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Medical audit is an attempt to assess the quality of care provided
by doctors. In the final words of his article Dr. Sanazaro
reminds us all that we exist professionally to provide good care

for the public and that medical audit-as he sees it developing
in the U.S.A.-will be the prime mover in re-establishing a new

dedication to the first principles of our profession.
Taking a wide look at standards of professional competence

we would be justified in asking "why doctors ?" Is any system

of audit applied to the legal profession, architects, or dentists?
In the U.S.A. rapidly rising costs and the Federal Government's
involvement in medical care for the poor, elderly, infants, and
children have led to a closer scrutiny of the quality of medical
care, and this is implicily linked wiuth the cost to the Govem-
ment and insurance companies. Perhaps there is an element of
paranoia in this critical self-assessment, but possibly this
symptom will be used ro good advantage. The motivaton for
medical audit is parly a realization that society has doubts and
even resentmet about -the standards of medical care-particu-

larly when ithese are viewed in the shadow of an enormous

health bill and the vision of some doctors becoming ridch at the
expense of public aints and illnesses.

In Britain there would appear to be a general attitude of
complacency. With a few exceptions'-3 the profession and public
alike have been remarkably silent about the quality of medical
care. This is probably because in the National Health Service
.there is no obvious way for the profession to have to account

publicly for its standards, methods, and costs. It could be
argued that this absence of any debate about the standards and
costs of medical care inplies satisfaction. More probably it

means that we are proteoted by ,the National Health Service
and that the lat-ter itself fosters complacency and a failure to

evaluate -the quality of care we provide for our patients. Such
protection does not exist in the U.S.A. and this may explain
why most of the work on medical audit has come from North
America.

Stated in simple terms, medical audit as a way of evaluating
the quality of care provided by doctors is at first glance remark-
ably attractive. What could be wrong about any method of
assessment whose objective was to improve the standards of
medical care? Nevertheless, there are many questions to be
answered and problems to be solved before medical audit could
be applied or accepted by the medical profession in Britain.

Failure and Success in Audit

What does one do with a doctor who fails the audit? The
answer is to educate or re-educate him and reassess him, and if
he satisfies the audit to allow him to continue to practise. This
permission to practise is basically the certification process in the
U.S.A. The American Board of Family Practice is to date the
only one out of 22 boards committed to mandatory recertifica-
tion. Implicit in their planned action is the view that the once

and for all qualifying examinaon is no guarantee of oontinumig
competence or excellence of care. Voluntary, as opposed to

mandatory, audit linked with recertification would probably
have little effect on the overall standards of care: volunteers for
assessment would probably be the highly motivated doctors any-

way and least likely either to need or to benefit from audit and
assessment. In Britain it is difficult to envisage mandatory

recertification gaining approval, particularly in the light of our

present medical manpower shortage. At the moment general

practitioners here may remain in practice as long as they wish;
the only test of their professional competence has occurred many

decades before.
Success at medical audit need not necessarily be linked with

recertification. Possibly audit could be linked with income, so

that those successful at audit would be paid more than those

who failed. The merit award system in hospital practice is one

financial method, with all its inequalities, of rewarding some

consultants, yet it can hardly be claimed to have gained universal
acceptance or to have united hospital doctors. Similarly the

vocational training allowance rewards the new general prac-

titioner who has undergone formal training-and yet both these

awards are made on a once and for all basis. Here perhaps might

be a starting point where reassessment of recipients of merit

awards and other postgraduate awards and allowances might

become the growth point for further evaluation and audit.

Are Postgraduate Courses Valuable?

Unfortunately, attendance at postgraduate courses and lectures

does not necessarily guarantee results commensurate with the
time and money spent. No discussion on medical audit or

recertification is complete without some reference to continuing
postgraduate education. The plethora of Section 63 courses-

whose educational value must be often in doubt-and the
attendance at these courses linked with awards and allowances

surely deserve closer study. Such a study should be based on a

more critical appraisal of postgraduate courses and lectures,
made in strict educational terms. An objective must be stated;
the ways, means, and methods of achieving that objective must

be defined; and there should be some assessment whether that

objective has been achieved. As a caveat I would add that all

these courses must be evaluated in the light of the cost and
medical labour involved in running them. More effective and

structured use of postgraduate learning time and money could
be yet another starting point for raising and maintaining
standards of medical care.

Any method of medical audit will have difficulties and these
will vary depending on whether it is being done on hospital-
based or general-practice doctors. Hospital medicine in the
U.K. takes more of the National Health Service budget than
does general practice. It could be argued that a reduction in the
quality of medical care in hospital is more likely to have serious
results than a similar reduction in quality in general practice.
Together with the better care records of hospital patients these
factors might lend weight to the argument that it is hospital
doctors and hospital medicine which are more in need of assess-

ment and audit. Even so, I would suspect that the general
practitioner needs assessment just as much as the hospital
doctor. General practitioners can practise alone (even in
partnership they may effectively be alone) with little transfer of
knowledge or discussion between them and other doctors. In
the absence of junior staff it is comparatively easier for standards
of care to decline without their being conscious of the fact.
Because of many factors possibly hospital doctors are easier to

assess, but this should not in any way hide the need for evaluation
in general practice.

