governorate (the capital region)
act as national referral hospitals
for critical cases from other
regional hospitals.

COMMITTEES IN OMAN
HOSPITALS
Hospitals are difficult to manage
because of the diverse skills and
background of their work forces,
complex organizational structures,
and the delicate nature of the services
they render. Therefore, hospital
administrations must involve
various committees to help in
efficiently performing hospital’s
functions. Currently hospitals in
Oman utilize various committees,
the effectiveness of which is
questionable. Figure 1 shows the
organizational structure of a
secondary hospital in Oman which
closely resembles the other
secondary and tertiary hospitals in
the country.

Types of Committees
The following table is a review of the
current status of committee
structures in a tertiary hospital in
Oman which closely resembles the
existing structure in secondary
hospitals.

Problems Facing the
Committees
In reviewing the committee
structures of various hospitals in
Oman, based on telephonic and
online interviews with several
hospital administrators and
professionals who are serving
members of various hospitals in
Oman, and based on previous work
experiences in a hospital setting, the
following problems may impede the
achievement of the desired outcomes
from the current organization,
structures, and functions of hospital
committees:
1. Although many committees are in

existence according to hospital
bylaws, in reality they do not
perform functions as stated.

2. In most of the committees regular
meetings as stated in the hospital
bylaws are not held.

Table 2. Number of hospitals and health centers per region 

Region Local Wilayat 
(District) 

Regional Health Center 

Muscat 2 0 4 27 
Dhofar 5 0 1 25 
Dhakhliya 3 2 1 13 
North Sharqiya 4 1 1 9 
South Sharqiya 2 1 1 13 
North Batinah 3 1 1 12 
South Batinah 4 0 1 10 
Dhahira 3 1 1 13 
Musandam 2 0 1 3 
Wusta 2 0 1 6 
Total Hospitals/Centers 30 6 13 131 
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3. Committee membership is
redundant in composition.

4. Decision making in committees is
not democratic but rather
unilateral decisions are made by
the chairman of the committee.

5. There are dual representations
from a department on several
committees.

6. Most of the members are
permanent members on the
committee and there is no system

                   Figure 1. Organization Chart of Sohar Hospital (An Example)   
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Table 3. Type, Membership and Functions of Committees (An Example) 
 

Hospital Committee 
 

Membership Chairperson Areas of Responsibility 

Medical Committee 15 Hospital Director Quality services, planning, 
and organizational direction 

Executive Committee 5 Hospital Director Quality services and 
operational management 

Medical  Record 11 Hospital Director Medical records quality, 
design, and improvement  

Infection Control 11 Head of Microbiology Infection control policies, 
education, and monitoring 

Operation Theater  12 Head of  Surgery OT operation, safety, and 
monitoring 

Pharmacy and Therapeutic 11 Head of Pharmacy Drug therapy management, 
education, and monitoring 

Blood Utilization 11 Head of Hematology Blood transfusion quality 
services and monitoring 

Cardio Pulmonary 
Resuscitation(CPR) 

11 Head of Cardiology CPR policies , education, 
and outcomes evaluation 

Tumor Board 6 Head of Oncology Cancer management 

Continuing Professional 
Medical Education 

9 Head of  Medicine Continuing education and 
training programs 
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of replacement or rotation of
committee membership.

7. The agenda for the meetings are
distributed to the members with
short notice, usually one day
notice, resulting in limited
contributions or preparation for
meetings.

8. There are no clear objectives for
the issues discussed in many
committees and a time frame for
resolution of matters discussed in
these committees.

9. On many occasions conflict of
interest exists between various
departments.

10. Committee issues are not
resolved in a timely manner.

11. Committee size is too large with
10-14 members (on the average).

12. Some of the established
committees are not necessary and
new committees are needed.

13. There is no feedback from the
chairperson on the performance
of the members who participate
on the committees

14. There is no evaluation or
assessment of committee
performance or outcomes.

15. Decisions and actions of the
committee are not implemented
and outcome assessed.

LITERATURE REVIEW OF
EFFECTIVE HOSPITAL COMMI-
TTEES
One of the reasons that hospitals as
organizations are so complex lies in
the relationship among three major
sources of power within the
institution: the governing body, the

CEO and his administration, and the
physicians and their formal medical
staff organization. Therefore,
committees are required in hospital
structure to enable more dynamic
links and formal relations between
the board and the medical staff
especially through the executive and
the joint conference committees (13).
Effective committees foster shared
decision making and participative
style of management and facilitate
better communication, team
building, and interdepartmental
cooperation (4).Hospitals are
devising innovative ways through
committees to involve physicians in
all levels of the strategic decision-
making process.

According to Hanlon (1985), the
limited success of quality
committees in hospitals, especially
on patient care units, relates largely
to the inability of hospitals to
incorporate physicians into these
efforts and an inability of the hospital
administration to delegate decision
making authority pertinent to the
particular quality problems the
group is solving at a given time.
Therefore, hospital administration
should encourage wider physician
involvement and should allow more
delegation on particular issues.
These efforts will allow the quality
committee to be more beneficial.

Hospital safety management is one
area where the Joint Commission on
Accreditation of Healthcare
Organizations (JCAHO) is
concentrating on and looking to
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safety compliance requirements.
Hospitals should have an effective
safety committee that devotes time
and effort to assure a safe hospital
environment. JCAHO and most
states also require a radiology safety
committee to be present in the
hospitals.

Ethics committees exist in most
hospitals in response to a1991
mandate by JCAHO for the
establishment of a “mechanism” to
consider ethical issues in patient care
and to educate health care
professionals and patients in these
issues. According to Fletcher (1994),
a survey of ethics committees
showed that the three most common
tasks were educating clinical staff
and patients about ethical issues in
patient care, developing institutional
policies, and providing consultative
services on request. Despite this
general agreement on tasks, little
consensus exists about standards for
education and skills necessary for
membership on a committee, or for
the internal operations of
committees, for providing
consultation as a committee
member, or for procedural
guidelines for the conduct of
consultations (3).Therefore, ethics
committee members need to receive
a thorough orientation to the history
and literature of ethics committees
and to the specific mission and duties
of the committee. Members should
also engage in a course of study of
ethical concepts, types of ethical
problems most frequently faced by
clinicians and patients, and methods

of ethical decision making. Relevant
health law and differences between
legal and ethical considerations need
to be stressed (3).

One of the primary goals in today’s
medical environment is to find
treatments that provide positive
clinical outcomes but also satisfy
pressures on healthcare
professionals and hospitals to
deliver care as cost effectively as
possible. To attain this goal, a
hospital must have a pharmacy and
therapeutics (P&T) committee that is
both scientifically and economically
sound. The purpose of the P&T
Committee is to evaluate the relative
safety, efficacy, and effectiveness of
prescription drugs within a class of
prescriptions drugs and make
recommendations to the hospital
administration. Quintiliani (2003)
stated that ideally, the chair of this
committee should be a physician,
who is economically independent
from referrals from other physicians,
and therefore he should be a full time
hospital salaried employee and the
membership should include those
departments that directly deal with
drugs and therapeutics.

Going through the composition of
committee structure in various
hospitals in United States, Europe,
and Asia with similar size and
settings to Oman hospitals, the
following committees seems to be
ideal and more commonly occurring
in the hospital organization
structures for the effective and
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efficient functions of the hospitals
(Table 4).

A review of the literature and
comparison of committees among
several hospitals suggest opportu-
nities for Oman hospitals as follows:
- There are various areas for

improvement in the
organizational structure of the
committees in Oman hospitals
including the types of
committees, size of committees,
and roles and functions of
committees.

- The number of committees and
their purpose changes according
to the hospital’s strategic priori-
ties.

- Top management must create a
climate in which committee work
is viewed as important by
management taking into
consideration performance
evaluation, assessment of
outcome, and expected outputs.

- Committee purpose, function,
scope of activity and authority
must be clearly stated.

- Participants must be carefully
chosen, providing the expertise

Table4. Review of Hospitals and the Existing Committees 
 

                          Hospital 
                   
         
Committee 

St. 
Joseph 
Hosp. 

Presb. 
Hosp. 

Am.H. 
Paris 

Tucson  
M.C. 

Citrus  
Valley  
Med.C 

Gulf 
Coast 
Med.C 

Stand  
ford 

Hosp. 

Cappagh 
Hospital 
Ireland 

Aga 
Khan 
Hosp. 
PAK 

Infection Control x  x x x x x x x 
Theater Users’  x x x x x   x 
Blood Utilization x x x   x  x x 
Medical Record x x x x  x x  x 
Pharmacy& Therapeutic x x x x x x x x x 
CPR  x        
C.M.E. x   x x x  x  
Quality Assurance  x x x x x x  x 
Nutrition x x      x x 
Accreditation   x     x  
Ethics x x  x x x  x x 
Safety x     x  x x 
Radiation Protection  x      x x 
Risk Management  x      x  
Executive  x   x x x x  x 
Equipment    x     x  
Cancer  x x    x    
Utilization Review x x  x x x   x 
Credentials x   x  x x  x 
Joint Conference     x     

 
As can be concluded from the table, the following are the most occurring committees: 

1. Executive committee        5.  Ethics                                    9.  Blood Utilization 
2. Infection Control               6.  Pharmacy &Therapeutics   10.  Continuing Medical Education 
3. Quality Assurance             7.  Theater Users                      11.  Safety &Risk Management 
4. Medical Record                 8.  Utilization Review              12.  Cancer Committee 
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needed to address the functions
of the committee and objectives
for performance.

- The size must be manageable,
allowing for discussion and
healthy disagreement without
becoming too unwieldy in the
process, ideal is 5-10 members.

- Periodic rotation of membership
of committees is needed so that
new members are routinely
recruited to participate and to
add expertise.

- The hospital should annually
review the structure and
performance of the hospital
committees.

- The Management Board should
involve members from the
community, business sector,
clergy, etc.

- Chairpersons of committees
should be appointed or elected
annually based on performance.

- Reducing the number of
committees by reassigning
committee functions.

- Executive committee should
include chairpersons of major
standing committees.

A MODEL FOR OMAN
HOSPITALS
Hospitals in Oman operate with the
same essential organizational
structure that existed in the 1970’s
with professional, support and
nursing departments as the
organizing elements. The current
organizational model does not
enable the hospital to meet the
increasingly complex needs of
patients, quality of care, patient
safety, and financial issues. The
historical process for system change

has been an incremental change of
processes in various areas of the
hospital system in Oman.
Understanding the unique care
delivery processes in Oman hospitals
and the creation of systems and
processes to insure that the
performance in these hospitals is
successful is required to develop a
new model. This new model can
create more effective
interdepartmental relationships,
improve communication, improve
the relationship between hospital
administration and the medical staff,
improve healthcare quality
outcomes, and increase hospital
performance. Taking into
consideration the transition phase of
hospitals in Oman to a more
autonomous status, the proposed
model will involve more vital
committees, relevant
committees,and eliminate some of
the current committees that are not
needed and/or functional.

Proposed Committees
The following table shows the new
proposed model for committees in
Oman hospitals (Table 5).

Proposed Committee
Membership
A suggested composition of each of
these eleven committees is provided
below. Within its resources the
hospital must attempt to widely
involve people in the hospital and
avoid overloading any one person
with too many committee
responsibilities and assignments.
1. Hospital Management Board. The

board is chaired by director
general of health of the region;
the hospital director is the
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secretary. Other members are 2
heads of clinical department
replaced every 2 years with other
clinical departments, in addition
to director of administration,
director of nursing, director of
pharmacy, and a community
leader.

2. Executive Committee. The
chairman of this committee will
be the hospital director and its
members will be the
chairpersons of all of the
hospital’s standing committees.

3. Ethics Committee. CEO, 2
physicians with at least one head
of department (hod), a social
worker, a senior nurse, a clergy,
and a community representative

4. Continuing Medical Education
Committee. Three physicians (at
least one hod), head of nursing,

and a staff development
coordinator.

5. Information Systems Committee.
Two physicians (at least one hod),
hospital information officer /
statistician, medical records
officer, and  computer officer.

1. 6. Quality Improvement
Committee. Three senior
physicians (including at least one
hod), one senior nurse, quality
control officer, and a medical
record office.

6. Operation Theater (OT)
Committee. Four surgeons, a
senior anesthesiologist, a senior
OT nurse, and a quality assurance
officer.

7. Infection Control Committee.
Two physicians (including the
microbiologist where available),
infection control nurse, and
nursing director.

8. Drug & Therapeutics Committee.
Three physicians (at least one
hod), a pharmacist, and a senior
nurse.

9. Tumor Board. Head of medical
oncology, head of surgical
oncology, a radiologist, and a
histopathologist

10. Safety & Risk management. A
senior physician, biomedical
engineer, radiologist, nursing
administrator, safety officer, and
a senior  administrative staff
member.

11. Utilization Management. Two
senior Physicians, quality control
officer, nursing administrator,
head of laboratory, and head of
medical laboratories.

Functions of Standing Committees
A standing committee should
enhance the entire managerial

Table 5. New model for hospital committees 
 

Current Committees Proposed Committees 

Medical Committee Hospital Management Board 

Executive Committee Executive Committee 

Medical  Record Information System 
Committee 

Infection Control Continuing Medical Education 

Operation Theater users Operation Theater Committee 

Pharmacy and 
Therapeutic 

Infection Control Committee 

Blood Utilization Drug and Therapeutics 

Cardio Pulmonary 
Resuscitation 

Quality Improvement 

Tumor Board Ethics Committee 

Continuing Professional 
Medical Education 

Safety &Risk Management 

 Utilization Management 

 Tumor Board 
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process in a hospital for planning,
implementation, monitoring and
evaluation of activities. It is
impossible to specify all the
numerous ways a committee can and
should contribute in the smooth
running of an autonomous hospital.
Some of the specific contributions a
committee can make are:
- Developing mechanisms and

protocols for effective and
efficient execution of policies and
plans.

- Resolving conflicts/obstacles to
effective implementation of
adopted plans, underlying
processes, and the health care
delivery system as a whole.

- Overseeing the implementation
of accepted policies and
procedures, and preparing status
reports on the progress (or lack
of progress) in their
implementation.

- Detecting and reporting on
deviations from goals /objectives
and policies /plans, taking
corrective actions if possible, or
recommending higher
authorities for managerial action,
to resolve deviation.

- Recommending ideas for further
progress and improvement
through policy reforms or
revisions to existing policies /
plans / procedures.

Specific Roles of a Chair-
person, Secretary and
Members
1. Chairperson
- Establishes and prioritizes the

agenda for the meetings in
consultation with the CEO.

- Ensures smooth functioning of
the committee sessions.

- Ensures that a committee
operates within the framework of
established policies, standard
conventions and rules.

- Encourages active participation
by the members.

- Generates team spirit among the
committee members.

- Attempts sincerely to make
decisions mostly through
consensus (or majority vote in
extreme cases).

- Maintains high ethical and
disciplinary standards.

- If and when appropriate, forms
sub-committees or adhoc
committees.

- Revise and analyze committee
outcomes.

- Authorize studies, assessments,
and evaluations as needed.

- Provides feedback to members
about their performance,
recognizes their valuable
contributions, and offers
constructive suggestions to
specific members for improving
performance when necessary.

- Cooperates with the CEO in
eliminating or mitigating the
inadequacies (if any) in the
functioning of a committee.

- Prepare an annual report.

2. Secretary
- Schedules / reschedules and

convenes committee meetings
with the consent of the
chairperson.

- Assists chairperson for
preparation and prioritization of
agenda.

- Ensures circulation of the agenda
well in advance of the scheduled
meeting.

- Collects and provides relevant
information to members in regard
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to the agenda items.
- Prepares draft minutes of the

meetings, circulates among
members, and finalizes these in
consultation with the
chairperson.

- Circulates approved minutes to
all the members of the commit
and the CEO.

3. Members
- Play a proactive role for

improving the performance of the
hospital by proposing relevant
items for inclusion on the agenda.

- Collect all relevant information
and come prepared for making
effective contributions to the
discussion on the items included
on the agenda.

- Participate whole-heartedly and
constructively in the committee’s
deliberations and decision-
making.

- Remain focused on the specific
objectives and purpose of the
committee.

- Offer opinions and suggestions
with the sole aim of improving
performance of the hospital in the
committee’s specific field.

- Accept the decision of the
committee as the final decision
with collective responsibility,
and refrain from criticizing it
privately or in any other forum.

- Ensure decisions of the
committee are implemented and
evaluated.

- Give due importance and priority
to tasks assigned by the
Chairperson of the committee.

- Adhere to the relevant rules,
conventions and practices in
regard to participation,
punctuality, ethics, and
discipline.

