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ABSTRACT 

Background: Clinical registry participation is a measure of healthcare quality. Limited 

knowledge exists on Australian hospitals participation in clinical registries and whether this 

registry data informs quality improvement initiatives. Hence, our study aimed to; identify 

participation in clinical registries; determine if registry data inform quality improvement 

initiatives; identify registry participation enablers; and clinicians’ educational needs to 

improve use of registry data to drive practice change. 

Methods: A self-administered survey was distributed to staff coordinating registries in seven 

hospitals in New South Wales, Australia. Eligible registries were international, national and 

state-based clinical, condition/disease-specific and device/product registries.  

Results: Response rate was 70% (97/139). Sixty-two (64%) respondents contributed data to 

46 eligible registries. Registry reports were most often received by nurses (61%) and 

infrequently by hospital executives (8.4%). Less than half used registry data ‘always’ or 

‘often’ to influence practice improvement (48%) and care pathways (49%). Protected time for 

data collection (87%) and benchmarking (79%) were ‘very likely’ or ‘likely’ to promote 

continued participation. Over half ‘strongly agreed’ or ‘agreed’ that clinical practice 

improvement training (79%) and evidence-practice gap identification (77%) would optimise 

use of registry data. 

Conclusions: Registry data are generally only visible to local speciality units and not 

routinely used to inform quality improvement. Centralised on-going registry funding, 

accessible and transparent integrated information systems, combined with data informed 

improvement science education could be first steps to promote quality data-driven clinical 

improvement initiatives. 
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INTRODUCTION 

Clinical registries are organised systems used across multiple health organisations that collect 

specific data about patients’ diagnoses and/or care processes using standardised definitions 

and approaches.
1-3 

Registries enable clinicians and managers to assess the extent to which 

health care aligns with evidence-based practice or gaps in practice that need improvement.
4
 

Capturing reliable data on real-world patient populations means clinical registries have 

become  important platforms for performance measurement and improvement.
5
 

 

The benefits of clinical registries are well documented in research. For example, they provide 

data about variations in quality of care, whether benchmarks are being met, and facilitate 

feedback to clinicians, managers, funders, policy makers and researchers.
6 
Using clinical 

registries to inform data-driven quality improvement initiatives has resulted in increased 

clinician engagement, promotion of best practice
7
 and use of registry data for quality 

improvement.
8 
Clinicians value benchmarked reports and comparisons of local data with 

other participating hospitals.
9
 Patients have acknowledged the benefits of clinical registries 

where transparent measures ensure data are secure and confidential.
10

 

 

Clinical registries are recognised as an important source of high quality data with the 

potential to change clinician behaviour and improve patient outcomes.
11 

Evidence for this 

from the Australian Stroke Clinical Registry data, has demonstrated that patients who 

received stroke unit care and were discharged on antihypertensive agents with a care plan had 

a 70% reduced risk of death at 180 days.
12 

Clinical registries have also been shown to be cost 

effective. The Canadian National Surgical Quality Improvement Program have shown an 

estimated net cost-saving of $8.8 million and the return on investment was US$3.43 per 
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US$1.00 invested in the program.
13

 These economic benefits also coincided with 

improvements in processes of care and patient outcomes.
13 

 

Despite the recognised benefits of clinical registries, a number of barriers exist. Lack of 

funding, reluctance of health care providers to supply data, poor integration between 

electronic medical record systems, and limited availability of skills and resources to run 

registries have all been identified as barriers.
4
 Feedback to participating organisations often 

lags well behind clinical care, making data obsolete and less useful.
14

 Many clinical registries 

have outdated data collection systems and continue to rely on manual data entry which is 

tedious, expensive and prone to error.
14

 Results from a Danish qualitative study evaluating 

data use from its cardiac rehabilitation registry showed a limited number of staff were using 

registry data in quality improvement activities.
15

 Similarly, a Swedish study also identified 

significant differences among clinical registries in the use of their data in local quality 

improvement activities.
16

 Registries with higher quality data and adequate resources for 

registry-based quality improvement had their data used routinely and more often in local 

quality improvement.
16 

 

