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Medical colleges have an obligation to ensure 
full participation in Clinical Quality Registries

Clinical Quality Registries (CQR) systemically 
collect health-related information that can be 
used to monitor, benchmark and improve patient 

care. Historically, most have been quality assurance 
activities that collected data over a year and reported 
up to another year later. Near real-time, longitudinal 
quality improvement CQRs are now preferred,1 
and there is abundant evidence that CQRs improve 
outcomes and are cost-effective.2-4

The cornerstone of a successful CQR is data quality.5,6 
Although only a minority of CQRs are managed 
by medical colleges, almost all will have college 
representatives on their management committee. We 
argue that colleges should use their position to ensure 
high quality data, which requires full participation, 
high case ascertainment and data completeness. Poor 
quality data can provide misleading reassurance, 
perhaps leading to incorrect conclusions. A 
participation rate of at least 95% is recommended.6 In 
many countries, authorised CQRs are mandated.2 As 
the loss of even a small number of cases can have an 
impact on results, many audits in the United Kingdom 
have an exemption to patient opt-out provisions.7 
The importance of data quality is so critical that 
CQRs should report compliance.1 Since 2014, the 
Australian Commission on Safety and Quality in 
Health Care (the Commission) has published a series 
of documents related to CQRs. The most recent was 
the revised 2024 Framework.1 This mirrored the 
federal Department of Health, Disability and Ageing 
2020–2030 CQR strategy.8 The barriers to participation 
have been repeatedly identified in these and many 
other publications.6,9 They include inadequate ethics 
approval process; the variable, inconsistent and often 
unreasonable demands of site-specific approval; 
the constraints of qualified privilege; the barriers to 
data sharing; and the disproportionate imbalance of 
preventing the potential leak of individual patient 
data against the much greater community gain. The 
lack of secure, protected funding has been particularly 
problematic.

These barriers have not been addressed in any 
practical manner.6,9,10 CQRs cannot function properly 
without substantial clinician involvement, which 
is usually provided in addition to their normal 
clinical duties. The failure of governments to address 
barriers is frustrating, disheartening and, ultimately, 
a deterrent to clinician involvement.10 As a result, 
participation in Australian CQRs is very poor. The 
Commission’s website currently lists 122 CQRs, of 
which 16 are purely or predominately surgical.11 Only 
two of these have achieved the 95% participation 
standard.12,13 A suitable high profile example is the 
Australian and New Zealand Hip Fracture Registry, 
which commenced in 2012, but in 2024 reported that 
less than 90% of Australian hospitals participated.14 
Many surgical CQRs have compliance rates of less than 

50% (data from annual reports or project managers). At 
least eight of the 16 CQRs have been granted federal or 
state funding.

In their response to the draft 2023 CQR Framework, 
both the Royal Australasian College of Surgeons 
(RACS) and the Australian Clinical Trials Alliance 
advocated mandatory participation in priority 
CQRs.15,16 The Commission’s response was that there 
should be further exploration related to linking 
hospital accreditation and individual continuous 
professional development (CPD).17

Detecting and then managing unwarranted variation 
(outliers) is a central role of CQRs. The Commission’s 
2024 Framework outlier policy borrowed heavily from 
the UK Health Quality Improvement Programme 
(HQIP). HQIP revised its outlier guidance in 
January 2024 such that CQR governance bodies 
are now required to report hospital or clinician 
non-participation to the Care Quality Commission 
— the external independent regulator.18 The 2024 
Framework copied this updated HQIP outlier 
guidance, but changed the requirement to reporting 
non-participation to the relevant health service 
organisation, who would know, or should have 
already known, of the non-participation. In no other 
safety-critical industry would it be acceptable for an 
organisation to report non-participation in safety 
activities to itself.

Two editorials published in 2024 specifically and 
critically addressed the problem of poor participation 
in surgical CQRs. One of the editorials stated that 
the societal benefit from participating in CQRs 
made providing treatment without audit unethical.19 
The second editorial reminded surgeons of their 
professional responsibility to critically assess their 
performance, benchmarked against their peers.20 These 
ethical and professional responsibilities are equally 
applicable to hospitals and jurisdictions.

Although the Commission’s Framework places the 
responsibility of managing participation on the CQR 
governance body, it provides it with no authority. 
Indeed, its changes to the HQIP Outlier Guidance has 
arguably watered down their authority. Likewise, a 
professional college has no authority to override the 
barriers to participation that governments have failed 
to address.

