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To the Editor,
This article covers key aspects of quality medical care for
patients. The basis of modern approach to improve the care quality
is clinical guidelines, clinical audit and registers of diseases. The
development of evidence-based medicine ensures that the personal
experience of physicians ceases to be a leader in the treatment of
patients. Evidences of emerging studies of interventions that are
effective in the treating various diseases are accumulated in clinical
guidelines for physicians. Quality of health care is determined
by full physicians’ compliance with clinical guidelines. However,
implementing clinical guidelines into clinical practice remains a
major public health problem.1-4
In economically developed countries, results of evidencebased medical research used to reduce the costs associated with
ineffective medical care.5,6 In some countries, the problem of
providing quality medical care to patients is successfully solved by
development of quality improvement programs. These programs
provide structure, timing and sequence of activities to improve
the medical care quality. An example is a program to improve the
medical care quality for patients with acute coronary syndrome
(ACS), which was published in 2000 and was revised in 2008.7,8
Initially the focus was on timely thrombolysis in all ACS patients
with elevation ST. This program has achieved its goal in most
patients due to its implementation at the state level. In 2008, the
focus has shifted to the availability and timeliness of primary
angioplasty in ACS patients.
The implementation of such tasks is impossible without
an adequate system to measure results. The key to quality care
management is the development of clinical indicators. Clinical
indicators are criteria for the implementation of clinical guidelines
in clinical practice. Recently, the development of clinical guidelines
was accompanied by the development of quality care indicators. For
example in 2008, guidelines for familial hypercholesterolemia,9
and criteria for evaluating their performance was established.10
However, the system of clinical indicators is not enough
for improvements in the quality of medical care, it also requires
clinical indicators. The effectiveness of this method has been
proven for many years. Clinical audit is a systematic evaluation of
care quality by experts in order to improve quality of care, based on
the adequate use of clinical indicators.11,12
The objectives of clinical audit are:
- Identifying deficiencies of health care and to develop measures
to improve these,
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- monitoring the implementation of improvements,
- Prevention of medical care errors.
Clinical audit is a cyclical process. Audit cycle consists of the
following activities:
1) Identifying the problem to be solved,
2) Selection or development of clinical standards and clinical
indicators for evaluation of clinical practice,
3) Comparison of clinical practice with clinical standard on the
basis of clinical indicators,
4) Identifying reasons for problems of care,
5) Implementation of changes in medical care,
6) Evaluation of final effect of this implementation.
To solve most problems, one cycle of clinical audit is not enough.
This cycle must be repeated until such time all problems are solved.
The meaning of clinical audit is to assess the implementation
of clinical guidelines in clinical practice. Therefore, one of the
important goals is getting information about the clinical practice.
The main sources of information on clinical practice are the
registers of diseases.13 For example, the availability of the registry
of arterial hypertension is itself an indicator of quality of care to
patients with hypertension.14 The data of registers is processed by
the expert group. Their final report on care quality assessment
shall be communicated to all stakeholders.
National Institute for Health and Clinical Excellence (www.
nice.org.uk) is one of the largest organizations dealing with quality
of medical care. This organization publishes regular reports on
care quality for patients with major social diseases and prepares
evidence-based strategies for improving the care quality.
The main properties of the quality management system of care
should be:
- Systematic approach;
- The duration and continuity of implementation;
- Public interest and support;
- involving a wide range of stakeholders;
- Transparency;
- basing on the data of evidence-based medicine;
- focus on the patient.
This system is constantly evolving, searching new areas and
new ways of improving quality.An indisputable indicator of the
success of modern model of quality care management is a steady
decline in mortality from cardiovascular disease, which observed
since 1980 according to the study Euro Heart Survey.15
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