CONCLUSION
Cost containment and increased
efficiency in the financing and
provision of health care have become
major concerns of governments
around the world, and this had led
to the institution of major health
sector reform efforts in a number of
developing countries. Similarly,
hospital reform has been an
important component in healthcare
transformation in Oman. Public
hospitals are an important part of
health system in Oman, and
depending on their capacity, they act
as first referral, secondary or last
referral facilities. These hospitals are
generally responsible for 50 to 80
percent of recurrent government
health sector expenditure and utilize
nearly half of the total national health
expenditure (2). Therefore, hospitals
in Oman need to improve their
organizational structure and
committees in order to enhance
productivity, effectiveness, and
efficiency of services given the
constraint of scarce resources. A
model for committee structure and
process improvement is suggested.
This model will promote the quality
of health care services render by the
hospital, establish a means of
participative style of management,
enhance the commitment of the staff
to the hospital’s goals and mission,
and improve overall patient care
outcomes.
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saavadmyofos komitetis struqturis reformissaavadmyofos komitetis struqturis reformissaavadmyofos komitetis struqturis reformissaavadmyofos komitetis struqturis reformissaavadmyofos komitetis struqturis reformis
modeli da procesi omanSimodeli da procesi omanSimodeli da procesi omanSimodeli da procesi omanSimodeli da procesi omanSi

muhamed al baluSi, daniel vesti,

omanis saavadmyofoebsa da samedicino centrebs gaaCniaT samedicino
momsaxurebis uzrunvelyofisaTvis saWiro sxvadasxva saxis organizaciuli
struqturebi da komitetebi. es komitetebi aucilebeli da sasargebloa im
SemTxvevaSi, rodesac sxvadasxva disciplinebsa da menejmentis seqtorebs
Soris saWiroa SeTanxmeba da TanamSromloba, saavadmyofos saqmianobis
Riad da kritikulad ganxilva da momsaxurebis xarisxis kontrolis
ganxorcieleba. saavadmyofos komitetis struqturis efeqturobis Sefaseba
omanis saavadmyofoebSi avlens im sferoebs, sadac saWiroa gaumjobesebis
miRweva. moxda arsebuli struqturebis identificireba da maTi Sedareba
axal modelTan, raTa gazrdiliyo operatiuli efeqturoba da efeqtianoba.
saavadmyofos administrirebis literaturis Seswavla gviCvenebs im
sferoebs, sadac saWiroa komitetebis funqciebis da moculobis gaumjobeseba.
mocemul kvlevaSi ganxilulia omanis saavdmyofoebSi arsebuli problemebi,
gansazRvrulia is sferoebi, romlebic saWiroeben gaumjobesebas da iZleva
rekomendaciebs administraciuli da samedicino komitetebis struqturebis
axal modelTan dakavSirebiT.
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ABSTRACT
In many cases,  the plasma concentration of a drug is measured as a guide in the
individualization of therapy. Furthermore, the problem  of noncompliance with
prescribed regimens during continuing therapy is an endemic and elusive cause of
therapeutic failure. Clinical indicators assist in the titration of some drugs into the
desired range, but no chemical determination is a substitute for careful observations
of the response to treatment. However, the therapeutic and adverse effects are not
precisely quantifiable for all drugs, and, in complex clinical situations, estimates of
the action of a drug may be misleading. Because clearance, half-life, accumulation,
and steady-state plasma levels are difficult to predict, the measurement of plasma
levels is often useful as a quide to the optimal dose. This is particularly true when
there is a narrow range between the plasma levels yielding therapeutic and adverse
effects. For drugs having such characteristics – e.g. digoxin, theophylline,
aminoglycosides and anticonvulsants – dose optimalization should involve
modification of the standard dose on the basis of the pharmacokinetic principles.
Measurement of the concentration of a drug in plasma is the most effective way to
detect failure to take a drug.  Such „non-compliance“ is a frequent problem in the
long – term treatment of diseases (e.g. coronary heart disease, epilepsy, diseases
of the respiratory system and the others). The process may be improved by
involvement of clinical pharmacologist and other paramedical personnel. Minimizing
the complexity of the regimen is helpful in terms of both the number of drugs and
the frequency of administration.

Therapeutic drug monitoring aims to promote optimum drug treatment by maintaining
serum drug concentration within a „therapeutic range“. Therapeutic drug
monitoring is a practice applied to a small group of drugs in which there is a direct
relationship between concentration and response. The notion of a therapeutic range
is more a probabilistic concept then an absolute entity. It represents a range of drug
concentrations within which the probability of a desired clinical response is relatively
high and the probability of unacceptable toxicity is relatively low ( eg. digoxin,
vancomycin, gentamycin). The most common reasons for using a serum drug level
as a guide are to provide additional information to be used in conjunction with other
clinical data to assist in determining patient status~ to provide a basis for
individualizing patient dosage regimen. Characteristics of drugs applicable for
therapeutic drug monitoring: 1. Serum drug concentration is the most practical
intermediate endpoint to be used when there is no clearly observable therapeutic or
toxic endpoint. 2. Serum concentration is a proxy for drug concentration at the site
of action. 3. The range of therapeutic and safe serum concentrations is narrow. 4.
There is no predictable dose-response relationship. 5. Toxicity or lack of effectiveness
puts the patient at great risk. 6. The pharmacologic effect observed persists for a
relatively long time. 7. A drug assay is available that is accurate, precise, and specific,
requires a small sample volume, yields results quickly, and is relatively inexpensive.



43

Journal of Health Sciences Management and Public Health

The determination of individual drugs (eg. digoxin, lithium, phenytoin, theophyllin,
among the others) have shown benefit of therapeutic drug monitoring, depending
on   the specific study, through one or more of the following indices: improved
effectiveness, reduced toxicity, decreased length of stay, fewer hospital admissions,
more patiens with serum levels within the appropriate therapeutic range, and more
rational use of serum concentration measurements. The presented data
demonstrated that therapeutic drug monitoring service should reccomend guidelines
for and influence the use of serum drug concentrations, advise  when samples
should be taken, interpret concentrations, reccomend dosage regimens based on
the data, educate physicians through seminars and newsletters, and participate in
studies collecting and analyzing data.

Key words:
Therapeutic drug monitoring – „therapeutic range“ – digoxin – lithium – phenytoin –
theophylline – predicable dose response – drug – toxicity

1.   INTRODUCTION
Therapeutic drug monitoring, or
TDM as it is commonly called, is
about using drug serum
concentrations, pharmacokinetics,
and pharmacodynamics to
individualize and optimalize patient
response to drug therapy (30). It is
also about understanding the merits,
limitations, and applications of
using serum drug concentrations in
quantitative decision making.
Therapeutic drug monitoring aims
to promote optimum drug treatment
by maintaining serum drug
concentration within a „therapeutic
range“. Therapeutic drug
monitoring is a practice applied to a
small group of drugs in which there
is a direct relationship between
concentration and response. Serum
concentrations are used as the most
practical intermediate endpoint to
gauge treatment when there is no
clearly observable therapeutic or
toxic endpoint(eg. blood pressure,
prothrombin…). The notion of a
therapeutic range is more a

probabilistic concept then an
absolute entity. It represents a range
of drug concentrations within which
the probability of a desired clinical
response is relatively high and the
probability of unacceptable toxicity
is relatively low (eg. digoxin,
theophylline, lithium) (5, 21, 30).
Similarly, some patients have toxic
reactions within the therapeutic
range. The most common reasons for
using a serum drug level as a guide
are to provide additional information
to be used in conjunction with other
clinical data to assist in determining
patient status~ to provide a basis for
individualizing patient dosage
regimen. Therapeutic drug
monitoring blends knowledge of
therapeutics, pharmacology,
pharmacokinetics, laboratoty
technology, and clinical medicine
and applies it to certain drugs that
require determination of patient-
specific dosage regimens  to
maximalize therapeutic effectiveness
while minimizing toxicity (5, 4, 21, 30,
6, 37, 36).
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2.   CHARACTERISTICS OF
DRUGS APPLICABLE FOR
THERAPEUTIC DRUG
MONITORING

2.1.  Digoxin
Digoxin is 3â-[(O-2,6-dideoxy-â-D-
ribo-hexopyranosyl-(1’‡4)-O-2,6-
dideoxy-ß-D-ribo-hexopyranosyl
(1’‡4)-2,6-dideoxy-ß-D-ribo-hexopy-
ranosyl)-oxy]-12ß-dihydroxy-5ß
card-20(22)-enolide. It is a glycosy-
lated steroid-like drug with distinct
cardiogenic properties. When used
in patients with congestive heart
failure, digoxin increases cardiac
output; decreases heart size, venous
pressure, and blood volume; and
enhances diuresis and relieves
edema (5, 2, 38-40, 73, 4, 21, 30, 6, 37,
36, 29).

All of these functions are related to
the inotropic action of digoxin.
Excitation of myocardium is
dependent upon formation of an
electrochemical  gradient across the
cell membrane. Formation of this
gradient is under control of the
enzyme sodium potassium ATPase
(Na+K+ ATPase). The enzyme
utilizes ATP to drive the sodium
pump which forces the exchange of
intracellular sodium ions for
extracellular potassium ions. Digoxin
binds reversibly with
Na+K+ATPase, inhibits the binding
of ATP, and thus inactivates the
pumps. With an inactivated sodium
pump, intracellular sodium
concentration increases, which
stimulates an ATP-independent
exchange of intracellular sodium

ions for extracellular calcium ions.
An increase in calcium-ion-
concentration in the cell has been
observed by a number of researchers
(46, 73).

Increased concentration of calcium
ion acts to enhance actin-myosin
interaction, the mechanism which
initiates contractions. Digoxin, then,
induces the heart to contract and
reduces the probability of
dysrhythmias by slowing down the
sodium pump (49, 2, 44, 32, 40, 41,
36).

It is interesting to note that while
knowledge of digoxin´s unique
cardiac properties has been available
for centuries (Withering first
mentioned its use in 1785), current
literature continues to offer new
insight into the mechanism by which
digoxin increases the force of cardiac
contractions and decreases atrial-
ventricular node conduction. The
pharmacology of digoxin has been
well defined. Bioavailability is
somewhat variable, but usually 70-
85% is absorbed within 1 hour. Drugs
that affect intestinal motility will
influence absorption:
anticholinergics will increase it while
metaclopramine will decrease it.

Other drugs, such as antacids and
lipid solubilizers, will decrease
absorption. Once absorbed, the drug
redistributes between plasma, where
it is approximately 25% protein-
bound, and other tissues. Digoxin
accumulates in cardiac tissue and
may reach concentrations 30 times
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that observed in plasma (40, 14, 61,
51).

Only a small portion of digoxin is
metabolized prior to excretion, the
principal metabolite being
dihydrodigoxin. In rare situations,
dihydrodigoxin has been shown to
accumulate to 50% of the total
digoxin present. Digoxin and
metabolites are eliminated by the
kidneys unconjugated. Because of
the great degree of tissue binding, the
biological half-life of digoxin is long-
36 h. Blood concentrations that have
been suggested as therapeutic range
from 0.5 to 2 ìg/L.

The major signs of cardiac toxicity
due to digoxin are cardiac
dysrhythmia, principally
paroxysmal atrial tachycardia with
A-V node block or nonparoxysmal
junction tachycardia (46, 49, 39, 73, 67,
51).

These phenomena are due either to
direct depolarization of Purkinje
fibers or to direct excitation of the
central nervous system which results
in norepinephrine-stimulated
oscillatory after potentials in the
ventricle.

Noncardiac signs of toxicity include
anorexia, nausea, abdominal
discomfort, and visual distortion.
Unfortunately, numerous studies
have shown that there is a limited
correlation between toxicity and
blood concentration above the
therapeutic range. While the general
rule thumb applies that with

increasing concentration toxicity
becomes more likely, many patients
displaying clinical signs of toxicity
will have blood concentrations
within  the normal range.

Disruption of renal function will
influence blood concentrations and
therefore requires dosage adjustment
(31, 39, 4, 27, 14, 24). Renal
insufficiency commonly associated
with cardiovascular disease will
decrease the elimination rate of
digoxin with resulting elevated
blood concentrations. Equally
important, the use of diuretics to
control edema may alter electrolyte
balance, a condition, which
influences the relative inotropic effect
of digoxin. Hypokalemia and
hypercalcemia will enhance the effect
of digoxin. Recently, attention has
been drawn to the influence of
quinidine on the excretion rate of
digoxin. When quinidine and
digoxin are used in combination,
supertherapeutic concentrations of
digoxin may result. Careful
monitoring of blood concentration of
digoxin and close monitoring of the
clinical course are necessary in
situations where digoxin is used
inrenally impaired patients or
patients using digoxin combined
with certain drugs (66, 81, 64, 61, 62,
68, 79).

Indications for digoxin monitoring:
- congestive heart failure(increases

contractile force);
- atrial fibrillation;
- atrial flutter.
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2.2.   Lithium
The manic state, an incapacitating
psychiatric disorder, is characterized by
a bizzare increase in psychomotor activity,
grandiosity, and emotional lability. Manic
attacks are paroxysmal. They occur
repetitively whith relatively normal
periods of behavior between attacks. Most
commonly, manic cycles alternating with
cycles of depression are observed. This
particular presentation is commonly
reffered to as manic-depressive disorder
(20, 11, 3, 17, 7, 14, 30).

Lithium is accepted as therapy of
choice for the manic phase. Lithium
is ineffective for the abolition of
depression. Thus manic-depressives
are often treated with antidepresant
drug during the depressive cycle. If
the mania is severe lithium may be
supplemented with antipsychotic
drugs. Lithium was first utilized for
the treatment of mania in 1949;
however, its widespread clinical
utility and application only become
recognized in the sixties.

The optimal plasma concentration of
lithium is 0.8-1.0 mmol/L. Levels
below the 0.8 mmol/L are not fully
effective, whereas no additional
clinical benefit is usually observed
at concentrations above the upper
limits of the therapeutic range.
Higher plasma concentrations of
lithium are generally necesary to
bring about remission of mania than
are necessary for a maintenance of
mania-free state. As a rule of thumb,
2/3 of the initial lithium plasma
concentration required to initially
attain remission will maintain the

therapeutic effect (9, 5, 12, 31, 25, 21,
30, 68).

Theoretically since the half-life of
lithium is 24 h, the drug could be
administered once daily. However,
the gastrointestinal side-effects of
lithium prevent the administration of
a single daily dose. The undesirable
side-effects of lithium can occur at
any plasma concentration. However,
they are much more frequent when
plasma concentrations exceed 1.5
mmol/L (15, 72, 5, 20, 11, 25).

The major side-effects of lithium are
a consequence of decreased ability to
excrete lithium in renal failure or
water and electrolyte loss. Increased
sodium intake enhances lithium
excretion while decreased sodium
intake reduces lithium excretion.
Development of impared renal
function may present a significant
problem since lithium is only cleared
via renal excretion.

Clinically, mild lithium toxicity
presents at plasma concentrations of
1.5-2.5 mmol/L as drowsiness,
slurred speech, muscle tremors or
coarse tremors. With plasma
concentrations of 2.5-3.5 mmol/L,
side-effects are more severe and may
include vomiting, tremor, myoclonic
jerks, and cogwheel rigidity. Levels
above 3.5 mmol/L are life-
threatening and death usually
occurs as a consequence of
pulmonary complications. Prompt
treatment of lithium intoxication
involves  discontinuation of the drug
and supportive therapy. Enhanced
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clearance of lithium can be achieved
by increasing  sodium intake and
alkaline diuresis in patients with
normal renal function. It is to be
emphasized that prevention of
lithium toxicity by close monitoring
of plasma concentrations and appro-
priate dosage regimen adjustments
is the most effective therapeutic
approach (85, 51, 37, 36, 79).

It is recommended that lithium
concentrations be monitored 2 and 5
days after the initiation of therapy.
This should be followed by weekly
monitoring for the first month.
During chronic lithium therapy
plasma concentrations should be
monitored monthly or as clinically
indicated. Plasma samples obtained
12 h after the last dose are the most
effective guide to lithium therapy.
Plasma levels of lithium change
rapidly so trough sampling times
are important to correct interpretation
and clinical effectiveness of lithium
monitoring (5, 30, 68).

The mechanism of action by which
such a simple ion as lithium can
control mania is still under
investigation. Lithium displaces
sodium intracellularly and thus
prevents the efflux of sodium. It may
also interact with calcium and
magnesium to alter synaptic
transmitter release. It can be stated
that lithium through its action at
multiple sites is a membrane
stabilizer.

At the present time, no drug  for the
treatment of mania which is more

effective than lithium has been
found. Although lithium has
a narrow therapeutic range careful
monitoring of lithium plasma
concentrations aids the clinician in
establishing and maintaining
complete control of manic states.
Today no patient would be started
on lithium without routine
minitoring of lithium concentrations.
Indications for lithium monitoring:
manic-depressive illness.

2.3.   Phenytoin
The major hydantoin used in the
treatment of the epilepsies is phenytoin (5,
8, 21, 30, 37). It is widely used and is
effective for all types of seizures except
absence seizures. Its introduction in 1938
by Merritt and Putnam was hailed as
a milestone because it was the first
nonsedative antiepileptic drug to become
available for the treatment of the epilepsies.
Mephenytoin (Mesantoin) is also used for
the treatment of refractory seizures,
particularly focal seizures, an does not
have many of the undesirable side effects
of phenytoin. However, 10% of all
patients treated with mephenytoin develop
adverse drug reactions, and deaths from
blood dyscrasias have been reported. The
most common side effect of phenytoin
therapy is gingival hyperplasia
(overgrowth of the gums over the teeth),
which occurs in about 20% of all patients
receiving the drug (76, 78, 82, 21, 30, 14,
28, 79).

The optimal therapeutic concen-
tration of phenytoin is 10-20 ìg/mL.
Most patients will show a marked
reduction or complete control of
seizures when phenytoin plasma
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concentrations are in this range.
However, there are certain groups of
patients where plasma
concentrations over 20 ìg/mL may
be necessary for seizure control. Mild
signs of intoxication (nystagmus,
ataxia) may appear at levels of 20 to
30 ìg/mL. Plasma concentrations
above 40 ìg/mL of phenytoin have
been associated with an exacerbation
of seizures in some patients. Steady
state plasma concentrations of
phenytoin are usually reached within
five to seven days, since the half-life
of the drug is 24 h. The common
adult dose is 4-6 mg/kg/d which
usually produces blood levels of 12-
18 ìg/mL (30, 28, 51, 68, 24).
Whenever a patient reaches the
upper limits of the therapeutic range,
the possibility exists for saturation of
the phenytoin metabolizing enzyme.
When saturation occurs, an
increment in phenytoin dosage
results in a disproportinate increase
in plasma drug concentration. At the
saturation point, the relationship
between dose and plasma phenytoin
concentration is non-linear, and there
will be a rapid increase in plasma
phenytoin concentration. Therefore,
patients with plasma phenytoin
concentrations of 15 ìg/mL and
higher should have dosage
increments in 50 rather than 100 mg/
d steps with frequent monitoring of
the actual plasma concentrations.
Children metabolize phenytoin more
rapidly than adults thus higher
doses (6-8 mg/kg/d) are necessary
to maintain the same plasma
concentrations (43, 45, 48, 28, 24, 37,
42, 36).