It is abundantly clear that voluntary participation in 
Australian CQRs has failed.11,14 However, medical 
colleges and their members have an important role in 
addressing this failure. A key step would be that the 
profession mandate participation in their specialty 
CQRs and that non-participation would be associated 
with significant consequences.

The Framework gives the medical colleges an 
opportunity to advocate to the Commission and 
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support it linking CQR participation to hospital 
accreditation and individual CPD.17 It would also 
permit the medical colleges to address the serious 
concerns expressed by the Hon Geoffrey Davies 
in a series of lectures he delivered to the surgical 
community in the aftermath of the Bundaberg hospital 
inquiry.21

The first step would be to formalise the conduct 
of the hospital’s monthly mortality and morbidity 
meeting. There are already longstanding guidelines 
for conducting these meetings and they should 
be meaningfully enforced as part of hospital 
accreditation.22 This would include a minimum 80% 
consultant attendance. If the hospital is the training 
site, the medical colleges have an obligation to know 
the quality of patient outcomes and enforce its quality, 
which would be audited by the Australian Council on 
Healthcare Standards.

The second step would be that, at each meeting, 
participating practitioners confirm they have 
completely entered all data into any relevant CQR, 
including any national mortality audits. This would 
ensure timely data entry, facilitate data completeness, 
allow early discussion of any variation and, thus, 
permit near real-time quality improvement, which 
are all requirements of the Framework. Existing 
examples of near real-time (monthly or quarterly) 
quality improvement reporting can be found in 
the UK National Hip Fracture and Emergency 
Laparotomy CQRs and the Australia and New Zealand 
Emergency Laparotomy Audit – Quality Improvement 
(ANZELA-QI). HQIP and Australian states are 
increasingly reporting near real-time. Such real-time 
reporting will still need to be supplemented by careful 
analysis and interpretation.

The third step would be for medical colleges to 
require completion of their CPD program within two 
months of the end of the CPD year. Failing that, the 
practitioner would have to apply for an exemption, 
and, if granted, the CPD should then be completed 
within an additional reasonable period. This is the 
CPD standard expected of the legal profession. If 
tradespeople flying to a mine do not have current 
safety certificates, for example, they are not permitted 
to board the plane, far less enter the mine site. There is 
no reason why medical practitioners should be held to 
a lesser standard.

The final step would be the publication of participation 
compliance by named hospitals. This would be 
consistent with CQRs that already publish identifiable 
hospitals14 and is a requirement of the Framework. 
The threat to a practitioner’s CPD compliance and 
a hospital being disaccredited would provide both 
practitioners and hospitals with powerful incentives to 
participate.

There will undoubtedly be protests. Each medical 
college should state it is responding in anticipation 
of the likely obligations that will be imposed17 by 
the Commission and jurisdictions and its wish to 
demonstrate unequivocal support for CQRs. Concerns 
about costs should not be a barrier to action, given 
the Commission’s own evidence that CQR are 

cost-effective.3,4 In other safety critical industries, 
participation in safety activities is not dependent 
on funding. Whether government and jurisdictions 
then support the medical colleges will provide clear 
evidence of their real interest in CQRs.

There are strong precedents. The monthly staff 
meeting was one of the five components of the 1917 
American College of Surgeons (ACS) Minimal Hospital 
Standardisation (MHS) program.23 Over the next 20 
years, it became the primary endeavour of the ACS and 
was the basis of the Joint Commission on Accreditation 
of Hospitals, now the Joint Commission.24 Many 
current CQRs were initially established by the ACS in 
the 1920s.

The first report of the MHS program was presented to 
the ACS Regents in October 1919. In March 1920, only 
five months later, an editorial in the Medical Journal of 
Australia (MJA) argued that if “possible in America, 
it must be possible in Australia” and that Australian 
hospitals should be given a year to “remedy existing 
defects” and it would then be in the “public interest 
if lists of hospitals were published”.25 This was the 
first of more than 20 editorials, meeting reports, and 
special and other articles that the MJA published 
over the next seven years, in which it advocated for 
the introduction of the MHS into Australia. The 
MHS program was strongly supported by the RACS 
founders and was included in its original constitution. 
As its centenary approaches, the RACS and the other 
medical colleges should deliver the vision of these 
founders.
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