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The quality of medical care broadly depends upon three factors: the organisation and its staffing, the

type and standard of clinical work carried out and the outcome of such service. These three factors are

in turn influenced by the needs of the society and the prevailing socio-economic circumstances.

Considering these three factors it becomes obvious that what falls in the domain of the clinicians and

ultimately their responsibility is the type of clinical work done and the outcome of such service. Terms

used for these two aspects are ‘process’ and ‘out come’. Medical audit is used chiefly as a means of

assessing process and outcome. See defines Medical audit as “the evaluation of the quality of medical

care as reflected in the medical records”. The term “audit” ---- more usually associated with

accountancy ---- implies numerical review by an outside investigator directed at, among other things,

the prevention of fraud1 but in the clinical setting medical audit is the collection of data for purposes of

i) setting professional standards, ii) assessing clinical performance, iii) modifying clinical practice. In

the United Kingdom the medical royal colleges and speciality faculties increasingly require evidence of

audit before accrediting posts for specialist training and, medical audit will become compulsory in the

regional and district hospitals by 19913. In the U.S.A. hospitals are required to have an audit procedure

to obtain accreditation from the American Joint Commission on Hospital Accreditation. In recent years

medical audit has been introduced in the wards by many British surgeons5-8. It has also been carried

out from time to time in Pakistan9. Isn’t it time to formally introduce medical audit in teaching

hospitals in Pakistan? Medical audit is more systematic, quantified and formal than traditional clinical

ward rounds, meetings and case presentations. It has shown to provide, educational benefit10,11,

guidelines of management12-13, improvement in care of patients14 and in one case a hospital managed

to acquire an intensive care unit on the basis of the findings of medical audit15. With multiple

postgraduate centres established in Pakistan it is imperative that continuing medical education of

physicians and surgeons be established in a controlled form. Traditionally retrospective surveys have

formed the basis of original articles, lectures and presentations at seminars and conferences. Sometimes

the findings of these surveys have led to a change or improvement in the diagnostic technique and

treatment. Such improvements in postgraduate education can be brought about through medical audit if

doctors accept a more open attitude towards what they do and be willing to discuss the management of

patients with their colleagues16. Thus deciding whether one is for or against medical audit is as

meaningless as deciding whether one is for or against research17. Should collection of data for medical

audit be retrospective or prospective? The problem with collection of retrospective data is that it can be

a demanding task which more often than not is delegated to the most junior member of the staff, with

adverse effects on its accuracyand completeness. For an audit to be complete it is important that it be

prospective, and details of patient care and complications are recorded as they occur. An audit should

be planned and if possible the aid of a computer be sought so that information is coded for easy

recording and retrieval. In this issue of the journal Khan et al18 present an audit of a large number of

admissions to the recovery room following surgery. This paper highlights the need for an adequately

staffed and equipped postoperative recovery room. It also brings to our attention the fact that following

surgery a number of remediable but potentially lethal complications can take place. It is time that we

teach people to conduct and accept audit as a constructive exercise. It is time the medical profession is

seen to examine it’s work more critically.
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