2.4.   Theophyline
Theophylline, and the closely related
alkaloids caffeine and theobromine, are
a group of central-nervous-system
stimulants collectively reffered to as
xanthines. They have been consumed in
beverages for ages and their origins are
obscure. Coffee, tea, cocoa, maté, and cola
are all aqueous extracts of various plants
which contain  either one or several of these
xanthines. It is thought that it is their
content of these CNS stimulants that
makes these beverages so popular (5, 1,
10, 4, 21, 30, 6).

Theophylline and aminophylline, its
ethylenediamino salt, are commonly
used in the treatment of bronchial
asthma. Theophylline is a potent
smooth-muscle relaxant, especially
of bronchial smooth muscle. It is
used as a bronchodilator in the
treatment of asthma and the
reversible bronchospasm of
obstructive pulmonary diseases (9, 8,
13, 14, 27, 22, 24).

In addition to its inhibitory effect on
smooth muscle, theophylline is
a cardiac muscle stimulant. The
drug has a narrow therapeutic index.
The therapeutic range is 10-20 ìg/
mL, yet serum levels of 20 ìg/mL
have been associated with toxicity.
Pharmacokinetic studies have shown
that infants, children, and adults can
demonstrate markedly different half-
lives for theophylline. Premature
infants, in particular, have prolonged
half-lives. The variability of the
steady-state level resulting from any
given regimen makes the use of
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plasma level monuitoring
mandatory, especially in children (33,
47, 53, 35, 55, 57, 58, 28, 42, 29).

The drug has numerous side effects,
related mostly to its CNS stimulatory
action. Irritability, insomnia, and
headache have been reported. The
xanthines are known to enhance
gastric secretion, and the use of
theophylline has resulted in nausea,
vomiting, and gastric irritation.
Palpitations and sinus tachycardia
can result from the stimulatory effect
on the myocardium (52, 50, 55-59, 51,
37, 36, 60).

Theophylline is an inhibitor of cyclic-
nucleotide phosphodiesterases.
Administration of theophylline
results in elevation of cyclic-AMP
levels in some tissues. Since
catecholamines also cause elevated
cyclic-AMP levels, although by
a different mechanism, it can be
expected that theophylline will
potentiate the effect of
catecholamines. For the same reason,
theophylline has a synergistic effect
when combined with ephedrine (65,
70, 61, 62, 59, 68, 60).

The tendency of theophylline to
elevate cyclic AMP levels results in
cortical, medullary, and spinal cord
stimulation, augmentation of cardiac
chronotropy and inotropy,
cardiovascular dilatation, smooth
muscle relaxation, and diuresis (71,
74, 75, 84, 86, 79).
Indications for monitoring:
- bronchial asthma;
- relief of bronchospasm as seen in

Cheyne-Stokes respiration;

- bronchitis;
- obstructive pulmonary disease;
- emphysema;
- relief of paroxysmal dyspnea due

to left heart failure.

3.   DISCUSSION
Characteristics of drugs applicable
for therapeutic drug monitoring (31,
21, 30, 6, 24, 37): 1. Serum drug
concentration is the most practical
intermediate endpoint to be used
when there is no clearly observable
therapeutic or toxic endpoint. 2.
Serum concentration is a proxy for
drug concentration at the site of
action. 3. The range of therapeutic
and safe serum concentrations is
narrow. 4. There is no predictable
dose-response relationship. 5.
Toxicity or lack of effectiveness puts
the patient at great risk. 6. The
pharmacologic effect observed
persists for a relatively long time. 7.
A drug assay is available that is
accurate, precise, and specific,
requires a small sample volume,
yields results quickly, and is
relatively inexpensive. The
determination of individual drugs
(eg. digoxin, lithium, phenytoin,
theophyllin, among the others) have
shown benefit of therapeutic drug
monitoring,  depending  on   the
specific study,  through one or more
of the following indices: improved
effectiveness, reduced toxicity,
decreased length of stay, fewer
hospital admissions, more patiens
with serum levels within the
appropriate therapeutic range, and
more rational use of serum
concentration measurements. The
presented data demonstrated that
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therapeutic drug monitoring service
should reccomend guidelines for
and influence the use of serum drug
concentrations, advise  when
samples should be taken, interpret
concentrations, reccomend dosage
regimens based on the data, educate
physicians through seminars and
newsletters, and participate in
studies collecting and analyzing
data (30, 51, 62, 63, 36).

Selecting a steady-state serum
concentration goal is frequently
reffered to as using a target
concentration strategy, a term coined
(30, 51, 37, 68, 36). The target
concentration falls within the range
of effective and safe concentrations
determined for the population at
large. So the practitioner begins by
assuming that the patient behaves
like the average member of his or her
population with respect to
pharmacokinetics, serum level, and
expected response, and uses aveage
pharmacokinetics parameters to
calculate the dose needed to meet the
target concentration objective. If after
administering the dosage regimen
until steady state is reached, the
patient is responding appropriately
and the measured concentration is
within the therapeutic (target
concentration) range, no adjustement
is necessary. If, however, the starting
assumption that the patient behaves
similarly to the average turns out to
be incorrect, because the response is
subtherapeutic or toxic, due to either
pharmacokinetic or
phyrmacodynamic behavior that is
atypical for the population, then the
only maneuver available to the

practitioner is to manipulate the
practitioner-controlled input
variables, dose and frequency, to
bring the pharmacologic or
therapeutic response within the
accepted range. Usually, but not
always, an effective and safe
response occurs after the dosage
regimen has been adjusted to bring
the serum concentration within the
targer concentration range. Some
patients, however, will surely
achieve the dersired response below
or above the target concentration
range.

Straightforward as this process may
appear, a number of  factors mitigate
against widespread application of
therapeutic drug monitoring and
restrict it to a few drugs for which the
benefits of TDM outweight the
reservations:
- Therapeutic drug monitoring

(TDM) is very costly, in terms of
equipment, supplies, personnel
to draw the levels and interpret
the results, and investment in
research to collect the necessary
concentration versus response
data.

- Some drugs have such a broad
range of regimens that are
effective and safe that using an
intermediate gauge like serum
concentrations is unnecessary.

- Even for some of the drugs that
may potentially benefit from
TDM, because they appear to
have a narrow range of flexibility
in dosage, the relationship
between serum concentration
and response is not firmly
established.
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- The population of which data
have been obtained from studies
of serum concentration versus
effect (eg. males younger than 50
with congestive heart failure and
normal values for renal and liver
functions, thyroid, and
electrolytes) may differ from the
population to which the patient
belongs (eg. females older than
70  with congestive heart failure,
but impaired renal and/or liver
function and abnormal
electrolytes) for which reference
data  are not available.

- And for some drugs, more
effective intermediate measures
of respose than serum       level
(eg. Blood pressure, blood
coagulation time) are available.

- Even when properly designed
studies are conducted, they may
be carried out in patient
populations that differ from the
population in which the
practitioner intends to use them.
For example, a therapeutic range
obtained from studies in well
young  volunteers may not be
applicable to elderly patients.
The therapeutic range for a drug
obtained from patients with
congestive heart failure may not
apply to the drug when treating
patients with arrhythmias.

Stated most simply, therapeutic drug
monitoring aims to promote
optimum drug treatment by
maintaining serum drug
concentrations within a „therapeutic
range“, above which  toxicity occurs
too often and below which the drug
is too often ineffective (30, 59, 60). In

the present work  we make a more
rigorous definition by restricting the
term therapeutic drug monitoring
(TDM) to a small  group of drugs in
which there is a direct relationship
between concentration and response,
as well as narrow range of
concentrations that are effective and
safe, and for which serum  drug
concentrations are used in
conjunction with other measures of
clinical  observation to assess patient
status. This probably seems too
wordy but the definition includes a
number of important considerations
and qualifications.
- Using a drug concentration

implies that a more direct
measure of patient response
(blood pressure, blood
coagulation time, etc.) is not
readily available.

- Noting the restriction to drugs
with a narrow range of effective,
safe concentrations excludes  the
majority of drugs for which such
meticulous scrutiny is
unnecessary as a wide range of
dosage or variation in response
may be tolerated without risk.

- Evaluating patient response on
the basis of serum drug level
alone is risky because this
measure is only one of many
factors (eg. age, severity of
disease, electrolytes levels, other
drugs being taken) that must be
taken into account in evaluating
a patient´s response to a drug.

- For some types of drugs, serum
drug concentrations were
postulated to be a better index
than dose to quiding treatment.
Serum levels were expected to be
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a better indicator of drug
concentrations at receptor sites,
perhaps could be used to
correlate drug levels and patient
responses, and should be useful
in  determining pharmacokinetic
parameters of drugs in individual
patient.

- So the growth in therapeutic drug
monitoring was due to a
combination of interacting and
mutually reinforcing factors (59,
60). With the appreciation that
standard dosage regimens led to
varying outcomes, clinicians
needed more scientific
knowledge and supporting assay
technology to tailor drug therapy
for individual patients.

- Therapeutic drug monitoring in
a hospital or clinic may be as
limited as providing consultation
on one drug class such as the
aminoglycosides for hospitalized
patients or antiepileptics for
patients in the neurology clinic,
or the practice may include a
number of drugs for inpatients
and  outpatients. In some
facilities, TDM may include
responsibility for assaying
samples as well as interpreting
the results.

4.   CONCLUSION AND
GUIDELINES TO SPECIMEN
COLLECTION.
Therapeutic drug monitoring (TDM)
is employed to measure blood drug
levels so that the most effective
dosage can be determined, with
toxicity prevented. TDM is also
utilized to indentify noncompliant
patients (those patients who, for

whatever reason, either cannot or will
not comply with drug dosages as
prescribed by the physician).

Because so many different factors
influence blood drug levels, the
following points should be taken
into consideration during TDM: the
age and weight of the patient; the
route of administration of the drug;
drug´s absorption rate, excretion rate,
delivery rate and dosage; other
medications the patient is taking;
other diseases the patient has; the
patient´s compliance regarding the
drug treatment regimen; and the
laboratory methods used to test for
the drug.

Therapeutic drug monitoring is
important for patients who have
other diseases that can affect drug
levels, or who take other medicines
that may affect drug levels by
interacting with the drug being
tested. As an example, without drug
monitoring, the physician cannot be
sure if a patient´s lack of response to
an antibiotic reflects bacterial
resistance, or is the result of failure
to reach the proper therapeutic range
of antibiotic concentration in the
blood. In cases of life-threatening
infections timing of effective
antibiotic therapy is critical to
success. It is equally crucial to avoid
toxicity in a seriously ill patient.
Therefore, if toxic symptoms appear
with standard dosages, TDM can be
used to determine changes in dosing.

Drawn blood, used for TDM,
demonstrates a drug action in the
body at any specific time, whereas
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drug levels examined from urine
samples reflect the presence of a drug
over many days (depending on the
rate of excretion). Therefore, blood
testing is the procedure of choice
when definite data are required.
However, for adequate absorption
and therapeutic levels to be accurate,
it is important to allow for sufficient
time to pass between the
administration of the medication and
the collection of the blood sample.
Blood specimens for drug
monitoring can be  taken at two
different times: during the drug´s
highest therapeutic concentration
(„peak“ level), or its lowest
(„trough“ level). Occasionally called
residual levels, trough levels show
sufficient therapeutic levels; whereas
peak levels show poisoning
(toxicity). Peak and trough levels
should fall within the therapeutic
range.

In preparing for TDM, the following
quidelines should be observed:
- Depending on the drug to be

tested, the physician should
decide if the patient is to be
fasting (nothing to eat or drink for
a specified period of hours)
before the test.

- For patients suspected of
symptoms of drug toxicity, the
best time to draw the blood
specimen is when the symptoms
are occurring.

- One of the most common reasons
for misinterpretation of serum
drug concentrations is incorrect
sampling time. This problem can
be avoided by knowing a few
basic principles.

It is imperative that the clinician
know what questions are to be
answered by the sample being
drawn. Different questions may
require different sampling times and
possibly different numbers of
samples. For example the question
of toxicity may be answered by only
one stat sample whereas
a determination of half-life will
require at least two samples drawn
at a more precise time after the drug
is administered.

It is also essential to know the time
since the last dose. This information
will help to determine at what point
on the serum concentration vs time
curve the sample was drawn i.e.,
before, on or after time of peak serum
concentration. For example, the
sample drawn before the peak
concentration would be of little value
in determining  the half-life of the
drug. If drawn on or shortly after the
time of peak serum concentration it
would serve as an initial reference
point in calculating the half-life of the
drug.

Peak levels alone are useful for
monitoring possible toxic levels.
Trough levels alone are useful to
insure constant maintenance within
the therapeutic range.

Patients  receiving a drug at a dosing
interval longer than the half-life of the
drug will demonstrate large
fluctuations between peak and
trough levels. Serum concentrations
of drugs dosed at intervals shorter
than their half-lifes would show less
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fluctuation between peak and trough
levels.

For chronically administered oral
medications the peak levels usually
occur 1-2 hours after the dose and the
trough serum concentration shortly
after the dose is administered.
Drawing the trough level at the time
the dose is given is usually
sufficiently accurate. Digoxin is one
exception to the previous statement.
The 2 hour serum level does not
correlate well with the intensity of its
action. The serum level to determine
peak activity should be drawn after
the serum Digoxin has had time to
equilibrate with the tissue i.e., 6-10
hours after the oral dose.

Intravenous medications should also
be given time to equilibrate before
the peak level is drawn. Equilibration
between the serum and the site of
action is fastest for drugs acting in
the heart, brain and other highly
perfused tissues while drugs whose

site of action is in tissues with low
rates of blood flow may require more
than an hour to equlibrate. In
general, intravenous medications
should be sampled ½-1 hour after
administration. For example, the
peak serum level of Gentamycin
should be drawn thirty minutes after
infusion of the drug ends and not
immediately after the infusion.

Intramuscularly administered
medications if injected in an area with
good blood flow will achieve peak
levels within a similar time frame as
intravenous. Medications that are
poorly soluble at body pH, however,
may precipitate at the site of injection
and achieve very low and late peak
serum levels.

The fact must always be remembered
that there is a large interpatient
variability in all aspects of
therapeutic drug monitoring and
sampling time is no exception.
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ABSTRACT
Domestic violence is mentioned in recent years particularly in connection with children
and women. In recent years, seniors rank between victims of domestic violence
more and more often.  The article deals with general knowledge about specifics of
domestic violence, presenting further a part of the research of violence committed
on seniors - physical violence.
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INTRODUCTION
The English term “domestic
violence” is translated into Czech as
“domácí násilí”. It covers all forms
of physical, sexual and psychical
violence committed between
individual family members (1, 2, 3,
4, 7).

A characteristic feature of domestic
violence is its repetition, long-term
character and almost everyday
presence. It is a pattern of coercive
behaviour used by one person to
dominate other person or persons. It
can have different forms: rude curses,
permanent criticism, humiliating
insults, taunting, eroding self-
confidence, suppression of personal
liberty, economic exploiting,
threatening with bodily harm or
direct bodily harm (5, 6, 8).

Research of questions of violence in
family is a relatively new matter all

over the world (for example in
Australia and in the USA, this issue
is dealt with more than 20 years, more
recently it is discussed in Great
Britain or the Netherlands). The
results of the first investigations and
researches carried out in these
countries brought data about
considerable extent of violence in
families, but at the beginning, the
society always reacted very
negatively to these data. But later it
revealed that although the number
and character of the cases differ in
individual countries, domestic
violence is a serious problem that
occurs in all countries and social
classes, regardless of education,
religious orientation, age or ethnicity
(4, 7, 9, 10, 12).

In spite of existence of studies
concentrated on the research of
statistical data concerning violence
committed on old people (“elder
abuse” or “abuse of the elderly”), this
phenomenon got attention only more
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than 10 years later, in connection with
violence committed on children. As
Kalvach (13) states, 10 times less
publications are dedicated to the
issue of maltreatment of seniors than
to children with the same problem.

Researches carried out in the USA,
Canada and Great Britain detected
cases of different forms of violence
in 3 – 6% of 65-year-old and older
persons. In 1990, the Health Care
Committee of the Council of Europe
recommended the issue of
maltreatment of seniors to be studied
with preference. In 1995 the
International Conference of Violence
in Family discussed the issue of
violence. When an old person
becomes victim, a huge problem
arises. The problem is not only
legislative, but also ethical and
moral. The difficult part of the
problem lays particularly in
distinguishing violence (its obvious
traces) in old persons. In seniors, a
situation when they do not go out for
a longer time is not surprising.
People in the surroundings hardly
become aware of it or notice it in time.

Considerable myths carry over in
each society, representing the biggest
obstacle to learn to know this
phenomenon and to recognize it as a
serious social problem. First of all,
the belief is widespread that violence
in family is a private issue, that the
victim asks for it, in case of seniors it
is a common myth of disobedience,
situated in the same category as
concerning children. By the spirit of
the motto “spare the rod and spoil
the child”, a public opinion is

widespread that a slap is sometimes
better than in-depth explanations. In
this regard, each new initiative
oriented against violence in family
firstly had to concentrate on
increasing the sensitivity of the
public against this phenomenon (11,
14, 15, 16).

MATERIAL AND METHODS

Characteristics of the samples
of the seniors/respondents ,
questionnaires.
In the scope of the research carried
out at the Faculty of Health and Social
Care of South Bohemian University
in 2004, when one part of it was
dedicated to the issue of domestic
violence committed on seniors, the
results mapping domestic physical
violence were most alarming.
Questionnaire investigation took
place from June to October 2004 on
the territory of towns and villages of
South Bohemian Region. The total
number of respondents consists of
1300 seniors (seniors were surveyed,
the criterion was age over 60).

In our research, all types of question-
naires dealt with the question of
direct physical violence and all
respondents were asked about it.