To foster national awareness of registry activity, the Australian Commission on Safety and 

Quality in Healthcare recently developed the Australian Register of Clinical Registries, 

currently listing 31 registries.
17 

However, there remains limited knowledge of hospital and 

clinician participation in Australian clinical registries.
1, 18

 There is no systematic approach to 

inform health services on the use and interpretation of registry data,
18

 and there is evidence of 

limited capacity to benchmark outcomes and assess the degree to which healthcare aligns 

with evidence-based practice.
4
 Furthermore, reporting of registry data into quality 
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improvement committees beyond the speciality unit level is unsystematic and use of the data 

for quality improvement appears limited.
19

 

 

The aim of this study was to identify hospital staff participation in clinical registries in four 

New South Wales Local Health Districts in Australia; to determine if, and how, registry data 

are used to inform quality improvement initiatives; to identify enablers to promote continued 

registry participation; and identify educational needs of clinicians to improve use of registry 

data to drive practice change. 

 

METHODS 

Study design and setting 

A cross-sectional survey using a self-administered questionnaire was undertaken in seven 

hospitals across four Local Health Districts in Sydney New South Wales, Australia, who 

collectively in 2021 had a catchment population of approximately 2 million.
20  

 

 

Participant identification and recruitment 

As no hospitals reported centralised lists of registries or staff responsible for registry data, 

hospital registry leads (those responsible for data contribution) were identified using the 

following strategies: Medical department heads, Clinical Managers and Clinical Nurse 

Consultants and senior medical and nursing staff from speciality units were contacted by 

email, phone or face-to-face to identify the registry lead who was subsequently sent the 

questionnaire. A list of known clinical registries was compiled. If a clinical registry existed 

for a speciality area, and no registry lead was identified, the department at each hospital was 

recontacted by the study investigator to check participation. 
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Inclusion and exclusion criteria for registries 

International, national and state based clinical registries, condition/disease registries and 

device/product registries were included if they met two of the following three criteria: i) 

systematic ongoing data collection; ii) data collected from more than one hospital; iii) 

reports/feedback mechanisms to those who contribute data to registries. Drug registries, 

clinical trials, research projects, time-limited clinical audits and point prevalence data 

collections were excluded. 

 

Instrument 

A survey was developed in paper-based and electronic form. The authors reviewed published 

literature on clinical registries and their impact on quality improvement to inform the survey. 

The paper-based survey was pre-tested by a panel of clinical registry experts for content, 

structure and response options. A second pre-test was completed by three hospital registry 

leads and minor revisions made.  

 

A supplementary survey was developed for participants who stated that they contributed data 

to more than one clinical registry.  

 

Survey distribution and data collection 

The survey was administered between November 2019 and March 2020 in paper-based or 

electronic format. Paper-based surveys were hand delivered to registry leads and an 

electronic version emailed when requested. Where respondents participated in multiple 

registries, they were asked to complete a separate survey for each of the registries. Non-

responders were followed-up by reminder emails two, three and four weeks after the initial 

survey distribution. Data were entered into REDCap™. 
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Verification of clinical registries post-data collection 

Post-data collection, registries named by participants were cross-referenced with the list of 

clinical registries reported by the Australian Commission on Safety and Quality in Healthcare 

to ensure they met the study eligibility criteria.
17

 Next, an internet search was conducted to 

see if the registry met the study eligibility criteria according to its website. Where there was 

no registry website or where we were unable to ascertain eligibility, an email and/or 

telephone call was made to registry managers to verify their inclusion. Clinical registries that 

could not be verified using any of these three methods were excluded. 