Acceptance of medical audit as part of a doctor's continuing
professional responsibility would be easier if we were all highly
motivated and prepared to carry out self-evaluation. Evaluation
as described by Sanazaro is by a peer group or peer review. The
American Medical Association defines this as the "evaluation by
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practising physicians of the quality and efficiency of a service
ordered by other practising physicians." Unfortunately, any
evaluation is threatening-and peer group review is more
threatening than self-evaluation. In our imperfect world self-
evaluation4 of any degree and of any value is improbable, and
therefore evaluation by audit and by peer group is more likely
to achieve its objectives.

Medical Records as "Crunch Point"

Apart from any arguments that by themselves accurate records
do not reflect quality of medical care, it is true that accurate and
if possible standardized records are absolutely essential for any
type of peer group evaluation. At present there would be con-
siderable difficulties with records, both in hospital and in
general practice, to the extent that audit might falter at first base.
This then is likely to be the crunch point in mounting a system
of medical audit. Somehow, someone must persuade hospital
doctors, and general practitioners that good record keeping is
absolutely essential. In general practice the present design of the
record card is a deterrent in itself. Even supposing the use of a
new A4 size record card, the method in which the material is
recorded would have to be altered from the present individual,
haphazard system. Standardization and structuring of the type
of material recorded would be essential in any system of audit.
Systems using problem-oriented recording might have a part to
play. Thus the preparations are daunting indeed. After many
years of debate, our present record card is scheduled to be
replaced by the A4 folder but it is difficult to see that process
being completed in the next five years. How much longer would
it take to introduce and make operational a standard type of
record in which information relating to the "why," the "how,"
the "what," and the "when" is easily retrievable?

The application of medical audit depends on evaluation by a
peer group using criteria that have previously been agreed.
Whatever they are, the agreed criteria depend not only on an
adequate record system, but also on standardization of definition
and classification. Sanazaro states, "of course, in primary
medical care relatively few diagnoses or conditions lend them-
selves to rigorous auditing by essential criteria-but these few
account for a surprising proportion of patients seen." I disagree
with the latter part of this statement. There would appear to be
comparatively few conditions that would lend themselves to
accurate audit and they would comprise only a small percentage
of the practitioner's work. Even those conditions that lend them-
selves to audit-the so-called simple physical problems, such as
an acute appendicitis-should have a related area where the
attitudes and interpersonal relationships between doctor and
patient are important and worthy of evaluation. When one con-
siders applying standard criteria to the majority of consultations
in general practice, one sees immediately the difficulties of
agreeing criteria, definitions, and classifications.
The difficulties inherent in medical audit seem legion, but the

objective is to evaluate the quality of medical care, to maintain
the standards of excellence, and if possible to improve those
standards that fall below the accepted levels. Surely in this
country it is time we considered quality as well as quantity, and
faced the difficult task of organizing pilot studies of medical
audit both in hospital and in general practice?
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Necessary, but Rigidity Greatest Danger

A. K. THOULD

Though obviously concerned with medical praotice in the
United Staes, Dr. Sanazaro's paper nevertheless contans
some cdlear lessons for British doctors. The concept of the
medical audit is not new, and must be familiar to nost of us
-at least in its broad outlines. The points at issue are
is it right for this country, do its advantages outweigh its
disadvanages, and, above all, will it be acceptable and can
it be made to work?
We are all in for a major organizational upheaval in April

1974 with the reorganization of the Health Srvice. Doctors
are being encouraged to take a full-indeed fuller-part in
administration of the Service, and their advioe on running it,
and apportioning resources, is clearly going to be vital. Let
us hope it will be heeded. The new advisory committee struc-
ture is going to be cumbersome, and, unlike the utle, the
voice of the individual dootor is going to be less clearly heard
in the land. All the more importan, therefore, that doctors
should get together, decide on the needs of their medical
practice, and make sure that these needs are noted and acted
on. Unless they speak clearly and with authority, however,
the necessary facilities are unlikely to be made available.

Royal Cornwall Hospital, Truro
A. K. THOULD, M.D., M.R.C.P., Consultant Physician

There always seem to be financial reasons for delay mi an
overorganized Service.

This is where tihe principle of the medical audit can be
put -to good use. Properly used, it can enable doctors to re-
view the efficiency of their meithods, identify where extra
resources are needed, or under-used resources wasted, and
make appropriate recoimendations with the force of accurate
and usable statistical information to reinforce their
advice. As I see it, in Britain ithe Cogwheel organization
is the basis for making use of the medical unit. On the whole,
hospioal divisions are not large, individuals in it know each
other well, and discussion can take place in a relaxed and
informed way given the will to make audit work. The major
disadvantage, however, is that some dotos may see audit
as a means by which -their individual pracice oan be criti-
cized and their freedom theatened by their colleagues (peer
review).

Cautious Approach Needed

If the medical audit were to be introduced with these fern
paramount, it would be a disaster and would kill it. I would
advocate, therefore, that a more cautious approach would be
wiser. Where the Cogwheel system is working well, could not
pilot scheme be sct up and reported on frankly in the medi-
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