In the complexes of the seniors, the
following 3 types of questions
appeared:
- Question No. 1 Have you met

physical attacks or are you
physically attacked by your
environment?

- Question Nr. 2 Has a family
member attacked you physically?
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- Question Nr. 3 Were you
sometime threatened by physical
violence, or was physical
violence sometimes used on you?

RESULTS
Characteristics of the samples of
seniors/respondents according to
sex, age, home care and place of
permanent residence are
demonstrated on the table  1 and 2.

From the total number of 1300
respondents, 169 gave a positive
answer, which is 13% of the total
number of the respondents. Very
interesting was the comparison with
the number of positive answers to the
question Do you know a case of
maltreatment of a senior from your
environment?

Here, 289 respondents gave a
positive answer, which makes 22,3%
from the total number of
respondents. It can be deduced from
this disproportion that in some cases,
seniors do not consider violence on
their own person as violence, they
consider occasional “hand beating”
as insignificant. Other way out from
this difference of results is also shame
of the senior to confess that he/she
has failed as educator. The senior
often maintain the position: “When
my children or relatives and
surroundings maltreat me
physically, I am simply old, bad,
superfluous, useless, burden, load,
good-for-nothing” etc. (the curses
come directly from questionnaires, as
the respondents stated them). It is
true that seniors tried to cover
maximally any traces leading to
reveal physical violence in this

Table  1. Characteristics of the sample – seniors/respondents according  
                to the sex and age  
 

Sex 
Quality/number 

(N) 
60-64  
years 

65-69  
years 

70-74  
years 

75-79  
years 

80 years 
and more 

Men 469 55 99 156 102 54 
Women 831 151 178 224 153 128 
Total 1300 206 277 380 255 182 
 
 
 
Table 2. Characteristics of the respondents/seniors in the domestic/home 

environment according to the place of permanent residence (750 
respondents  received  the optional(voluntary) questions, 48 of them have  
not responded to  the questions) 

 
The place of permanent 

residence 
Village 
(<1 000 

inhabitants) 

Village 
(>1 000 

inhabitants) 

Town/City 

Number(quality) of 
respondents 

198 245 307 
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situation. Most frequently we meet
this covering in seniors who are
dependent on the aggressors. In their
perception of the situation, physical
violence from family members is very
often accepted far better than loss of
care person from the family and
necessity to use services of
professionals.

Other reason why seniors very often
deny existence of physical violence
is the fear from possible increase of
aggression. Very often, the seniors on
whom domestic violence is
committed are health handicapped.
In case of physical handicaps,
immobility, worsened mobility, it is
practically impossible for the senior
to defend himself in some way.
When the senior would want to
express request for help, it mostly
resounds to empty walls.

In the time when the society fights
against disregard of people towards
public violence displays, we will
seek very difficultly witnesses and
methods of help for this hidden type
of domestic violence committed on
immobile seniors. In these cases, the
person of the doctor is a very
important and often the only person
who can help in case of physical
violence. He is often the only
“stranger” who enters into the
domestic environment of the victim
confined to bed or with limited
mobility. When the doctors will be
informed of the necessity to
concentrate to evident displays of
physical violence in seniors and have
exact mechanisms how to proceed in

case of detecting violence, the
situation can be markedly improved.

DISCUSSION
Risk factors of maltreatment of
seniors
The risk factors concern the victim
and the culprit. These are the so
called “criminogenous variables”.
These variables should act as a
warning signal for doctors and other
persons who can come into contact
with cases of maltreatment. The
presence of variables should increase
the effort to register the sad displays
of senior neglect that occur in the
family most often.
Factors increasing the danger of
maltreatment of seniors:
- Generally bad health condition
- Disorders of cognitive and

communication functions
(syndrome of dementia)

- Loss of self-sufficiency
- Social isolation
- Living together with the

aggressor and dependence on
him (15, 18, 19, 21).

Factors increasing probability that
somebody will commit maltreatment
of a dependent person:
- Alcoholism, drug addiction.
- Psychopathology, psychopathy.
- Low intellect level.
- Previous aggressive or asocial

behaviour.
- Overburden and existence

problems of the family and
decrease of their willingness and
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possibilities to provide high-
quality care.

- Material, housing dependence of
the victim on the aggressor.

- Low level of interest and
protection by the society against
undesirable behaviour including
protection of rights and dignity of
clients in long-term institution
care.

- Discrimination attitudes in the
society.

- Burn-out syndrome in nursing
staff.

Forms of neglect and maltreatment
of seniors
Maltreatment and neglect occur in
the following forms, being the first
of them stated as basic forms in
literature (17, 20, 21, 22, 24, 25, 27, 29):
1. Body maltreatment – is

understood as deliberate causing
of pain, intentional denial to
satisfy basic life needs,
motiveless restricting of personal
liberty. This is a whole scale of
violence forms, from beating over
kicks, strangling, knocking down
or other aggressive ways of
maltreatment to deliberate
exposing to cold, denying food or
medicines. Such behaviour leads
unequivocally to multiple
injuries, fractures, bruises, burns
on unusual places (buttock), to
cachexia or other visible signs of
maltreatment. The injuries are
usually untreated and variously
old. The injuries are on places
where a person would not cause
them himself or herself. In worst
cases, the victim can even die.

2. Psychical (emotional) maltre-
atment - for this type of
maltreatment, putting down,
knowing lowering of self-
confidence and self-respect,
menaces, threats, verbal
aggression (curses, offences,
taunting etc.) are typical.
Violation of rights with typical
menaces expressing the
possibility of moving, displa-
cement or situation (often
involuntary) into an institution,
e.g. old people’s home or
sanatorium of long-term ill
persons is not a rare thing. Often
the powerlessness, superflu-
ousness, inferiority or burden-
someness of seniors is pointed
out, having unequivocal impact
on their low self-esteem. A
frequent sign is depression or
inexplicable changes in the
behaviour of the senior (22, 23,
26).

3. Material and financial
maltreatment – is usual in
relation to old persons, less
frequent in relation to children
where particularly hectoring
rights are abused. Often financial
resources, e.g. pension or savings
are injustifiedly enforced, writing
down or change of testament,
transfer of property or flat are
enforced, there is lack of
willingness to finance nursing or
health care, e.g. medicines. The
persons disposing of finances of
old persons refuse to pay them
clothing, food or reproach them
such expenses. The old person is
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not able to explain logically how
he/she handles his/her incomes.

4. Sexual maltreatment – does not
occur so often as in children, but
when it arises, then it is
committed mainly on women or
in connection with psychical
deviations (gerontophilia). A sign
can be contamination of
underwear with blood because of
injury of genital or anal region,
pain in this region, inexplicable
inflammation processes, sexual
diseases, difficult walk, painful
sitting because of injury of
genitals etc.

5. Neglect (omission) of care – can
be understood as failure of care
by the nursing person who is
responsible for protection and
security and for satisfaction of
basic needs of the dependent
person. This case is a frequent
form of maltreatment of old
persons who may not take notice
of it in time. The consequences
typical for neglect of care are
practically identical with the
consequences caused by self-
neglect of a lonely non-self-
sufficient person. They are
particularly health disorders
caused by dehydration,
insufficient nutrition, non-
observing of basic personal
hygiene, neglect of cleanness of
clothes and environment, chill,
injuries caused by falls, different
skin diseases (decubitus or
bedsore etc.). Apathy,
deprivation, particularly
communication deprivation,
anxiety, depression etc. can be

displays of this condition.
Therefore it is very important to
distinguish the type of neglected
care – whether by another person
or by the individual himself/
herself (28, 30, 31).

6. Mistreatment – there are forms of
nursing that are undesirable in
their essence and cannot be
ranked into the previous groups,
e.g. excessive or unsuitable
administering of sedatives or
psychopharmacs. The group of
mistreatment should include
also one serious, often
unintentional form of
mistreatment caused by bad
nutrition. Unlike energetic
undernourishment caused by
lack of food, protein
undernourishment can cause
death even in a quite healthy
looking old person during
several weeks to months.

7. Abandonment – getting rid of
responsibility for obligatory care
for old person.  This sphere could
include also cases of involuntary
placement of the person into an
institution or general omission or
non-provision of health and social
care (32, 33, 34).

CONCLUSION
The placement of this issue at the
same level as violence committed on
children and women is very
important. In the present situation of
the violence committed on seniors in
the Czech Republic, creation of
consulting centres seems to be ideal.
These centres could help victims in
domestic environment, and at the
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same time they should provide also
right education of care persons (in
domestic environment), particularly
in connection with the burn-out
syndrome.

Generally, the issue of domestic
violence should be fully extended
with the issue of seniors. When
discussion in the whole society is
provoked and this phenomenon is in
foreground of the interest of all

competent persons, the need to warn
of these cases and to strengthen the
self-confidence of seniors will be
provoked in the whole society as
well.

In case of failure of professional care
persons, it is necessary, in the scope
of prevention, to distil mechanisms
minimizing totally the possibility of
emergence of violent behaviour into
the management of these services.
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ABSTRACT
Studies of numerous researches prove women being happier than men. However,
they suffer from depressions more often, therefore, it is more exact to say that they
experience their feelings more intensively. Surprisingly the general feeling of relaxation
increases with age. This is supported by a slight discrepancy between aspirations
and real chances as well as by the fact that older people are materially better off.
From a particular stage of material comfort there is no relation between its further
improvement and the increase of the subjective feeling of satisfaction. It is in a
perfect accordance with sound brains that the main source of the subjective feeling
of satisfaction dwells in interpersonal relations, the family and friends above all. A
significant source of satisfaction is work and even more important is the quality of
experiencing free time and leisure.

Key words:
Quality of Life – Senior Population – Geriatrisation of Medicine –
Pharmacotherapeutics – Prevention and Preparation for Old Age

1.   INTRODUCTION
The Czech Republic with 18.6%
inhabitants over 60 and 13.9% over
65 years of age is at the 24th position
among the oldest countries of the
world. All demographic factors
supporting that the population is
ageing keep increasing. Only in the
past 20 years the number of aged
people (over 90 years of age) has
increased by 100%, the parent
support ratio (the share of people
between 50 and 64 years of age
potentially capable of looking after

their parents /aged 80+/) has gone
to half, the index of old age has
increased by 25% (Table 1).

(1) index of old age: share of people
over 65 years of age to 100 people
between 0-14 years of age.

(2) Parent Support Ratio: share of
people over 80 years of age to 100
people between 50-64 years of
age (potential carers).

However, the most significant find is
that the tendencies of further ageing
of the population is going to
continue and in the 20-50 years to
come the Czech population will
become one of the five oldest
worldwide (Fig. 1).



68

Journal of Health Sciences Management and Public Health

2.   GERIATRISATION  OF
MEDICINE
The prolongation of a human life is
closely connected to the danger of
the extra years being influenced by
the burden of  illnesse, diseases and
disability too much, thus meaning
only the prolongation of the “sick”
years. In the past 25 years the life
expectancy of women in the Czech
Republic increased by four years, of
men by five years. The average life

expectancy reached 78.7 years
(women) and 72.1 years (men). In the
25 years to come there is an
expectation for the women to reach
82.8 years and men 76.6 years, and
the increase shall be faster than in
other European countries (who
suppose one year by a decade with
both the sexes). This terms also
reflect further decrease of mortality
(16, 19).

Table 1. Increase of Seniors in Population of Czech Republic in  Historical  
               Development and Prognosis [Freely adopted after (1)]. 
 
Seniors 1950 1975 2000 2025 2050 
Age 60 in population (%) 12.4 18.3 18.6 29.5 40.1 
Age 65 in population (%) 8.3 12.9 13.9 23.1 32.7 
Age 80 in population (%) 1.0 1.7 2.5 5.3 9.5 
index of old age (1) 51.7 82.3 111.8 243.0 296.1 

Parent Support Ratio (2) 2.2 3.3 6.2 10.3 25.3 
 
(1) index of old age: share of people over 65 years of age to 100 people between 0-14 

years of age. 
(2) Parent Support Ratio: share of people over 80 years of age to 100 people between 50-

64 years of age (potential carers). 
 

Figure 1. Demographic Scheme of Czech Population and Prognosis till 2050  
                [ Freely adopted after (19)]. 
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From the geriatric point of view it is
highly significant that mortality does
not decrease at young and middle
age exclusively, but at old (over 65)
as well as oldest age (over 85 years)
of the population either. Having
lived up to 65 years, a Czech woman
has a chance to live another 17.1
years, at the age of 80 years another
7.5 years more of life expectancy.
Respective numbers considering
men are 13.7 and 6.0 years.
According to the ageing of the
population, it is important that more
and more people live up to the limit
of old age (65 years); nowadays 88%
women and 75% men, and the
survival curve shifts because of the
decreasing mortality. From the point
of view of the preventive medicine
the relation of general prolongation
of the average life expectancy and
prolongation of healthy life
expectancy or a factor called
disability-free life expectancy  are
considered highly important (16, 19).

The ageing of a population,
increasing chronic ill health as well
as acute disorders of seniors
alongside the decrease of ill health
at the middle age have caused the
increase in the number of patients of
old age in all branches of medicine
which leads to geriatrisation of
medicine. Such a trend may be traced
in all advanced countries. Even in
our country the structure of patients
has changed in the past 20 years. The
greatest difference is among the
hospitalised patients and patients in
the outpatients’ care of specialists.
The greatest percentage of seniors is

traditionally found in the internal
medicine, tuberculosis and
respiratory illnesses, but also in
intensive care, cardiac surgery,
urology, ophthalmology, rehabili-
tation, and other.

It is vital that all geriatric doctors be
educated and the geriatric matters
spread in individual branches (so
called field geriatrics). Irreplaceable
is the role of a GP whose competence
includes (besides the common range
of examinations and activities at
people of middle age) the skills
concerning the specifics of a clinical
picture, diagnostics and treatment of
the most frequent illnesses at the old
age including the positives and risks
of pharmacotherapeutics, identi-
fying seniors in danger of the
decompensation of health or loss or
worsening of their self-sufficiency;
efficient prevention (immunisation,
life style, improving fitness),
complex evaluation of seniors and
their self-sufficiency at home.

2.1. Health care services,
comprehensive health care
assessment
Research in the spheres of
organisation of health care services,
so far relatively neglected by
clinicians, brought information
interesting as far as the care of
patients at the old age is concerned:
hospitalisation of the geriatric sick at
specialised geriatric wards lowered
the general mortality at hospitals by
12% compared to the general care at
other wards. First of all, the necessity
to put the patient in a nursing home
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decreased by 36%. Metaanalysis of
the contribution of a complex
evaluation of a function status and
risks (called Comprehensive
Geriatric Assessment) of 5000
geriatric sick proved the decrease of
general yearly mortality by 14%,
improvement of physical function
capabilities and self-sufficiency,
decrease of repeated hospitalisations
by 11-14% and increase of the chance
of the patient to stay at home by 26%.
This clinical “gain” was received
through a “simple improvement of
organisation of the care”. There has
also been a success in identifying
those patients who benefit from such
a complex examination most.

Thanks to the advances reached in
the spheres of gerontology in the
primary as well as applied research
and further development in geriatrics
and other branches, the capabilities
of the present medical science and
clinical practice in treatment of
illnesses related to the old age and
disability have significantly
multiplied. Especially in the recent
decades not only the access to the
health care and treatment has
improved, but also the effects of
medical treatment have become
better and there has been a decrease
of mortality in certain aspects and
illnesses of older population. We can
therefore speak of a “successful
ageing”, i.e. ageing in relatively good
health, self-sufficiency and
psychosocial calm which is the aim
of geriatric medicine (16,17).

2.2. The inhability of ageing
organism
Probably the most significant matter
in the process of ageing is the
inability of an ageing organism to
adapt to the conditions of stress in
the same range and quality as at
youth. Thus the adaptation to a
burden and stress is imperfect and
insufficient with a senior individual.
That may also be the cause of
imperfect temperature and blood
pressure regulation, adaptation of
pH of blood, balance, etc. Cold
proneness of the old (manifested
through the low ability to create heat
which is caused by the lower capacity
of metabolism and decreasing
performance of the nerve system) is
a generally known fact. It is necessary
to add that organs and individual
systems of each individual age in a
different pace, incoherently, and we
may also prove that parts and
segments of a particular organ age in
a different pace too (16,17).

3.   PHARMACOTHERAPEUTICS
AT OLD AGE
Using pharmacotherapeutics at the
old age has to be performed in
accordance with following facts (3, 4,
5, 7, 8, 9, 10, 11, 12, 13, 14, 15):
1)    Physiological ageing is closely

linked to a range of changes that
may influence reactions to the
medical treatment.

2)     Polymorbidity tempts doctors
to extensively use pharma-
cotherapeutics. The best and
most important principle of
pharmacotherapeutics at the old
age is simplicity. Polypragmasy
(polytherapeutics, over-usage
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of medicine) is mostly
meaningless, very often useless
and mostly harmful, but still it
remains a daily practice in
geriatric medical treatment. It is
therefore vital to follow these
general guidelines:
- Consider if the usage of the

medicine is really necessary.
Any medicine which is
evitable is a contraindication
for an aged person.

- Before a new medicine is
prescribed, a past history of
medicines used should be
made with a particular stress
to what medicine is the
patient using at the moment.
Patients often use medicine
that they bought themselves
and they do not mention it if
not asked.

- If there are several options of
pharmacotherapeutics, the
option with fewest side
effects should be chosen.

- In case the state of the
patient is not urgent, the
treatment should start with
the smallest dosage possible
or a half of the recom-
mended dosage. When
subscribing a medicine to an
aged person, a lowered
elimination of the medicine
must be considered.

- As soon as the state of the
patient allows the treatment
to be finished, the usage of
the medicine should not
continue when possible.

- In case the patient uses
several types of medicine,
possible interactions must

be considered. When
subscribing a new medicine,
usage of one of the previous
should be stopped.