 

Data analysis 

Continuous variables were reported as mean and standard deviation (SD) and categorical 

variables as frequencies and proportions. Survey responses for ‘always’ and ‘often’; ‘very 

satisfied’ and ‘satisfied’; ‘very likely’ and ‘likely’; ‘very good’ or ‘good; and ‘strongly agree’ 

or ‘agree’ were combined. Analyses were performed in IBM SPSS statistics software version 

25.
21

 Reporting of this study adhered to the Strengthening the Reporting of Observational 

Studies in Epidemiology (STROBE) guidelines.
22

  

 

RESULTS 

The survey was sent to 139 individuals (50 paper-based and 89 electronic surveys) of whom 

97 (70%) responded; paper-based response 94% (47/50) electronic response 56% (50/89). Of 

the 97 respondents, 86 (89%) contributed data to clinical registries. Overall, 86 respondents 

completed 105 surveys. Of the 64 registries named, 18 did not meet the criteria for a clinical 

registry based on our registry validation process and were excluded. Hence, data from 62 

respondents who participated in the 46 eligible clinical registries and completed 71 surveys 

were included in the analysis. Of note, four of the 46 eligible registries did not have 
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reports/feedback mechanisms to registry participants. The median number of registries from 

the four Local Health Districts was 13 (interquartile range 9.5-21.5). Figure 1 describes the 

flow of survey distribution and completion.  

 

Respondent’s characteristics 

The characteristics of respondents are presented in Table 1. Most respondents were nurses 

(n=36, 58%). The clinical specialty of respondents varied widely across both medical and 

surgical specialties.  

 

Participation in clinical registries 

Just over half the respondents (n=36, 58%) contributed to one registry, 18 (29%) to two 

registries, five (8.1%) to three registries and three (4.8%) contributed to four or more 

registries. The most common registries listed were the Australia and New Zealand Dialysis 

and Transplant Registry (n=6, 9.7%) and Australian and New Zealand Intensive Care Society 

Registry (n=6, 9.7%) (Supplementary Table 1). 

 

Registry characteristics and data entry processes 

The majority of respondents contributed data to national registries (n=33, 47%) and had done 

so for over 10 years (Table 2). Registry data were mostly collected by nurses (n=78, 97%), 

via retrospective medical record audit. Only 34% (n=24) entered the data directly into an 

electronic registry database while 6% (n=4) collected the data on a paper-based form before 

entering into an electronic registry database and 44% (n=31) used a combination of electronic 

and manual data entry methods. The most commonly reported funding sources for registry 

participation were hospitals (n=16, 23%) and self-funding by local departments (n=14, 

19.7%). 
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Morbidity and mortality rates were the most frequently collected clinical information (n=44, 

62%), followed by patient reported outcome measures (n=22, 31%) and hospital-acquired 

complications (n=19, 27%). Only 10% (n=7) collected patient reported experience measures.  

 

Production, access and dissemination of registry reports 

Overall, 62 (87%) respondents stated reports were produced using registry data (Table 3). 

Registry reports were most often generated annually (n=26, 37%) with 55% (n=39) of 

respondents satisfied with registry generated reports. Fewer than half stated their registry had 

the ability to generate live reports available at any time (n=35, 49%) or provided 

benchmarked data of their hospital’s results against best practice standards such as clinical 

guidelines (n=31, 44%).  

 

Registry reports were ‘always’ or ‘often’ received by nurses (n=43, 61%), department heads 

(n=27, 38%) and doctors (n=23, 32%). Only 8.4% (n=8) of hospital executive units and 4.2% 

(n=3) of Local Health District executive units received registry reports. Less than a third 

(n=20, 28%) reported registry participation as part of their hospital accreditation processes. 

 

Use of registry data to improve clinical practice 

Less than half of respondents reported using registry data ‘always’ or ‘often’ to 

influence/develop the following: local practice (n=34, 48%); quality improvement initiatives 

(n=35, 49%); policies and protocols (n=35, 49%); guidelines/care pathways (n=35, 49%) and 

new models of care (n=31, 44%). Just over half used registry data to benchmark against 

evidence-based practice or to identify gaps in clinical practice when compared to 

recommended guidelines (n=39, 55%) (Table 4). Registry data were most often used by 

nurses (n=57, 80%) for quality improvement projects. 
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Enablers to continued registry participation 

Protected time to complete data collection and entry (n=62, 87%), ability to generate a timely 

report useful to clinicians (n=56, 79%), funding for staff to manage data entry (n=56, 79%) 

and generate reports to benchmark variance (n=56, 79%) were ‘very likely’ or ‘likely’ to 

promote continued registry participation. More involvement in registry data use by hospital 

executives was requested by almost a third of participants (n=23, 32%). 