- Any medicine may cause
undesirable side effects. The
patient, family and nurse
must be informed on the
undesirable effects. They
must know that they have to
instantly consult the doctor
(13, 17).

3.1. Undesirable effects of
medicines
Undesirable effects of medicines are
any harmful effects caused by a
medicine prescribed in common
therapeutic dosage. There is often a
close relation with polypragmasie,
and they are diagnosed three times
more often with patients over 65
years of age than with younger age
groups. Tracing the occurrence of
undesirable effects in relation to the
number of used medicines proved
that when patients were using less
than three medicines within a year,
the undesirable effects were
diagnosed with 2% of people. When
using more than 10 various
medicines, 17% of people suffered
from the undesirable effects (2, 10, 13,
14).

In accordance with the poly-
morbidity of aged people, the
undesirable effects occur because a
medicine prescribed to cure one
illness may cause worsening of
another (6).
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3.2. Pharmacokinetic and
pharmacodynamic changes
Pharmacokinetic changes affect all
phases: absorption, distribution,
biotransformation and elimination.
Pharmacodynamic changes include
the change in sensitivity of the target
tissue to the medicine. Decreasing
number of active receptors may lead
to the quantities and qualities of the
reaction considerably differ from
those of younger age groups (beta-
adrenergic and dopaminergic
systems). There is a chance that at the
old age an increased penetration of
the medicine through
hematoencephalic barrier occurs.

When taken orally, the absorption
time depends on the time necessary
for the medicine to get from the
stomach into the small intestine, the
area of the most intensive absorption.
An aged person more often suffers
from a slow emptying of the stomach
which may postpone the effects of a
medicine (such as analgesics and
hypnotics). The slowed down
emptying of the stomach also causes
deterioration of medicine that is
unstable in an acid environment( 8,
12, 13).

A slowed down passage through the
small intestine (which is more
common at the old age) results in
some medicines otherwise absorbed
in a difficult way (e.g. digoxine)
being absorbed more than expected.
On the other hand, an increased
mobility may cause that the medicine
is not absorbed completely. A
lowered absorption may result from
a worsened blood circulation in the

splanchnic area. As soon as the
medicine has been absorbed in the
blood circuit, it bonds with the
plasmatic proteins (albumin). The
distribution means placing the
molecules of the medicine from the
circulating blood into the fat tissue
and intracellular and extracellular
liquids. At the old age there are
numerous changes in the body
structure: the amount of water
decreases by 15-20%, the non-fat
muscle tissue shrinks while fat tissue
builds up. These changes may have
negative effects on the desired
distribution of a medicine.

3.2.1. Biotransformation
The crucial area of biotransformation
of medicine is a liver. Although a
liver grows smaller at the old age, its
functions do not considerably
change; only the efficiency of
microzymal enzymes is slightly
lowered which leads to a slowed
down elimination of some medicines
such as teophylin and
benzodiazepines.

The functions and morphology of a
kidney changes with age which
significantly affects the elimination of
medicine. At the age over 70 the
clearance is decreased by 30-50%.
The tubular functions worsen too.
The dosage of especially that
medicine that may damage the sick
by its toxic effects has to be adapted
in accordance with the decreased
level of renal clearance.

The principle necessary to be applied
at the old age when using
pharmacotherapeutics: as few
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medicines as possible in the smallest
possible dosage for the shortest
possible period (6). The improving
of the quality of life if the primary
aim of the pharmacotherapeutics at
the old age. However, it is not always
possible to heal the illness absolutely
and the patient may be relieved in a
simple non-pharmaceutical manner.
If the pharmacotherapeutics is
inevitable, the doctor must be aware
of the fact that the age of the patient
and multimorbidity may cause the
effect of the medicine not to operate
and sometimes even the undesirable
effect may predominate (7, 13, 14, 17).

4.   SITUATION OF ILL PERSON
It is frequently believed that a
seriously ill or dying person needs a
specialised medical care above all
which is best provided in a hospital.
On the other hand, for years
numerous advanced countries have
been promoting a rediscovered
wisdom that used to be practised in
your country as well and remains in
usage in societies that we often
consider more primitive than ours.
This kind of wisdom does not neglect
the expert care but puts it in a proper
(though not absolute) position in all
the spheres of looking after a
seriously ill senior.  However, two
strategies are considered more
important:
1) An undisturbed experiencing

of interpersonal relations, first
and foremost among family
members and closest friends of
the ill.

2) Noticing the tasks that the
individual has to face in the

situation of a serious illness and
the final phase of life.

This practically means that a home
care taken of the ill is much more
appreciated and supported although
it does not have to be a transfer of a
difficult, not lucrative a patient for a
hospital or a patient impossible to be
healed by means of medicine into the
home environment. The home care
has to provide all the necessary
health care and keep the patient sure
that in case of a sudden worsening
of health, increase of troubles or
crisis they shall not be left alone or
dependent on helpless family
members.

There are numerous advantages and
disadvantages of the home
environment when considering the
status of the ill. It is therefore
necessary to define at least few
examples.

a)  Positives:
- The ill are not moved away from

their natural environment, they
remain at home and among
relatives.

- At home they keep enjoying
what they like (as well as what
they dislike) which is a good
presupposition for keeping trust
and affinity.

- There is no worry about facing a
foreign environment, especially
in the state of being helpless.

- Home is a positive environment
for bringing desired
dishomogeneity: the senior is not
among the ill or old people
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exclusively but meets various
healthy people of different ages.

b)  Negatives:
- The fear of the ill for causing the

family inconveniences.
- Long term weariness of the

family possibly leading to their
burn-out.

- In some cases the home
environment with a little
frequency of visits may be of a too
little stimulation (e.g. an old
lonely childless couple).

- The home environment may
become less suitable or even
insufficient due to problematic
sanitation, lack of space, being in
a way of other family members
(students, little children), etc.

The examples aforementioned imply
that a serious illness leading to death
may be chance - when experienced
at home - to complete the
interpersonal relations of the ill
towards others as well as the
maturity of their personality. Such
relations may be considered (from
the overall point of view of a human
life) equally important as the medical
and nurse care. Let us suppose that
illness, dying and death cannot be
removed from life, they are
indivisible parts of life. There are
two significant facts that the
environment of the ill do not often
understand. Firstly, an ill individual
has the right to be afraid; secondly,
they have the right to ask over and
over again the questions of
psychological and spiritual nature
and continue leading seemingly the
same conversations about them.

5.   CARE OF DYING

People in the Czech Republic most
often die in a way that they have
certainly not wished. About a
hundred and ten thousand people
annually die in that manner (18).
Results of a range of similar studies
support that people do not wish to
die in a hospital, long-term patient
sanatoriums or nursing  homes.
Nevertheless seven out of ten people
finally end up in these institutions.
A great share of population is
worried about suffering from pain,
loneliness, separation from their
relatives and friends or psychic
disorders when dying. As a matter
of fact, there is a high probability that
they will have to face an experience
some of the aforementioned.

The Czech Republic does not
considerably differ from other
countries of Europe or from the
United States as far as the places
where people die most often (Fig. 2).

Not all people dying in hospitals,
sanatoriums and nursing homes end
up their life there because there is no
other way. Considerable majority
might have stayed at home which is
nowadays made impossible due to
the health care system or their
relatives.

6. PREVENTION AND
PREPARATION FOR OLD AGE -
NATIONAL PROGRAMME OF
PREPARATION FOR AGEING IN
PERIOD 2003-2007
The aim of this document is to
support the development of an all-
age society sot hat people may age
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in a dignified manner, in safety and
may further contribute to the life of
the society as citizens of full rights
(20). It is necessary to overcome and
change recent stereotype opinions on
ageing and old age, overcome the
prejudice against life, position and
importance of a senior population in
a society. The change in attitudes of
an individual as well as a society
towards ageing and seniors has to
become the basis of fulfilment the all-
society programme of preparation
for the old age.

The ageing of a society has to be
understood as an opportunity to be
taken by all generations. The
National Programme of Preparation
for Ageing therefore aims at all the
society: the young, middle-aged as
well as senior populations. It is vital
that the young generation accepts a
positive attitude towards the old age
and elderly people. Spiritual,
cultural and economic contributions
of older generations to the society are

of a great significance and should be
recognised as such by all the society,
the young including. The
preparation of the young for further
life phases including all the aspects
of the process as well as the support
of the young generation in their
positive, active and well-balanced
attitudes towards the old should be
an indivisible part of the
programme.

The middle-aged generation, being
the most numerous and active in the
economic way, is responsible for
introducing and reinforcing the
tactical programmes of ageing,
preparation for ageing, creating
measures for the benefit of the senior
as well as they are responsible for
their own preparation for ageing and
the old age.

To change the social climate and
make acceptance of the old
generation as a part with full rights
possible, the active attitude of the

Figure 2. Places and Ways of Death [(expressed as a percentage);  
                [freely adopted after  (18)]. 
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seniors towards ageing and the old
age is necessary. Seniors should also
contribute to the change of the way
of perception of ageing and the old
age by their behaviour, activities and
attitudes in the society.

It is therefore necessary to provide
seniors with a sufficient space and
conditions for the active participation
in the life and development of the
society. Parallelly the seniors
themselves have to learn how to
make full use of all the opportunities
offered by the society to develop
their position, to reach safe ageing
and a meaningful participation with
full rights.

The draft of the National Programme
of Preparation for Ageing is based on
the “International Active Plan in
Matters of Ageing” (Vienna, 1982),
“Measures of UN for Seniors” (1991)
and is in accordance with the
conclusions of the 2nd World
Conference of UN on Ageing held in
Madrid (April 8-12, 2002) and the
accepted “International Plan of
Ageing 2002”.

Ethical Principles: The key ethical
principles include respect towards
the individuality of a human and
parallel recognition of equality of
people, respect towards the dignity
of a senior, respect towards their
independence, the right of self-
determination, the right of privacy
and their own choice (7, 10, 16).

Natural Social Environment: The
opportunity to live in a natural social

environment is a presumption of
keeping or developing the social
status of a senior. A family as an
essential article of the society forms
a safe environment for a senior to live
in, helps a senior to keep their
independence, self-sufficiency. It is
also room for intergenerational
solidarity and prevents the senior
from being socially excommuni-
cated.

Work: Equal opportunities at the job
market and as broad support of the
elderly and old people being
employed as possible are the means
of activating and full incorporation
of the aged in the society. It is also a
valuable professional and economic
contribution.

Financial Security: The financial
security at the old age results from
the whole-life activities of each
individual and their responsible
attitude towards the preparation for
the old age, and is the
presupposition of economic
independence of seniors.

Healthy Lifestyle: Healthy life style
is a part of responsible preparation
for the old age. It is the principal
condition of active and dignified
ageing and quality of life of a senior.
Both the society and senior
themselves have to contribute to the
fulfilment of healthy life style and
quality of life.

Health Care: The importance of
taking care of the health of seniors
keeps growing not only in the
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spheres of ethic but also in the close
relation to the economic state of the
society. The increase of the number
of seniors who require and will need
health care leads to the increase of
demands on the health care systems.
Parallelly it is vital to support the
interest and participation of all
generations in the programmes of
prevention and health care(7,10).

Complex Social Services: The
increase of senior and increasing
need of social care and social services
have to lead to such a development
of social systems that may reflect the
variety of social situations of seniors
and shall minimise the risk of social
excommunication and institutio-
nalisation.

Social Life: The participation of
seniors in social as great as possible
is a necessary part of further
development of the society, of the
healthy attitudes towards ageing
and the old age as well as towards
mutual respect and solidarity of
generations.

Education: Education is one of the
conditions of an active and fruitful
life. The opportunity of lifelong
studies is a necessary
presupposition of keeping the
knowledge and skill of the ageing
and seniors. It helps to keep the
spiritual comfort, fitness to work and
ability to succeed at the job market,
it also strengthens personal
independence. It may suppress
marginalisation, loneliness,
generational intolerance, and

improve opportunities to be
incorporated in the social life.
Education contributes to
humanisation, social integration and
qualifications that allow better
chance to succeed at the job market.

The decision-making factor is the
provision of equal rights and
opportunities for the individual
development of all age categories not
considering their sex and race, in all
spheres of life and reinforcing the
position of the elderly people and
seniors as well as the significance of
the process of ageing.

7.   DISCUSSION AND
CONCLUSION
The Czech Republic with 18.6%
inhabitants over 60 and 13.9% over 65
years of age is at the 24th position
among the oldest countries of the
world. All demographic factors
supporting that the population is
ageing keep increasing. Only in the
past 20 years the number of aged
people (over 90 years of age) has
increased by 100%.

However, the most significant find
is that the tendencies of further
ageing of the population is going
to continue and in the 20-50 years to
come the Czech population will
become one of the five oldest
worldwide (Fig.  1).

Research in the spheres of
organisation of health care
services, so far relatively neglected
by clinicians, brought information
interesting as far as the care of patients
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at the old age is concerned:
hospitalisation of the geriatric sick at
specialised geriatric wards lowered
the general mortality at hospitals by
12% compared to the general care at
other wards. First of all. the necessity
to put the patient in a nursing home
decreased by 36%.

The prolongation of a human life
is closely connected to the danger
of the extra years being influenced
by the burden of illnesse, diseases
and disability too much, thus
meaning only the prolongation of
the “sick” years. In the past 25 years
the life expectancy of women in the
Czech Polymorbidity tempts
doctors to extensively use
pharmacotherapeutics. The best
and most important principle of
pharmacotherapeutics at the old age
is simplicity. Polypragmasie (over-
usage of medicine) is mostly
meaningless, very often useless
and mostly harmful, but still it
remains a daily practice in geriatric
medical treatment.

Undesirable effects of medicines
are any harmful effects caused by a
medicine prescribed in common
therapeutic dosage. There is often
a close relation with polypragma-
sie. and they are diagnosed three
times more often with patients over 65
years of age than with younger age
groups. It is necessary to overcome and
change recent stereotype opinions on
ageing and old age. overcome the
prejudice against life, position and
importance of a senior population in a

society. The change in attitudes of an
individual as well as a society towards
ageing and seniors has to become the
basis of fulfilment the all-society
programme of preparation for the
old age.
The ageing of a society has to be
understood as an opportunity to be
taken by all generations. The National
Programme of Preparation for Ageing
therefore aims at all the society: the
young, middle-aged as well as senior
populations. It is vital that the young
generation accepts a positive attitude
towards the old age and elderly
people. Spiritual, cultural and
economic contributions of older
generations to the society are of a
great significance and should be
recognised as such by all the
society, the young including. The
preparation of the young for further
life phases including all the aspects of
the process as well as the support of
the young generation in their positive,
active and well-balanced attitudes
towards the old should be an
indivisible part of the programme. The
draft of the National Programme of
Preparation for Ageing is based on
the “International Active Plan in
Matters of Ageing” (Vienna, 1982),
“Measures of UN for Seniors” (1991)
and is in accordance with the
conclusions of the 2nd World
Conference of UN on Ageing held
in Madrid (April 8-12. 2002) and the
accepted “International Plan of
Ageing 2002”.
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vidre mamakacebi. Tumca, depresiiT isini ufro xSirad itanjebian, aqedan
gamomdinare unda iTqvas, rom sakuTar grZnobebs isini ufro mZafrad
aRiqvamen. gasaocaria, magram relaqsaciis saerTo SegrZneba Zlierdeba
asakTan erTad. es gamowveulia msubuqi winaaRmdegobebiT miswrafebebsa
da realur SesaZleblobebs Soris, iseve rogorc im faqtiT, rom asakovani
adamianebi materialurad ukeTes mdgomareobaSi imyofebian. materialuri
komfortis garkveuli etapis gadasaxedidan ar arsebobs urTierTkavSiri
mis Semdgom gaumjobesebasa da dakmayofilebis subieqtur SegrZnebas Soris.
es zustad Seesabameba im azrs, rom kmayofilebis subieqturi wyaro
mdgomareobs adamianTa Soris, ojaxur da megobrebTan urTierTobebSi.
kmayofilebis mniSvnelovan wyaros warmoadgens samuSao da rac ufro
mniSvnelovania Tavisufali da dasvenebis periodi.
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ABSTRACT
An observable change in the demographic structure of the population in the World
has occured. Both the number and proportion of the population aged 65 and over
have grown. This growth is predicted to continue in the future, with the most rapid
increase expected between the years 2010 and 2030 when the „baby boom“
generation reaches age 65. Further predictions suggest that the number of the very
elderly (85+) will show the greatest growth.

This increase in the number of elderly individuals has raised the average age of
patients within the health care system. These patients need individualized, age-
related health care system.

Specific issues in pharmacotherapy of the elderly patients result from morphological
and functional changes wich are typical for ageing organism. Because of these
specific features, pharmacotherapy in geriatrics becomes one of the most
complex areas in medicine.
Since the ageing process affects the functioning of all body systems, it also affects
the pharmaceutic, pharmacokinetic, and pharmacodynamic phases of the
pharmacotherapy. In the pharmaceutic phase age-associated sensory and cognitive
losses and decreased manual dexterity must be considered.

The ageing process affects absorption, distribution, biotransformation, and
excretion of drugs. These changes often influence the dosage regiments, dosage
form, and route of administration. Biotransformation primarily occurs  in the liver.
As hepatic function declines, drugs may be metabolized more slowly, resulting in
an altered first-pass effect of orally administered drugs.
Altered first-pass effect leads to increased plasma and tissue concentration of some
drugs and can result in drug toxicity. All of the previously described age-related
physiologic changes also influence the pharmacodynamic phase of drug therapy.
In addition, alteration in homeostatic mechanisms, changes in receptor site response,
and variation in the permeability of the blood-brain barier alter a drug´s mechanism
of action. These individuals may have more pronounced cognitive side effects from
certain drugs.