 

Educational needs  

Respondents’ rating of their knowledge and understanding (most often scored at ‘very good’ 

or ‘good’) were highest for An understanding of what your data is telling you (n=40, 65%) 

and Audit and feedback (n=40, 65%) and lowest for Implementation Science/Knowledge 

Translation methods (n=21, 34%) and Performing gap analysis (n=16, 26%). Less than half 

had attended training in clinical leadership (n=30, 48%) and clinical practice improvement 

(n=27, 44%) with only a few receiving training in implementation science/knowledge 

translation (n=5, 8.1%). Over half ‘strongly agreed’ or ‘agreed’ that education on the 

following topics would be helpful to support clinical practice change on their unit/ward: 

clinical practice improvement methods (n=49, 79%), evidence-practice gap identification and 

gap analysis (n=48, 77%), data interpretation (n=47, 76%), and quality improvement science 

and methods (n=45, 73%) (Supplementary Table 2). 

 

DISCUSSION 

Statement of principal findings 

This study is the most recent evaluation of clinical registry participation in Australian 

hospitals. We found that clinical data are being collected by hospital staff across various 

clinical specialities in our sample of hospitals. However, much of these data remain unseen 
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and unused beyond local speciality units. The data are underutilised to help improve clinical 

practice and drive quality improvement initiatives.. 

 

Interpretation within contexts of wider literature 

We identified high participation in registries across a variety of clinical specialities, however 

visibility of registry data was poor with less than 10% of hospital executives and quality units 

receiving registry reports. Similarly, a previous study of clinical registries in Australia 

conducted in 2016 found a lack of systemic reporting of registry data into quality committees 

beyond speciality unit level,
19

 with similarly little evidence clinical registry information is 

regularly available to health boards or executives.
9
 This limited visibility means clinical 

registries are rarely incorporated within clinical governance frameworks and often poorly 

understood by health care policy makers.
9, 23

 

 

Despite the large amounts of registry data available, we found only half of respondents 

reported using registry data for quality improvement. Authors of recent studies from England 

and Denmark have also found limited use of registry data for continuous quality 

improvement.
15, 24

 There is currently no systematic approach to the way registry data are used 

and interpreted in hospitals.
18

 We suggest if clinical registries are to be meaningful tools for 

continuous quality improvement, they must be integrated into clinical practice through 

engagement with local quality and governance units. Hospitals should consider establishing 

registry interest groups comprising of clinicians, health managers and policy makers to 

oversee optimal use of registry data for quality improvement and for deployment of resources 

to ensure continued registry participation. 
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Registry data were primarily collected via retrospective medical audits by nurses and entered 

into an electronic registry database; few collected data through existing hospital  integrated 

electronic medical record systems. This lack of integrated electronic systems for data 

collection is widely reported as a limitation of clinical registries.
25

 The inability to directly 

feed routinely collected hospital data into data registries can make data collection challenging 

and time consuming for clinicians. Paper-based data collection is described as tedious, 

expensive
23 

and prone to error compared to data extracted from patient management 

systems.
26

 Despite the initial cost, money spent on establishing information technology 

systems is recouped through savings in data entry time.
27

 Importantly, integrated electronic 

data collection systems within and across state and national health organisations are needed. 

They also provide an opportunity to shift resources from obtaining data to data-led quality 

improvement. Demonstrating to executives the value of sharing routinely collected electronic 

non-identifiable patient data with registries may help promote cross-institutional data-sharing. 

 

The most frequently collected clinical information was morbidity and mortality rates while 

less than 10% collected data on patient reported experience measures, despite their potential 

to improve patient perception of registries.
14

 Many registries have limited patient 

involvement in their design, oversight and operations.
28 

In contrast, some international 

healthcare organisations require patient experience measures as part of their reporting and 

funding is contingent on achieving improvements in these patient reported experiences.
29

 The 

Australian Commission on Safety and Quality in Healthcare Clinical Standards now requires 

organisations to partner with consumers in planning, design, delivery, measurement and 

evaluation services.
30

 We are optimistic this might be the catalyst for registries to include 

patient reported experience measures in future registry design. 
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Registries were mostly funded by local hospitals or self-funded by departments. Only a 

minority were funded by state or federal governments. Adequate funding is a problem 

registries share with many other healthcare initiatives.
4
 In the European Union, unstable 

funding has been identified as the most important issue limiting the sustainability of clinical 

registries.
31 

Despite this, an economic evaluation of five Australian Clinical Quality 

Registries estimated a minimum expected cost to benefit ratio of 4:1 would be realised if 

national coverage was achieved by these registries.
32 

A mix of public and private funding of 

clinical registries may be a solution with federal governments supporting this through a 

legislative and regulatory framework.
33

 

 

Our findings provide new evidence on the educational needs of clinicians to improve use of 

registry data to drive practice change. Less than half of respondents rated their own, or their 

teams’, knowledge and understanding of clinical practice quality improvement ‘very good’ or 

‘good’. Hence, it was not surprising that a majority stated education on clinical practice 

improvement methods, evidence practice gap identification and analysis, data interpretation 

and audit and feedback would be helpful in changing clinical practice at a local level. Our 

results suggest that focusing on enhancing clinician knowledge in quality improvement 

science may potentially progress use of registry data for quality improvement initiatives and 

clinical practice change. This may be achieved through hospital quality units organising in-

service education or training sessions for all clinicians as part of professional development 

activities. To create a culture of quality improvement, access to quality improvement training, 

coaching, mentoring, interprofessional learning, networking and protected time is critical.
34

 

Hospital managers and executives also have a role to play by modelling best practice quality 

improvement approaches and creating an open culture that focuses on learning, ownership 

and accountability.
34
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Limitations and strengths  

Our study had some limitations. Given the lack of a centralised list of clinical registries from 

hospitals, there were challenges identifying registry leads, and therefore, some registries may 

have been missed. Self-reporting created the potential for bias. There was also the potential 

for selection bias as non-responders (30%) may have differed from responders (70%). A 

broad definition of clinical registries was used. We included four registries that did not 

provide reports or feedback to registry participants and the study was not limited to Clinical 

Quality Registries. Therefore, we were unable to determine if the results differed between 

clinical registries (databases that systematically collect health-related information)
35

 and 

Clinical Quality Registries which specifically monitor the quality (appropriateness and 

effectiveness) of health care.
2
 This is a potential area for future research. Support for 

registries and integration of registry data into hospital systems varies across jurisdictions and 

our results may not be generalisable. 

 

The strengths of our study include participation of clinicians from seven hospitals across four 

Local Health Districts who contribute data to a wide range of clinical registries thereby 

supporting the generalisability of our findings. Our relatively high response rate of 70% 

indicates the validity of our study.
36 

We anticipated there could be uncertainty among 

clinicians around what constitutes a clinical registry, so included an a priori validation 

process to verify the data. Verification of the registries proved more difficult than anticipated 

given the lack of a national list of clinical registries in Australia. The recently developed 

national register of clinical registries is very encouraging. This serves as a critical step in 

raising the profile and impact of clinical registries by providing clinicians and patients with a 

detailed list of Australian clinical registries that satisfy minimum security, technical and 

operating standards.
2 
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Implications for policy, practice and research 

The Australian Commission on Safety and Quality in Health Care, National Safety and 

Quality Health Service Standard 1.28 requires hospitals to have systems to monitor clinical 

variation and support clinicians to undertake clinical practice review, to inform improvements 

in safety and quality.
30 

However, adherence to generic national standards requires effective 

implementation; reporting of specialty-specific processes and outcomes also should be 

required. Based on our study findings, a list of recommendations for improving the use of 

clinical registries to support quality improvement activities is provided in Table 5. Registry 

data are built on variables driven from best evidence within each specialty and are usually 

based on minimum datasets. This is an invaluable and currently under-utilised asset 

immediately available to hospital executives and clinical governance teams to drive evidence 

translation into clinical care and to support accreditation. Supporting hospital participation in 

Clinical Quality Registries is an important step on this path.  