One of the most challenging aspects of working with elderly patients is the
identification of specific drug-related problems. Some of the problems associated
with this group are increased incidence of adverse drug reactions and interactions,
polytherapy, non-compliance with drug regimen, and substance misuse, abuse and
addiction. Adverse drug reactions are particularly problematic in elderly patients.
Statistics indicate that 20 to 25% of hospital admissions in individuals over the age
of 65 years are result of adverse drug reactions.The use of multiple medications
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concurently, is a concern of health providers responsible for care of the elderly
individual. Studies indicate that the elderly, who represent approximately 15% of
population, take 25% to 31% of all prescription medications.

Finally, we have to stress, that we must look at the patient holistically, not focus
solely on drug therapy. Improvement  in nutrition, use of alternative therapies when
possible(!), and promotion of general health and fitness may result in reduced
medication requirements.

Key words:
Demographic structure of the population-„baby boom“ generation-pharmacotherapy
in elderly-pharmacokinetics-pharmacodynamics-„first-pass“ effect  in the liver-
specific drug-related problems- adverse drug reactions-multiple medication-
compliance-non-compliance

1.  INTRODUCTION
Drug therapy must be tailored to
meet the individual needs of each
patient, taking into consideration
such unique variables as general
state of health, concurrent diseases or
conditions, psychologic status, past
medical history, genetic predispo-
sition, current physical condition
(including vital organ function),
known allergies, and other
prescription and nonprescription
medications the patient is currently
taking. The clinician uses this
information to devise a drug regimen
that will provide the patient with
optimal therapeutic benefits with
minimal adverse effects (3, 4, 5, 8, 9,
11, 14, 18).

Whereas drug therapy must be
individualized to the needs of
patients, it is well recognized that
two groups in particular, the very
young and the very elderly, require
special attention in relation to drug
selection and dosage.

One can readily observe the many
similarities in the manner in which

the young and the elderly respond
to medications. For example,
decreased renal function in both of
these groups increases  the half-life
elimination for drugs that are
eliminated primarily unchanged in
the urine. In general , however, as in
the case of decreased renal function,
the reason for the similarities in
handling drugs is quite different. In
the young, immature body systems
are still developing to their full
capacity, whereas in the elderly,
ageing body systems, in response to
the normal physiologic process of
ageing, are losing their functional
capacity (11, 14, 15, 18, 19, 20, 23, 27,
28, 33, 34, 36).

2. SPECIAL DRUG CONSIDE-
RATIONS IN THE ELDERLY

2.1.  Morphological and functional
changes in the elderly
Because of the decreased functional
reserve in a variety of body systems
(e.g., cardiovascular, nervous, renal)
and the resultant lack of a safety
margin with which to cope with drug
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effects, the elderly may experience
more seemingly paradoxic drug
response and side effects than
individuals in other age-groups.
These effects may also be the result
of age-related changes in the
structure, number, or sensitivity of
drug receptors in the elderly (14, 27,
28, 33, 34, 35, 36). Specific issues in
pharmacotherapy of the elderly
patients result from morphological
and functional changes wich are
typical for ageing organism.
Geriatrics recognizes following
characteristics of an elderly patient
(Table 1): biological age,
polymorbidity, etc. Because of these
specific features, pharmacotherapy in
geriatrics becomes one of the most
complex areas in medicine (14, 18, 19,
27, 28, 33, 34, 35).

Multiple disease states and
pathologic disease states cause by
polypharmacy involving
prescription, as well as
nonprespcription, medications are
very common in the elderly.
Therefore, drug-drug and drug-
disease state interactions are much
more frequently observed in this age
group.

Interactions involving psychothe-
rapeutic agents that additively or
synergistically depress the sensorium
are especially troublesome in the
elderly. They contribute to poor self-
esteem in the elderly patient and to
the significant number of elderly who
are inappropriately classified as
suffering from senile dementia (1, 2,
3, 4, 5, 6, 7, 10).

Because of the factors previously
mentioned, special consideration for
dosing and monitoring of the effects
of medications in the elderly are
particularly important. Because
these factors are relatively newly
discovered and have not previously
been given wide attention, dosing in
the elderly is not as exact as in the
young. In the young specific dosages
and general formulae have been
extensively worked out; however,
only for a very few drugs has an exact
dosage been identified for the
elderly, and because of the multitude
of factors affecting drug therapy in
the elderly, the only equations that
have been devised are as yet
necessarily complex and laborious to
use (12, 13, 15, 16, 17, 21, 22, 24, 25,
26).

Morphological and functional
changes which determine specific
differences in pharmacotherapy of
the elderly lead to recognition of the
fact, that geriatric care should be
complex; therapeutic approach
should be combined with
psychotherapy, social intervention,
etc. Geriatric care should be
continuous, long term and
permanent (Table 2).

Table 1. Morphological and functional  
 changes determining specific  
 differences in pharmacotherapy  
 of the elderly. 
 

Biological age 
Polymorbidity 
Changed symptomatology of disease 
Changed course of disease 
Complications of disease 
Specific geriatric syndromes 
Predisposition to adaptation failure 
Changed reactivity to drugs 
Social dimension of disease in elderly 
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Morphological and functional
changes which determine specific
differences in pharmacotherapy of
the elderly lead to recognition of the
fact, that geriatric care should be
complex; therapeutic approach
should be combined with
psychotherapy, social intervention,
etc. Geriatric care should be
continuous, long term and
permanent (Table 2).

2.2. Therapeutic approach in the
elderly. Pharmacotherapy. Pharma-
cokinetics. Pharmacodynamics.
Geriatric care combines professional
care with general and lay care, and
is actively provided even if
individual elderly person does not
request it (27, 28, 29, 33, 34). Therapy
must be holistic. It is composed of
pharmacotherapy, therapeutic diet and
other methods (Table 3).

Pharmacotherapy in geriatrics is
characterized by prescription of
multiple drugs, prevalence of
symptomatic therapy over causal
therapy, high incidence of side effects
of drugs, and specific changes in
pharmacokinetics and pharmaco-
dynamics. The reason behind
multipresciption (polytherapy)  is
polymorbidity of the patient, and it
leads to higher incidence of side
effects whith often atypical clinical
signs (Table 4 and 8).

Changes in pharmacokinetic
parameters are results of
physiological changes of the
organism in the process of ageing,
pathological changes in the body
and external influences [(Table 5 and
6); 7, 8, 11, 13, 14, 18].

Table 2. Complex care of the elderly. 
 
Complex care  
Continuous  Long term 

 Permanent 
Combined therapeutic approach  Psychotherapy 

 Social intervention 
Synthesis of professional care with  General care 

 Lay care, active approach 
 

Table 3. Therapeutic approach in an  
               elderly individual 

 
 Pharmacotherapy 

Therapeutic diet 
Radiotherapy 
Rehabilitation 
Psychotherapy 
Ergotherapy 
Balneotherapy 
Social rehabilitation 
Other methods       sensitive approach  
      tolerance, etc. 

Table 4. Specific features of pharmaco- 
               therapy in geriatrics. 

polytherapy (multiprescription) 
prevalence of symptomatic vs. causal 
therapy 
high incidence of side effects 
specific changes in pharmacokinetics 
and pharmacodynamics 
atypical clinical signs 

Table 5. Factors influencing  
               pharmacokinetics 

ABSORPTION 
DISTRIBUTION 
BIOTRANSFORMATION 
ELIMINATION 
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Changes of pharmacodynamic
parameters are caused by changed
sensitivity of target tissues to drugs;
older organism reacts more
sensitively to certain drugs
(benzodiazepines, strong
analgesics), and less sensitively to
other drugs (isoprenaline,
propranolol) in comparison with
adults [(Table 7); 9, 14, 18, 27, 28].

2.3. Side effects of drugs
Higher incidence of drug side effects
in elderly is age-related. But more
commonly this higher incidence is a
result of multiprescription and

polytherapy. E.g. confusion – such a
common geriatric syndrome- can be
cause by psychopharmacs, digoxin,
oral antidiabetics, anticholinergics,
corticoids, etc. [(Table 8, 9, 10, 11 and
12); 2, 16, 20, 32, 33, 34, 37, 38, 39].

Relation between number of used
medicines and % of side effects (1
patient/ 1 year).

2.4.  Drug interactions. Compliance.
Non-compliance.
        Main rules of pharmacotherapy
in the elderly. Geriatrics.

Compliance in older age is an
inability of an older to understand
and correctly follow the instructions
of a physician (Table 14).

Almost 60% of patients do not take
medication the way it was
prescribed. This is specifically true

Table 6. Factors influencing pharmacokinetic parameters in elderly 
 
Pharmacokinetic 
parameters 

Physiological changes in 
ageing 

Pathological changes External factors 

ABSORPTION increased pH of gastric 
fluid, smaller resorption 
surface, slower bowel 
motility 

achlorhydria, 
constipation, diarrhea, 
gastrectomy, 
malabsorption syndrome, 
pancreatitis 

antacids (enteral), 
anticholinergics, 
cholestyramine, drug 
interactions 

DISTRIBUTION     decreased cardiac output, 
decreased volume of 
circulating fluid, higher 
proportion of fat tissue, 
lower plasmatic albumin 

cardiac insuficiency, 
dehydratation, edemas, 
ascites, hepatopathy, 
malnutrition, kidney 
insuficiency 

drug interactions 

BIOTRANSFOR-
MATION 

liver involution, 
decreased enzyme 
activity, decreased liver 
perfusion 

hepatopathy, fever, 
malnutrition, thyroid 
disease 

dietary habits, drug 
interactions, smoking 

ELIMINATION decreased kidney 
perfusion, decreased 
glomerular filtration, 
decreased tubular 
secretion 

hypovolemia, kidney 
insuficiency 

drug interactions 

 

Table 7. Changes in pharmacodynamic  
               parameters 

 
 

Changed sensitivity of target tissues 
Lowered sensitivity 
Reduced number of receptors 
Increased penetration through blood-
brain barrier 



86

Journal of Health Sciences Management and Public Health



87

Journal of Health Sciences Management and Public Health

Table 12. Measures for prevention of side effects 

Providing better information 
Increasing compliance 
Therapeutic drug monitoring (TDM) 
Monitoring and interpreting side effects 
Improving communication – feedback 
Real availability of safe and effective drugs 

 

Table 13. Drug interactions. 

Factors increasing risk of 
drug interactions 

 long-term pharmacotherapy 
 incorrect dosage 
 combination of drugs with similar effect 
 inappropriate combination of drugs 
 narrow therapeutic window 
 polypragmasy (polytherapy by different specialists) 
 self prescription!!! 

Dangerous interactions  hypoglycemia 
 increased disposition for bleeding 
 induction of arrhythmias 
 central cramps 
 hypertonic crisis 

Risky drug groups  antidiabetics, mainly PAD (phenformin, metformin) 
 oral anticoagulants (t½ longer than warfarin) 
 cardiac glycosides (digoxin, digitoxin) 
 antiepileptics 
 drugs modifying VNS a CNS 

 

Table 14. Cooperation of the patient – compliance 

Non-pharmacological 
Pharmacological 
Outpatient 
Institutional 
Social 

 

Table 15. Factors with negative influence on compliance 

Sensory impairment vision 
Social factors maladjustment 
Mental status dementia, confusion 
Inability to apply medication tremor, hand deformity 
Polytherapy polypragmasy, multimedication 
Inappropriate form of drug  
Inadequate communication physician-patient, nurse-patient, caregiver-patient, etc. 

 

Table 16. The commonest problems in rational pharmacotherapy of the elderly 

Inaccurate diagnosis 
Polypragmasy, polytherapy  
Non optima  dosing schedule(ignorance!!!) 
Incorrect drug (drug group) indication 
Drug interactions (polypragmasy, ignorance) 
Non-compliance of the patient 

 



88

Journal of Health Sciences Management and Public Health

about people living alone. Very
specific feature is social compliance.
In concomitant administration of 5
drugs, total compliance is only 33-
44% of patients; in combination of 10
drugs it is only 10-20% patients. The
forms of  non-compliance are: abuse
of medication (50%), additional self-
prescription (20%), incorrect dosing
(10%) and incorrect timing of
administration [(Table 15 and 16); 39,
40, 41, 42].

For many years there have been
discussions about medicaments
which are thought to have influence
on the process of ageing, so called
geriatrics, which are divided to
genuine and nongenuine. Nongenuine
geriatrics have beneficial effects on
common symptoms in older age.
These include vitamins, trace
elements, enzymes, stimulans and
others. Genuine geriatrics are
substances that interfere with the

process of ageing itself, with the aim
of slowing it down. Because of
inadequate understanding of
reasons for and mechanisms of
ageing, we cannot make a definitive
statement about substance
considered as genuine geriatrics.
These include a whole group of
adaptogens, mostly of herbal origin.
The most discussed phytogeriatrics
are: panax ging-seng. It is used as
tonic, roborant, stimulant, protective,
metabolic and antisclerotic
medication.

Basic rules and complexity of therapy
of  elder  should not discourage us
from its application. Ignorance of
these rules with changed compliance
of elderly patient can lead to
iatrogenic trauma, which is mostly a
result of multiprescription,
inappropriate dosing, adverse drug
reactions and drug interactions
(Table 16 and 17).

Table 17. M ain rules of pharm acotherapy in elderly 
 

1. Problem s of patient and need of medication 
2. Priorities of pharmacotherapy 
3. Priority of causal over symptomatic pharm acotherapy 
4. M onitoring of pharm acotherapy (evaluation of sym ptom s – drug  interactions). 
5. M onitoring (interactions - patient-pharm acokinetics-pharm acodynam ics-therapeutic 

window-age-sex, etc.) 
6. Individualization of pharmacotherapy (lower initial dose, titration). 
7. Lenght of pharmacotherapy (in relation to disease… ) 
8. Avoid polypragmasy (do not treat sym ptom s)!!! 
9. The simplest possible dosing!!! 
10. Correct inform ation (patient, family, caregiver, etc.) 
11. Cognitive functions of patient (age… ) 
12. Long-term pharmacotherapy (monitoring, interm ittent application… ) 
13. Interaction-basic disease-deterioration-adverse drug effects 
14. Polymorbidity – polytherapy – interaction 
15. Pharmacotherapy – worsening of quality of life 
16. Advantages of non-pharmacologic therapy 
17. Age-usefulness of pharm acotherapy  - risk of therapy 
18. Pharmacotherapy – interactions with laboratory findings 
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3. DISCUSSION AND
CONCLUSION
An observable change in the
demographic structure of the
population in the World has occured.
Both the number and proportion of
the population aged 65 and over
have grown. This growth is predicted
to continue in the future, with the
most rapid increase expected
between the years 2010 and 2030
when the „baby boom“ generation
reaches age 65. Further predictions
suggest that the number of the very
elderly (85+) will show the greatest
growth (3, 4, 5, 8, 9, 11, 14, 18).

This increase in the number of
elderly individuals has raised the
average age of  patients within the
health care system. These patients
need individualized, age-related
health care system.

One of the most challenging aspects
of working with elderly patients is
the identification of specific drug-
related problems. Some of the
problems associated with this group
are increased incidence of adverse
drug reactions and interactions,
polytherapy, noncompliance with
drug regimen, and substance
misusre, abuse and addiction (11, 14,
15, 18, 19, 20, 23, 27, 28, 33, 34, 36).

Many of the adverse reactions and
interactions seen in the elderly can
be explained by changes produced
by ageing (e.g., decreased hepatic
metabolism, reduced glomerular
filtration rate, altered actions at
receptor sites,  and increased

permeability of the blood-brain
barier). Awareness of these changes
and their potential harm can help
physician present or minimize
problems for this age group. Adverse
drug reactions are particularly
problematic in elderly patients.
Statistics indicate that 20 to 25% of
hospital admissions in individuals
over the age of 65 years are result of
adverse drug reactions (1, 2, 3, 4, 12,
13, 16, 17, 24, 25, 26).

From the day of birth, humans begin
to age. For each individual the
rapidity and manifestations of aging
depend on a variety of factors,
including heredity, past illness,
lifestyle, patterns of eating and
excercise, presence of chronic
disease, and level of lifetime stress.
However, some generalized
physiologic changes occur in all
individuals; these changes include
decreased rate of cell mitosis,
deterioration of specialized
nondividing cells, increased rigidity
and loss of elasticity in connective
tissue, and loss of reserve functional
capacity.

Since the ageing process affects the
functioning of all body systems, it
also affects the pharmaceutic,
pharmacokinetic, and
pharmacodynamic phases of the
pharmacotherapy. In the
pharmaceutic phase age-associated
sensory and cognitive losses and
decreased manual dexterity must be
considered (7, 8, 11, 13, 14, 18).
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The ageing process affects
absorption, distribution,
biotransformation, and excretion of
drugs. These changes often influence
the dosage regiments, dosage form,
and route of administration.
Absorption is affected by several
changes that occur in the ageing
process. Distribution of drugs in the
body is affected by age-related
changes such as decreased cardiac
output, body muscle mass, total
body fluid, and serum albumin;
slowed active transport systems;
increased adipose tissue; and
increased sensitivity to central
nervous system drugs. Some of these
changes result in slower circulation
of drugs to action sites, thus altering
the drug´s onset and duration of
action. Other changes affect the
concentration and solubility of drugs
in the body. Biotransformation
primarily occurs  in the liver. As the
body ages, the size and weight of the
liver generally decrease, splanchnic
blood flow diminishes, and activity
of microsomal  drug-metabolizing
enzymes decreases. With the
shrinking of ther liver, fewer hepatic
cells are present to break down
drugs. As hepatic function declines,
drugs may be metabolized more
slowly, resulting in an altered first-
pass effect of orally administered
drugs. First-pass effect refers to the
amount of a drug that is removed from
the bloodstream during the first
circulation through the liver after
intestinal absorption. Altered first-pass
effect leads to increased plasma and tissue
concentration of some drugs and can
result in drug toxicity. Impaired liver

function also results in elevated levels of
active metabolites of drugs. Excretion of
drugs is altered by age-related
changes in renal physiology. These
changes may necessitate adjustement
in administration schedule and
dosage strenght. Most drugs are
eliminated from the body by the
kidneys after they are metabolized.
Excretion rate of drugs depend on
renal blood flow, glomerular
filtration rate, and urea and
creatinine clearance. All these
functions are diminished during the
ageing process. In many of the elderly
these renal changes may be further
complicated by other medical
problems such as infections,
nephrosclerosis, congestive heart
failure, diabetic neuropaty, and
dehydration. Many of the drugs
commonly used in the treatment of
geriatric patients (e.g., certain cardiac
drugs, diuretics, and antipsychotic
drugs) can further diminish renal
function (5, 8, 9, 10, 11, 13, 14, 15, 16,
17, 18, 20, 17, 28, 30, 32, 33, 34).