 

CONCLUSION 

Clinicians from multiple specialties are contributing data to clinical registries. However, most 

registry data remain invisible and unused outside of clinical specialties. A lack of centralised 

on-going registry funding coupled with often poorly integrated information systems limits the 

ability of health care providers to implement practice change using registry data and 

represents wasted effort and wasted data. The use of registry data needs to be embedded, 

accessible and transparent within hospital systems. Education in data-informed quality 

improvement science is urgently needed to maximise the value of registry participation. 

Participation in clinical registries is beneficial as registry data can be used to drive, support 

and evaluate practice improvement. 
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Data sharing statement 

The data underlying this article will be shared on reasonable request to the corresponding 

author. 
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Table 1. Characteristics of respondents 

Characteristic N=62 

n (%) 

Job title  

Nurse 36 (58) 

Medical practitioner 8 (13) 

Project/data manager 7 (11) 

Researcher 2 (3) 

Other (eRIC Application Specialist; Trauma service 

manager; Clinical care coordinator) 

3 (5) 

Administrative staff 1 (2) 

Missing 5 (8) 

Hospital setting  

Tertiary referral or university teaching hospital 54 (87) 

Missing 8 (13) 
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Table 2. Registry characteristics and data entry processes 

Characteristics N=71 

n (%) 

Type of registry  

International 20 (28) 

National 33 (47) 

State 16 (23) 

Do not know 2 (3) 

Number of years contributing to registry  

Less than 1 6 (9) 

1-3 years 12 (17) 

4-6 years 10 (14) 

7-10 years 5 (7) 

Greater than 10 years 31 (44) 

Do not know 7 (10) 

Received formal training on how to use the registry  

Yes 32 (45) 

No 39 (55) 

Person responsible for entering data
#  

Clinical staff  

Nursing 78 (97) 

Medical 23 (32) 

Allied Health Professional 4 (6) 

Non-clinical staff 29 (41) 

Other 5 (7) 

How registry data are collected
#  

Retrospective medical record audit 41 (58) 

Automatically collected from electronic database 25 (35) 

Bedside (concurrent/prospective) 24 (34) 

Other 14 (20) 

Format of registry data collection  

Combination of electronic and manual data entry 31 (44) 

Electronic only 24 (34) 

Manual only  4 (6) 

Other 12 (13) 

Time spent collecting and entering registry data (per week)  

Less than I hour 14 (20) 

1-2 hours 16 (23) 

3-4 hours 8 (11) 

5-6 hours 2 (3) 

7-8 hours 2 (3) 

9-10 hours 2 (3) 

> 12 Hours 17 (24) 

Missing 10 (14) 

Funding source for registry participation  

Local hospital 16 (23) 

Self-funded by local department 14 (20) 

Participation is free 14 (20) 

Local Health District 6 (9) 
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State Government 4 (6) 

Federal Government 2 (3) 

Do not know 15 (21) 

Clinical information collected by registry
#  

Morbidity and mortality rates 44 (62) 

Patient Reported Outcome Measures 22 (31) 

Hospital-acquired complications 19 (27) 

Readmission rates 15 (21) 

None of these are collected 14 (20) 

Patient Reported Experience Measures 7 (10) 

Do not know 3 (4) 

Other 8 (11) 

Data collected from patient’s post-hospital discharge  

Yes 33 (47) 

No 38 (54) 

Person collecting post-hospital discharge data
#
  

Hospital staff 19 (27) 

Registry staff 8 (11) 

Do not know 2 (3) 

Other 6 (9) 

How post-hospital discharge data are collected
#
  

At a clinic/follow up appointment 15 (21) 

Telephone interview 14 (20) 

Face-to-face interview 5 (7) 

Survey  5 (7) 

Data linkage by external organization 2 (3) 

Do not know 1 (1) 

Other 7 (10) 
#Percentages may not add up to 100 as respondents could provide multiple responses 
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Table 3. Production, access and dissemination of registry reports 

 N=71 

n (%) 

A report is produced using registry data  

Yes 62 (87) 

Organisation/person responsible for producing the report
#  

N=62  

The registry 36 (51) 

Person responsible for entering the data locally 21 (30) 

Government organisation 8 (11) 

Another person in local department who is not responsible for entering data 6 (9) 