All of the previously described age-
related physiologic changes also
influence the pharmacodynamic
phase of drug therapy. In addition,
alteration in homeostatic
mechanisms, changes in receptor site
response, and variation in the
permeability of the blood-brain
barier alter a drug´s mechanism of
action. These individuals may have
more pronounced cognitive side
effects from certain drugs.

The use of multiple medications
concurently, is a concern of health
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providers responsible for care of the
elderly individual. Studies indicate
that the elderly, who represent
approximately 15% of population,
take 25% to 31% of all prescription
medications. The reasons for
polytherapy are many and varied.
Even though people are currently
living longer and healthier lives than
earlier generations, the elderly
population remains at risk for
numerous health problems. In fact,
the majority of the elderly have at
least one chronic disease, and many
have two or more. The presence of
these diseases usually necessitates
medical care (3, 4, 9, 11, 14, 17, 18, 19,
31, 36, 39).

In recent years the focus on medical care
for the aged has changed from caring to
curing. The ageing population wants
a cure for the ageing process –
something that will halt the changes

occurring in their bodies. All too
frequently, medications are viewed
as that cure. Society´s expectations
may force physicians into prescribing
drugs for age-related problems as
well as disease states. If not
completely satisfied with the results
of therapy or if a coexisting illness
requires specialist, the elderly
patient may seek care from another
physician. If this physician does not
determine the current drug usage by
the patient, additional prescription
may be written. The result is that the
patient is taking multiple medications
concurrently. Finally, we have to
stress, that we must look at the
patient holistically, not focus solely
on drug therapy. Improvement  in
nutrition, use of alternative therapies
when possible(!), and promotion of
general health and fitness may result
in reduced medication requirements
(30, 31, 33, 34, 39, 40).
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xandazmulTa farmakoTerapiisxandazmulTa farmakoTerapiisxandazmulTa farmakoTerapiisxandazmulTa farmakoTerapiisxandazmulTa farmakoTerapiis
specifikuri Taviseburebebispecifikuri Taviseburebebispecifikuri Taviseburebebispecifikuri Taviseburebebispecifikuri Taviseburebebi

iozef novotni

statiaSi ganixileba sakiTxebi, romelnic Seexeba xandazmuli asakis pirTa
farmakoTerapiis specifikur Taviseburebebs. es Taviseburebebi ganpiro-
bebulia im morfologiuri da funqciuri cvlilebebiT, romelnic damaxa-
siaTebelia ufrosi asakis adamianTa fiziologiisaTvis. TavisTavad, aseTi
cvlilebebi moiTxovs gansakuTrebul midgomas samkurnalwamlo
saSualebebis daniSvnis da maTi monitoringis procesSi.

statiis avtori dawvrilebiT ganixilavs problemebs, romelnic warmoiSveba
ufrosi asakis pirTa mkurnalobis dros, ris safuZvelze asabuTebs axali
terminis Semotanis aucileblobas – samkurnalwamlo preparatebis
miRebasTan dakavSirebuli specifiuri problemebi. avtoris azriT, aseTi
terminis SemoReba saSualebas miscems eqimsa da farmacevts yuradReba
gaamaxvilos farmakoTerapiis specifikis gaTvaliswinebis aucileblobaze

xandazmulTa mkurnalobis procesSi.
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ABSTRACT
The aim of the research is to determine, among others, how the nurses perceive
their profession from the point of view of the prestige. On the basis of the
representative research including 1040 nurses from all over the Czech Republic,
we wanted to determine, how the nurses perceive the social prestige of their
profession. The nurses perceive the social prestige of their profession as average
(48.4 %) or rather low (34.7 %).The social evaluation of their profession is more
positively perceived by younger nurses with less than 3 years of working experience
in the profession. The effort to increase the prestige of nurses as a social group is
closely connected with the demand for academic qualification of nurses. Actually,
the new concept of education of nurses according to law No. 96/2004 Coll. has
been lead by the effort aimed at professionalisation of the nursing profession which
is connected with higher prestige of the profession.

Key words:
prestige, nurse, nursing profession

1.   INTRODUCTION
The role of the nurse underwent a
complicated development in the past
but even today it has been changing
considerably. After entering into EU
a lot of changes are required within
the nursing profession in the Czech
Republic. In non-medical health
professions regulated by EU
especially harmonisation of the
legislation is required which
includes also standardisation at
national level. The structural
standards include among others also
the educational standard. Ever
growing stress is being laid upon

increasing of the quality of nursing
education programs which will
provide the nurses with the
possibility of free movement and
comparability, for instance within the
European Union. Higher degrees of
education are usually associated
with increased prestige of the
profession. Adopting the role and
adaptation to new functions and
responsibilities and to new patterns
of behaviour depend to a
considerable extent on social
evaluation of the profession. In the
research made by the Centre of
Empirical Research of the Academy
of Sciences of the Czech Republic in
cooperation with the Institute of
Theory and History of Science in
Prague in 1990 which investigated
and evaluated prestige of 50
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professions, the nurse ranked ninth
(10th place: miner, 13th place: research
engineer, 14th place: lawyer, 18th

place: designer). Ranking the nurse
before university educated and art
professions and before all technical
and blue-collar professions is quite
surprising.

On the other hand, in the
international scale of prestige where
all the professions were given from
100 to 0 points the nurses are in the
middle of the scale together with
journalists, teachers and computer
programmers (they were given 53-55
points).

It is obvious that based on these
searches it is not possible to draw
simplified conclusions concerning
real social prestige. Their reliability
should be verified by further
research. Presumably, the social
evaluation of the nursing profession
has been changing due to changes
taking place within the health care
system. Also the way how the nurses
themselves evaluate the prestige of
their profession is important.
Perception of social evaluation of
one’s own profession is an important
indicator of the relation to the
profession. This is the reason why in
our research “Changes in the nursing
profession at the beginning of the
new millennium” we focused,
among others, on the issue of prestige
of nurses in the Czech Republic.

2.   MATERIAL AND METHODS
The field investigation was made
using the technique of structured

interview of the inquirer with the
respondent. The data collection was
made by a group of inquirers INRES-
SONES. Altogether 384 inquirers
were involved in the research all over
the Czech Republic. They were given
a detailed instruction prior to the
beginning of the research.

Statistical processing of the data was
made using the SPSS programme.
The first stage of classification was
processed as well as the contingency
tables of the second stage of
classification. The rate of
dependency of the selected
characteristics was determined based
on chí square test and other test
criteria (according to the type of the
characteristic). (Changes in the role
of nurse at the beginning of the new
millennium (at access into the
European Union. IGA MZ CR
No.NR/7960-3, Prague : Association
for Research of the Health Care
System, 2005)

Altogether 1040 nurses from all over
the Czech Republic were included in
the research sample. They were
selected using a proportional
random sampling method. The
composition of the sample regarding
the region and place of work was
chosen so that it might correspond to
the structure of the basic population
of nurses in the CR. The parameters
of the sample were constructed based
on the data from the Institute of
Health Information and Statistics of
the Czech Republic valid as of 31st

December 2002. (Changes in the role
of nurse at the beginning of the new
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millennium (at access into the
European Union). IGA MZ CR
No.NR/7960-3, Prague : Association
for Research of the Health Care
System, 2005)

According to the methodology of the
Institute of Health Information and
Statistics of the Czech Republic, the
sample of nurses included the
following categories: general nurses,
paediatric nurses, gynaecologic
nurses (midwives), dieticians,
physiotherapists and others. The
sample did not include public health
assistants, health laboratory
technicians, pharmacy laboratory
technicians, radiology technicians
and dental technicians.

As the basic characteristic of
representativeness of the sample, the
number of nurses in the individual
regions of the Czech Republic was
taken. The regions were defined
based on the administrative division
valid since 1st January 2001. Within
the research the nurses from all
regions of the CR were addressed
and their representation
proportionally corresponds to the
structure of the basic population of
nurses. We may say that the
deviation from the basic population

does not exceed 0.5 %. The
conclusions of the research are
representative for the nurses in the
Czech Republic in term of the
individual regions.

The second characteristic where
representativeness was followed was
the type of the workplace where the
nurses work. From this point of view
the sample consisted of the nurses
working in hospitals (both university
hospitals and others), in out-patient
facilities and other facilities (health
spas, sanatoriums, home care).

3.   RESULTS
The structure of the sample
according to this characteristic is
given in Table 1.

Also from this point of view the
structure of the sample corresponds
to the composition of the basic
population of nurses (maximum
deviation being 1.0 %), thus the
results of the research are
representative for the nurses in the
Czech Republic according to the type
of facility where they work.

Other social and demographic
characteristics identified among the

Table 1. Characteristic of the sample of nurses according to the type of their workplace 
 
Workplace A 

(N) % DEVIATION 

Hospital 625 60.1 - 0.4 
Out-patient facility 1) 265 25.5 - 0.6 
Other facility 150 14.4 1.0 
?  1040 100,0  
 
1) including out-patient departments in hospitals 
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nurses within the research were not
determined as representative.

Perception of social prestige of one’s
own profession is an important
indicator of the relation to the
profession. As part of the research we
investigated the attitude of nurses to
social prestige – respectability of the
nursing profession in the Czech
Republic. The nurses evaluated the
prestige using the standard scale with
the following responses: very high,
rather high, average, rather low, very low.

Overwhelming majority of nurses
think that social prestige –
respectability of the nursing
profession in the Czech Republic is
average (48.4 %) or rather low (34.7 %).
The mode and the median have the
value of 3, the weighted mean is 3.4
– it means that nurses incline rather
to the evaluation “lower average”
and more often choose those values
on the scale which negatively
appraise the social prestige of their
profession.

It is interesting that younger nurses
aged 18-34 more often choose the
evaluation rather high while the
nurses aged 45 - 59 more often label
the social prestige of their profession
as average. As far as the length of
practice is concerned, the nurses with
practice shorter than 3 years more
often perceive the social prestige of
their profession as rather high.

4.  DISCUSSION
Prestige is usually defined as a
specific manner of positive
evaluation, appraisal and esteem
which is paid to persons, objects,
social positions, etc. In contemporary
sociology, prestige is usually
derived from a profession which is
pursued by a group of persons.
Sometimes, especially in Anglo-
Saxon literature, esteem is
distinguished from more general,
sociologically more relevant and
more abstract prestige. Esteem is
linked with a concrete person and
expresses how people evaluate

Figure 1. Opinions concerning the social prestige of the nursing  
                 profession   N = 1037 
 

0.6% 7.4%

34.7%

8.9%

48.4%

Very High Rather High Average Rather Low Very Low
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behaviour of another individual in
his/her social position and in
playing his/her social roles.

For perception of the prestige of one’s
own profession it is important
neither in which type of a health care
facility (hospital, health spa,
sanatorium, doctor’s office, etc.) the
nurse has been working, nor at which
department she is employed. No
statistically significant differences in
evaluation of prestige of their
profession were found between the
nurses working in state-owned and
private health care facilities. The
level of education has no influence
upon perception of social prestige of
the nursing profession either.

The evaluation of social prestige of
the profession statistically
significantly corresponds to the
evaluation of one’s own standard of
living. The relations found are very
strong. It is true that the higher
standard of his/her own living the
nurse mentions the higher he/she
ranks the social prestige of his/her
profession, and vice versa: if the
standard of living of the nurse is
perceived to be low also the social
prestige of the nursing profession is
specified as low.

A similar research, though not
representative, was conducted
within the framework of the grant
task “Transformation of the Health
Care System - Monitoring of Selected
Problems”(Transformation of the
Health Care System - Monitoring of
Selected Problems. IGA MZ CR No.

2928-2, Prague : Association for
Research of the Health Care System,
1997). It also dealt with the prestige
of nurses, namely the nurses in
Pøíbram and Písek in comparison
with a sample of nurses from Brno.
The question in this questionnaire
was as follows: “How in your opinion
do other citizens evaluate the
nursing profession?” The nurses
ranked themselves similarly (more
than 90 %) as in our research. Other
investigations have not been
conducted yet.

5.  CONCLUSION
In conclusion we may say that the
social prestige - respectability of the
nursing profession in the Czech
Republic is perceived by the nurses
themselves prevailingly as average
or lower. In a more positive way the
prestige is perceived by younger
nurses practising in the profession
less than 3 years and the nurses who
perceive their own standard of living
to be higher. Other statistically
relevant relations between
perception of the social prestige and
social and professional
characteristics were not found.

The effort to increase the prestige of
nurses as a social group is very
closely related to the demand for
university education of nurses. New
conception of education of nurses
according to the Czech Law No. 96/
2004 Coll., which is in accordance
with the EU strategy and takes into
account the global trends, is led by
the effort for professionalisation of
the nursing profession which is
connected with higher prestige of the
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profession. Some authors, like
Freidson (1988), even maintain that
nursing started to organise its
education too overtly with the only
intention to gain higher status in
society. It is certain that nursing has
increased its status as a profession
and continues in it. The public and
often also the health care
professionals do not realise that the
need for higher education of nurses
has been stimulated especially by the

development of medicine and by
formation of new relations - it
demands restructuring of the tasks of
the individual members of the health
care team. Also professional
activities, competencies and
responsibilities of the nurses are
changing. The nurse is increasingly
an independent expert and should
be an efficient member of the health
care team.
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eqTnis profesiis prestiJuloba CexeTiseqTnis profesiis prestiJuloba CexeTiseqTnis profesiis prestiJuloba CexeTiseqTnis profesiis prestiJuloba CexeTiseqTnis profesiis prestiJuloba CexeTis
respublikaSirespublikaSirespublikaSirespublikaSirespublikaSi

silva bartlova, valeria tohova

kvlevis mizania sxva sakiTxebTan erTad ganisazRvros, rogor aRiqvamen
eqTnebi sakuTar profesias prestiJulobis TvalsazrisiT, sakmaod farTo
kvlevis safuZvelze, romelic moicavda 1040 eqTans mTeli CexeTis masStabiT.
isini maTi profesiis prestiJulobas afaseben saSualod (48.4%) an dabal
doneze (34.7%). sakuTari profesiis socialuri Sefaseba SedarebiT maRalia
axalgazrda eqTnebSi, romlebsac profesiiT muSaobis 3 welze naklebi
gamocdileba aqvT. eqTnis profesiis socialuri prestiJis amaRlebis
mcdeloba mWidrod ukavSirdeba eqTnebis akademiuri kvalifikaciis
amaRlebis sakiTxs. faqtiurad, saeqTno ganaTlebis axali koncefcia (96/
2004 kanonis mixedviT) dafuZnebulia eqTnis profesiis
profesionalizaciaze, rac ukavSirdeba am profesiis prestiJis amaRlebas.
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OVERVIEW
There are specific points in resident
care where the physician-nursing
relationship is important and
sometimes difficult. Nursing
departments in long term care
settings face a myriad of challenges
to remain in compliance with long
term care regulations. One
component of these objectives
involves  physicians and the process
of communication (Linney). In long-
term care nurses and physicians face
many challenges including
regulatory, legal, medication use,
resident care, third party payor and
ethical decisions. At the forefront is
the challenge of accurately assessing
and treating residents with many
complex co-morbid medical and
psycho-social conditions. Medical
conditions once thought to be acute
and terminal are developing into
chronic conditions due to
technological and medical
advancements and radical changes
in resident care guidelines.

In a long term care setting there are
many regulations regarding
physicians and their accountability to
residents. These regulations include
time frames for physician visits, end

stage or terminal care, and
medication review. One key to
successfully navigating these
regulations is a functional
communication process between
nursing staff and the physician. If the
physician-nursing-resident team
concept is proactive, resident care
can be enhanced.

COMMUNICATION KEY
POINTS:
- Timely, accurate

communication
- Communication that is open

and interactive
- Continuous feedback

RESIDENT-PHYSICIAN
RELATIONSHIP
The starting point is the resident-
physician relationship at the time of
admission (Tinsley). At times due to
facility location or physician time
constraints, the resident’s family
physician is unable to continue to
follow the resident in a long-term
care setting. A physician search is
initiated by the long term care facility
and completed prior to admission of
the resident. This resident-physician
relationship is critical and in many
instances is contracted sight unseen.
The physician is unable to physically
examine or interview the resident.
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Residents requiring admission to a
long-term care setting have many
complex medical issues. The basis of
physician acceptance of a new
resident is contingent on the
documentation supplied by the
facility’s admission process. This
information must be accurate,
current and concise to ensure
placement of the resident in the
appropriate unit of the long term care
facility. Communication must be

clear and timely to allow for critical
analyze of resident-family
information on the part of the facility
and the physician. A physician will
usually not read through volumes of
information or be on a telephone call
for extended amounts of time. The
physician’s main areas of concern are
resident diagnosis, medications,
treatments, payment source and
family support. This information can
be relayed through fax or telephone.