Professional body 4 (6) 

Clinical governance or quality unit 2 (3) 

Do not know 3 (4) 

Other 4 (6) 

Frequency of reports generated by hospital department/service
#  

More than once a year  30 (42) 

Ad-hoc 22 (31) 

Annually 14 (20) 

Do not know 8 (11) 

Frequency of reports generated by registry  

More than once a year 20 (28) 

Annually 26 (37) 

Ad-hoc 6 (9) 

Do not know 16 (23) 

Satisfaction with registry reports^  

Reports generated by the registry 39 (55) 

Reports generated by yourself 25 (35) 

Registry has the ability to
#
:  

Generate report that summarises hospital data 58 (82) 

Generate report with local data specific to your hospital 57 (80) 

Generate report that compares your hospital to others 46 (65) 

Generate live reports that can be accessed any time 35 (49) 

Generate report that benchmarks your results against best practice 

standards 

31 (44) 

Provide access to interactive dashboard 24 (34) 

Provide patient reported outcomes after hospital discharge 20 (28) 

Provide risk adjusted patient outcome data 19 (27) 

Who receives registry reports and how often*  

Clinical  

Nursing staff 43 (61) 

Medical 23 (32) 

Allied Health Staff 8 (11) 

Non-clinical  

Head of department 27 (38) 

Stream/program manager 14 (20) 

Local units   

Executive 6 (8) 

Quality and governance unit 5 (7) 
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Director Clinical Governance 3 (4) 

Local Health Districts  

Peer group outside organisation 9 (13) 

Public organisation 6 (8) 

Executive 3 (4) 

Quality unit 3 (4) 

How local department/service feedback results from registry data to 

staff
# 

 

Email 31 (44) 

Summarised report of key results 29 (41) 

Face to face meeting 25 (35) 

In-service 17 (24) 

Ad-hoc access to online reports/dashboards 9 (13) 

Posters displayed in department/hospital 9 (13) 

Results not fed back 9 (13) 

Newsletter 2 (3) 

Do not know 8 (11) 

More involvement in registry data use required from these 

departments
#
 

 

Hospital quality unit 30 (42) 

Hospital program/stream manager 26 (37) 

Hospital Executive 23 (32) 

Hospital Director Clinical Governance 22 (31) 

Factors promoting continuation or improvement in registry 

participation
+
 

 

Resources  

Protected time to complete data collection and entry 62 (87) 

Funded staff to manage local data entry 56 (79) 

Protected time to interpret and act on results 51 (72) 

Automated and integrated data capture from different electronic databases 49 (69) 

Support from hospital quality managers 39 (55) 

Hospital/ Local Health District /State funding to participate in the registry  

38 (54) 

Support with governance and ethics approval 35 (49) 

Governance  

Transparency on who has access to the data and its use for a range of 

purposes 

40 (56) 

Privacy and confidentiality of data assured 37 (52) 

Data analysis and reports  

Ability to generate a report useful to clinicians 56 (79) 
#Percentages may not add up to 100 as respondents could provide multiple responses; ^Respondents 

who stated ‘very satisfied’ or ‘satisfied’; *Respondents who stated ‘always’ or ‘often’; +Respondents 

who stated ‘very likely’ or ‘likely’. 
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Table 4. Use of registry data for practice change and research 

 N=71 

n (%) 

Use of registry data for clinical practice*  

Data are used to track and compare progress over time 46 (65) 

Data are used to benchmark against evidence-based policies, procedures 

and/or guidelines to identify clinical practice gaps 

39 (55) 

Data are compared to peer hospitals or state national benchmarks 36 (51) 

Data are used to develop quality improvement initiatives 35 (49) 

Data directly influence clinical practice change in unit 34 (48) 

Data collected at the bedside inform clinical care for that patient 25 (35) 

How registry data influences clinical practice*  

Used to inform the development of various quality improvement initiatives 36 (51) 

Policies, protocols and/or procedures updated or developed 35 (49) 

Clinical guidelines or care pathways updated or developed 35 (49) 

Changes to or introduction of new models of care 31 (44) 

Data from the registry are used for research projects  

Yes 46 (65) 

No 9 (13) 

Do not know 12 (17) 

Not applicable 3 (4) 

Staff who have used registry data for research projects
#  

Medical 31 (44) 

Nursing 24 (34) 

Allied Health 18 (25) 

Research fellow 17 (24) 

PhD students 13 (18) 

Medical students 13 (18) 

Statistician/Epidemiologist 11 (16) 

Research nurse 10 (14) 

External researchers 10 (14) 

Data manager 7 (10) 

Research assistant 4 (6) 

Staff who have used registry data for a quality improvement project
# 

 

Nursing 57 (80) 

Medical 44 (62) 

Allied Health 29 (41) 

Statistician/Epidemiologist/external researchers  22 (31) 

Research fellow 16 (23) 

Data manager 15 (21) 

Research assistant 9 (13) 

PhD students 6 (8) 

Do not know 7 (10) 

Other 4 (5.6) 4 (6) 
#Percentages may not add up to 100 as respondents could provide multiple responses; *Respondents 

who stated ‘always’ or ‘often’ 
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Table 5. Recommendations for improving the use of clinical registries to support quality 

improvement activities 

S/N Findings Recommendations 

1 Underutilisation of registry data to help improve 

clinical practice and drive quality improvement 

initiatives. 

Incorporate systemic reporting of registry data into 

clinical practice through engagement with hospital 

quality improvement committees and clinical 

governance units. 

2 Lack of integrated electronic medical record (ieMR) 

systems for data collection. 

Demonstrate to hospital executives the value of ieMR 

systems within and across state and national health 

organisations to shift resources from obtaining data to 

data-led quality improvement. 

3 Limited collection of data on patient reported 

experience measures, despite their potential to improve 

patient perception of registries.23 

Adherence to the Australian Commission on Safety 

and Quality in Healthcare Clinical Standards which 

requires organisations to partner with consumers in 

planning, design, delivery, measurement and 

evaluation services.
26 

This might be the catalyst for 

registries to include patient reported experience 

measures in future registry design. 

4 Inadequate funding of registries by state or federal 

governments. 

A mix of ongoing public and private funding of 

clinical registries may be a solution with federal 

governments supporting this through a legislative and 

regulatory framework.29 

5 Lack of clinician education in data-informed quality 

improvement science  

 

Access to quality improvement training, coaching, 

mentoring, interprofessional learning, networking 

and protected time through hospital quality units is 

critical in maximising the value of registry 

participation.30 Hospital managers and executives 

should model best practice quality improvement 

approaches and create an open culture that focuses on 

learning, ownership and accountability.30 

6 Addressing barriers to continued registry participation Hospitals should consider establishing registry 

interest groups comprising of clinicians, health 

managers and policy makers to oversee optimal use 

of registry data for quality improvement and for 

deployment of resources to ensure continued registry 

participation. 
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Figure 1. Participant Responses 

*Registries not meeting definition of clinical registry based on registry validation 

process. Surveys were completed for 15 of the 18 ineligible registries while the 

remaining three ineligible registries had no surveys completed for them and were only 

named by respondents. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Excluded: 11 respondents not contributing 

to registries 

Excluded: 9 respondents who each 

completed a single survey (9 surveys in 

total) for ineligible registries; 6 

supplementary surveys with ineligible 

registries; 18 ineligible registries* 

139 invited to participate: 

-89 sent main electronic survey 

-50 sent main paper-based survey 

97 respondents: 

-50 completed main electronic survey 

-47 completed main paper-based survey 

Excluded: 42 non-respondents 

 

86 respondents: 

- 74 completed a single survey about participation in 

one registry 

- 12 completed additional 19 supplementary surveys 

about participation in more than one registry 

Total number of respondents: 86 

Total number of surveys completed: 105 

 

Excluded: 15 respondents who each 

completed a single survey (15 surveys in 
total) but did not provide registry name; 4 

blank supplementary surveys 

Total number of respondents: 71 

Total number of surveys: 86 

Total number of registries: 64 
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Final number of respondents: 62 

Final number of eligible surveys included:71 

Final number of eligible registries: 46 
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