 
Figure 1.  Preadmission Resident Assessment   
 
Intake Person __________________________Date _______________ 
Patient Name _________________________  DOB _______________ 
Contact Person _________________________ Tele #______________ 
Physician _____________________________ Date Hosp. __________  
SSN ________________                     Medicare ___________________  
Supplemental Insurance ______________________________________ 
Diagnosis_________________________________________________ 
_________________________________________________________  
End Stage/Terminal _________________________________________  
  
RESPIRATORY                                       NUTRITION 
Vent Dependent _____                               PEG TUBE _____________ 
Trach _______                                            N/G Tube _______________ 
Oxygen ____________                               IV ____________________  
                                                                       
SKIN                                                          MOOD & BEHAVIOR 
Pressure Area _______________               Violent _________________ 
Burns ______________________              Agitation _______________ 
Stasis Ulcer _________________              Hallucinations ___________ 
Continence _________________               Restraints _______________ 
___________________________              Wandering ______________  
 
Medications ______________________________________________  
_________________________________________________________  
_________________________________________________________  
_________________________________________________________  
Treatments _______________________________________________  
_________________________________________________________  
_________________________________________________________  
 
ADL: Dressing ___ Bathing ___ Eating __ Transfer __   RUG _______  
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 Long term care is a consumer driven
market that is highly competitive.
Admission decisions need to be
quickly and accurately made.
Hospitals wish to decrease their
length of stay and long-term care
facilities wish to maintain their
census. At the same time long term
care settings must select residents
who are appropriate for the type of
care provided by the facility. A
facility that is unable to treat and care
for a resident requiring ventilator
care should not consider this type of
resident during the admission
review process. The nursing
assessment at time of admission is
important to appropriate resident
care. Communication assessment
information can enhance the initial
treatment process. A pre-admission
resident review by the nurse can
facilitate the admission decision.
Figure1 is a useful “Preadmission
Resident Assessment” to enhance
communication processes.

 KEY COMMUNICATION
POINTS:
- Preadmission assessment
- Critical analysis of accurate

resident-family information
- Timely decisions about

admissions

RESIDENT SUPPORT SYSTEM
Physicians also “inherit” the
resident’s support system. This
support system can range from an
overly involved family member to
no involvement from the family.
Family members may call a physician

several times a day to discuss their
loved one’s health status, despite
being updated by facility staff. Other
family members may feel that their
loved one’s physician is remote from
their care. The change in physician
visit schedule from daily in the acute
care setting to monthly in long term
care is a dramatic change for the
resident and their family. Other
family members may never contact
the physician or offer any assistance
concerning history of the resident’s
medical condition, past behaviors, or
resident coping mechanisms.
Inactive, active family involvement
may add to the challenge of caring
for residents. The overly concerned
family member may feel that the
physician is not responding to their
daily telephone calls (or more
frequent inquiries) to the physician,
especially if the physician is new to
the resident and their family. Here
again nursing is the liaison between
resident/family and physician.
Nurses must convey to the physician
concise physical assessments and
ensure the resident/family that the
physician is aware of resident status
and appropriate interventions have
been implemented. Standard facility
policies regarding skin care,
nutrition, social activities and bowel
protocol will assist the
communication process. The
physician needs to be familiar with
routine interventions that will be
implemented as part of their
resident’s care and then be able to
order interventions to address
resident care needs and standards.
The nurse-physician communication
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system should be supportive of each
other and more importantly the
resident.

KEY COMMUNICATION
POINTS:
- Standards of medical and nursing

practice that are current
- Routinely update resident’s

family about a change of resident
status

- Share essential information with
physician

PHYSICIAN-NURSING
RELATIONSHIP
Changes in physician visiting
schedule dose not imply that the
physician is not updated on the
status of their residents. Nursing staff
is still the liaison between the family
and the physician. At this crucial step
in the communication process the
physician may inform the nursing
staff of his/her preferences and
standing orders. Nursing staff needs
to understand the individual
physician’s behaviors and methods
of medical practice. These
preferences can include, but not be
limited to, time frames for non-
emergent phone calls from the
nursing department, scheduling for
routine diagnostic studies such as
blood work being drawn on a
specific day of the week to ensure
notification of diagnostic/clinical
investigations and abnormal reports.
In these instances, the
communication process between
nursing and the resident’s physician
is extremely important since
residents in a long term care setting
exhibit symptoms of a disease
process that is not always typical in
nature. A resident who is unable to

verbally communicate or is confused
does not demonstrate typical medical
signs of a change in condition. Since
some residents are unable to
verbalize their complaints of illness,
a nurse must have excellent
assessment skills and be able to
verbalize these assessment findings
to a physician. For example in a long
term care setting a resident’s
elevated temperature  of two point
four degrees (2.4 degrees F) above
their baseline range could be an
elevated temperature at ninety-nine
degrees. A resident’s first sign of a
urinary tract infection may be
confusion, not pain or grimacing on
urination or foul smelling urine. The
nurse must clearly explain these
changes in resident status so that the
physician can determine the next
step in treatment. A nurse must
clearly indicate the resident’s usual
behavior, vital signs, eating habits,
social activities, etc. so that the
physician can make a sound
qualified decision for treatment.

KEY COMMUNICATION
POINTS:
- Good assessment skills on part of

the nurse
- Changes in resident health
- Timely and accurate physician

notification

PHYSICIAN VISITS
Once the physician has accepted the
resident, long-term care regulations
require a specified time frame for
physician visit’s to be in compliance.
Federal regulations require monthly
visits for the first three months, then
visits every sixty days. No more than
ten days time lapse between required
visits is allowed. (OBRA) Physician
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visits include documentation in the
resident’s medical record, reviewing
the resident’s individual care needs
and plan of care, including but not
limited to medications, treatments
and individualized resident care
issues.  Nursing Unit Managers can
monitor their unit’s physician visit
schedule and inform the Director of
Nursing of any problems. Prior to
being out of compliance the Director
of Nursing will notify the resident’s
primary physician by a telephone
call and letter of the need to visit.
Again communication must be
timely and accurate. If this is not
effective, the facility’s Medical
Director must be notified to ensure
the physician visit is completed in a
timely fashion. At times physician to
physician communication will be
more effective. If the resident’s
primary physician does not visit
timely, it may necessitate that the
Medical Director visit the physician’s
residents and complete the resident
assessments and needed other forms.

KEY COMMUNICATION
POINTS:
- Accurate monitoring of

physician’s visit schedule
- Notification to a physician for

need to visit prior to regulatory
deadline

- Medical Director active
participation with nursing and
medical staff

MEDICARE CERTIFICATIONS
Medicare certification forms must
be completed in a timely fashion to
ensure facility receives accurate
payment for services rendered to
the resident. (3). A good monitoring
of this system includes the
Registered Nurse Assessment
Coordinator (RNAC) monitoring

Medicare certification forms
completion. Nursing staff will send
these forms to the physician and
inform the Director of Nursing in a
timely fashion of any concerns
prior to the situation becoming
problematic. Again timely and
concise communication with the
primary physician will allow
timely form completion.

KEY COMMUNICATION
POINTS:
- RNAC vigilant monitoring of

form completion
- Timeliness of form being sent to

physician
- Physician compliance

TERMINAL/END STAGE CARE
Despite the most professional and
qualified nursing and physician care
rendered to residents in a long term
care setting, end of life decisions
need to be made. End of life
discussions are usually not easy for
the resident, the resident’s family,
nursing staff or the physician. This
is a very emotional time for all
involved. If the resident has
completed a living will or advanced
directive it may make the decision
process easier but this is reliant on
the fact that all involved in resident
care recognize that the disease
process is now end stage or in a
terminal phase. If the resident has no
written indication of the end life
wishes the discussion becomes
harder. Based on the ethical practices
of the physician and of the facility
certain documentation needs to
occur. The facility’s medical ethics
committee may need to meet with the
resident and/or resident’s family to
discuss care options. Nursing and
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physicians must remain objective
during this phase of resident care.
Dying does not indicate nursing or
physician failure. Support needs to
be given to the resident, their family
and the team caring for the resident.

KEY COMMUNICATION
POINTS:
- Upon admission determine

resident’s end of life decisions
- Update resident’s family upon

decline in resident status
- Update facility’s ethical

committee with decline in
resident status

MEDICATION REVIEW
Numerous long term care regulations
are involved in the medication
regime of each resident. Pharmacy
consultants review each resident’s
medical record to ensure that each
medication is ordered and
administered according to
appropriate nursing and medical
standards, including long term care
standards.  In this area of the
regulatory process (OBRA) the
physician needs to document clearly
medical reasoning for a specific
pharmaceutical regime. Not only is
the facility’s pharmacy formulary
utilized including cost of the drug
and drug-to-drug interactions but the
physician also needs to consider long
term regulations for ordering
medication. OBRA regulations
include review for un-necessary or
duplicate drug therapy,
psychoactive medications and
indications for same, and drug
reductions. Physicians may feel that
they are loosing some of their ability
and power to assess and treat
residents entrusted in their care, but

nursing must again be the liaison
between the pharmacy consultant
and the physician. Although
physicians may be knowledgeable of
some of the long term care
regulations regarding medications,
nursing must review with the
physician some of the regulations.
This review must be completed in a
non-threatening method, but factual
manner. The nurse must state the
reason for the regulatory concern
clearly and concisely, and give
options to the physician to ensure
that appropriate medical care is
administered to the resident. The
nurse also has the option to have the
physician speak directly to the
pharmacy consultants. Physicians
actively attending the quality
assurance/performance improve-
ment committee of the facility would
have met the pharmacy consultant
during these meetings and have an
opportunity to speak with them
directly. Due to physician time
constraints this may not occur.

KEY COMMUNICATION
POINTS:
- Nursing awareness of pharmacy

consultant review
- Nursing awareness of pharmacy

regulations in LTC
- Facilitate communication

between nursing-physician-
pharmacist

PHYSICIAN NOTIFICATION
REGARDING CHANGE IN
RESIDENT STATUS
Residents in the long term care
setting fall and/or develop
alterations in their skin integrity due
to various causes. Of prime
importance is resident assessment



106

Journal of Health Sciences Management and Public Health

and treatment. Many times the injury
does not necessitate an emergency
room visit or physician urgent
notification. A facility’s standards of
nursing care can allow for treatment
while the resident remains at the
facility. Standards of nursing for
routine and urgent care are to be
developed in conjunction with the
facility’s medical director. Nursing
assessment must be accurate.
Nursing to physician notification
must be timely and encompass a
review of the resident’s medical
status, behavior, medication regime
and family support system. Nursing
standards must include protocols for
urgent and non-urgent emergencies,
as well as a time frame for physician
response before nursing involves the
facility’s medical director or the
community’s emergency
management team in resident’s
treatment.

KEY COMMUNICATION
POINTS:
- Standards of resident care

developed to guide nursing staff
- Clear protocols for routine and

urgent resident care and
physician notification

- Active involvement of the
facility’s medical director

RESIDENTS WITH IMPAIRED
COGNITION
At times due to disease or medical
conditions residents in a long term
care setting may seem cognitively
impaired. A resident’s cognitive
impairment may be seen during the
admission process or during their
stay in the long term care setting. One
of the best indicators to determine
resident capability is to administer
to the resident a mini-mental test.

Results of this test will determine the
resident’s level of cognition,
including the degree of impairment.
Based on the result of this test and
the outcomes of a resident’s normal
decision processes, capability can be
determined. Nursing staff must
accurately and timely notify the
resident’s physician of both the test
results and the resident’s decision
process outcomes. Once the
physician has determined the
resident is cognitively impaired the
resident’s family needs to be notified.
At this point a strong nursing-
physician relationship will ease
family awareness of this change. A
change in resident capability status,
indicating impairment, has a domino
effect on resident care. There now
needs to be in place a process that
determines who will make decisions
for this resident. This process may
require judicial assistance if the
resident has no documentation to
indicate who they had chosen for
their decision process. Nursing-
physician must have strong
communication to analyze
assessment and treatment
modalities, and new patterns of
communication.

KEY COMMUNICATION
POINTS:
- Administer mini-mental

examine to determine resident
cognition

- Critically analyze results of
mini-mental examination and
resident behavior

- Accurate communication
between nursing-physician
regarding resident decision
outcomes
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CONCLUSION
LTC is a highly regulated industry.
Regulatory processes for long term
care complicated and difficult. Many
times these regulations cause the
long term care industry to be under
a microscope. Bad publicity,
warranted or not, increases the
severity of the regulatory process.
Nurses and physicians are the
guardians for appropriate care of
residents in long term care settings.
Communication between physicians

and nursing is vital. Communication
techniques and processes must be
open, clear, and concise so that the
nurse and physician have as their
main focus the best interest of the
resident and their family.
Communication is the key that will
facilitate proper professional care in
the long term setting, and solidify the
nurse-physician-resident-family
team approach to total resident care.
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arsebobs samedicino momsaxurebis specifikuri sakiTxebi, romlis drosac
eqimi-eqTnis urTierTobebi Zalian mniSvnelovani da zogjer rTulia.
xangrZlivi momsaxurebis uzrunvelyofis dawesebulebebSi saeqTno
ganyofilebebi awydebian uamrav problemas, rac xels uSlis maT
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amocanebis erTi komponenti ukavSirdeba eqimebs da komunikaciis process
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da sakanonmdeblo sakiTxebs, medikamentebis gamoyenebas, mesame mxaris azrs
da eTikur gadawyvetilebebs.
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IN MEMORY OF PROFESSOR, ACADEMICIAN

OTAR GUDUSHAURI

A great leader and educator who
contributed immensely to improving
the health of others throughout Europe.
He provided advancements to the
scientific community and enhanced the
social conditions for people in Georgia
and Eastern Europe.  The most precious
memories of this man still reside with
hundreds of his patients, who until this
day, feel the beauty of life because of
his medical skills and efforts to help
others.  He has cared for those who
were dying and dedicated his life to
helping even the most marginalized
members of society who needed
medicare care and specialized
treatment.

Academician Otar Gudushauri is the
author of more than 300 scientific
papers and 23 books.  Four of his
monographs are  medical handbooks
used by many traumatologists
throughout the civilized world.  In
1978, the Public Health Ministry of the
USSR recognized one of his

monographs as the “Best Scientific
Work of the Year in Medicine.”  He was
an honorary member of the SICOT
(need to define this and explain what
it is) that underscores his international
popularity among medical experts.

Otar Gudushauri was born in a small
Georgian town Daba Kazbegi in 1925.
He had graduated from the North
Ossetian Medical Institute in 1949 and
started his professional carrier as the
head physician of the in patient/out
patient hospital of Ardeni (North
Ossetia-North Cucasus).  In 1952, he
was a post-graduate student at the
Moscow Scientific and Research
Institute of Traumatology and
Orthopedics.  After finishing his post-
graduating training (dates), he was
personally invited by his Director, the
Head of the Institute Academician
Nikolay Priorov, to continue his work
at the Institute.  Dr. Gudushauri
worked his way as a junior-scientific
worker to the head of the largest
department.  In 1956, after only 2 years
in his first research level position, he
was promoted to head of his
department.  He successfully defended
his thesis for his master’s degree and in
1965 defended his thesis for a doctor’s
degree.  In 1966, the title of Professor
was conferred on him.  Like the best
specialist-surgeon and head of the main
Department of Trauma and
Orthopedics in Eastern European
countries, he was a leading researcher
and manager of trauma hospitals
starting from Bulgaria and finishing in
Cuba, China and North Korea.  As an
excellent surgeon, Professor O.
Gudushauri provided consultations
and treatments for thousands of
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patients in many countries throughout
Europe.

In 1970, Prof. Otar Gudushauri
returned to Tbilisi and occupied the
position of Director of the Georgia
Institute for Scientific and Research
Traumatology and Orthropedics.  He
was Head of the Department of
Traumatology and Orthropedics
Faculty of the Tbilisi Medical Institute.
He was appointed Dean of the Medical
Faculty and in 1972-1975 he was the
Rector of the Medical Institute.

In 1974, Prof. Otar Gudushauri was
elected as a Full Member of the
Academy of Sciences of Georgia, a
leading Scientific Board for Researchers
in Georgia.  Since 1981 Prof. Otar
Gudushauri was the Director General
of the Republic Scientific/Research and
Clinical/ Experimental Center and the
Head of Traumatology, Orthopedics
and Military and Field Surgery Faculty
of the State Medical Institute.

His first and most important
achievement was creation and
implementation into clinical practice of
the compression/destruction method
of the tumbular bones.  He had started
his work before he began his post-
graduate training and them
implemented the results of his scientific
medical research at the Central
Moscow Scientific and Research
Institute of Traumatology and
Orthopedics.  This method was
recognized in the USSR, in Europe and
in the United States of America.  Mrs.
Eleanor Roosevelt (the wife of the Ex-
President of the United States) was
famous for her charity in the field of
medicine and she helped to popularize
the Gudushauri method to the world.
In 1978 Prof. Otar Gudushauri was
awarded the Lenin Prize (the highest
award possible in socialist countries)

for the creation and implementation of
this method.  In the same year he was
invited by the English Royal Society to
London and Birmingham to familiarize
Western European specialists with the
method.  His lectures were well
received and recognized by the medical
profession in Europe.

In 1987 Prof. Acad. Otar Gudushauri
was awarded the State Prize of the
USSR for creation of intrabone fixation
apparatus and restoration of hand
function by means of a replacement
method.  The bone joint system defects
were replaced by corundum/ceramic
endoprothesis as a new method of
treatment of false joints and fractures
with displacement of fragments caused
by osteomielitis.

The social and political activities of Prof.
Acad. Otar Gudushauri are remarkable
and of importance to Georgia.  He was
Deputy Director of several departments
with the People’s Deputy Council.
From 1988-1991, Dr. Gudushauri was
the Deputy Director of the Supreme
Soviet of the USSR.  This was an
extremely influential body of citizens
and professionals from different social
classes in the USSR who influenced
Soviet reforms.

The history and life of Academician
Otar Gudushauri belongs to the people
of Georgia, and to the thousands of
people whose lives have been improved
by his medical contributions and
interventions.  The people of Georgia
will not forget this man whose
greatness and outstanding merits
reflect so positively on all of Georgia.
His memories will remain for decades
to come, and those in the medical
profession will always have access to
his medical contributions and scientific
advancements.  Otar Gudushauri was
a man of the people in Georgia.
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