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abstract
aim: This study aims to 1) assess clinician perspectives on methods of report distribution, 2) assess the clinical value and utility of the 
Prostate Cancer Outcomes Registry (PCOR) Quality Indicator (QI) reports for New Zealand urologists, and 3) identify barriers impacting 
engagement with these reports.
methods: PCOR-ANZ provides 6-monthly QI reports to participating clinicians and hospitals. New Zealand urologists receiving  
scheduled reports were surveyed digitally. Interviews were conducted for qualitative feedback.
results: Thirty-three of 49 (67%) eligible urologists participated in this study. One hundred percent (n=33) of clinicians received  
notifications for new QI reports, 42% (n=14) finding them too lengthy. Seventy-six percent (n=25) and 70% (n=23) found the reports 
valuable for auditing and improving their practice, respectively. 
conclusion: Report distribution and data presentation are effective. PDFs are preferred by clinicians, but proposed interactive  
mediums were received positively. Reports are valued for auditing and improving practice. Report length and clinician time constraints 
are key barriers affecting engagement. A revision of the items included in QI reports would be beneficial to reflect modern practice. 
There is demand for a pathway to allow clinicians to contact others for peer review and advice. 

The Prostate Cancer Outcomes Registry 
(PCOR) is an Australian and New Zealand 
(ANZ) registry that collects health and  

quality of life information from people with newly 
diagnosed prostate cancer. The New Zealand arm 
of the registry (PCOR-NZ) has been operational  
since 2016.1 Data from PCOR-NZ and the six  
Australian jurisdictional-based PCORs feed into 
PCOR-ANZ and are used to create standardised 
benchmarked measures, which are collated into 
quality improvement (QI) reports. QI reports from 
PCOR-ANZ are generated by Monash University 
every 6 months and distributed by the local juris-
dictions to participating hospitals and clinicians 
as confidential reports. In New Zealand, “hospital  
reports” are distributed to the relevant clinical 
director, and “clinician reports” are distributed 
to all clinicians who have signed an agreement to  
participate in the registry.1,2 While urology QI 
reports have been distributed in New Zealand since 
PCOR-NZ’s inception, reports specific to radiation 
oncology departments and radiation oncologists 
were only distributed from the end of 2021. The 

urology QI reports consist of 12 quality indicators 
that were developed by an international multidisci-
plinary team using a modified Delphi process and 
approved by the PCOR-ANZ steering committee.2  
Currently, in New Zealand QI reports are sent as 
PDF files via a secure file transfer protocol for 
download. 

Since 2019, all New Zealand public hospitals 
have participated in PCOR-NZ.1 Data from these 
hospitals, in conjunction with around 60% of  
private clinics, now provide a national repository 
of information about the health and wellbeing 
of men diagnosed with and treated for prostate 
cancer. QI reports combining 3 years of data and 
comparisons across the full public hospital system 
have been available since 2022.

The PCOR aims to improve clinician perfor-
mance and prostate cancer outcomes for patients 
in Australia and New Zealand.1 The confidential 
reports from PCOR-NZ provide clinicians with 
personalised, risk-adjusted performance data 
based on the patients that clinician has either 
diagnosed or treated. This allows them to track 
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their patients’ quality of life outcomes over time, 
identify areas of weakness and compare their 
performance with the overall performance of  
clinicians across Australia and New Zealand. 
Additionally, reports can be used by clinicians 
and departments to implement changes in clinical  
practice, assess the impact these changes have 
made or act as external audits to ensure clinicians 
are providing the best possible care. Clinicians 
are not permitted to use the report information 
for advertising or marketing. 

This study aims to: 1) assess clinician perspectives  
on methods of report distribution, 2) assess the 
clinical value and utility of the PCOR reports from 
the perspective of New Zealand urologists, and 3) 
identify any barriers that may prevent clinicians 
from engaging with the reports. This is the first 
study of its kind in Australia and New Zealand. 

Methods
All consultant urologists practicing in New 

Zealand who were receiving QI reports from the 
PCOR-NZ registry in December 2022 were invited 
to complete a survey. Semi-structured interviews 
were also conducted with clinicians who volun-
teered to give additional feedback. As only a small 
number of radiation oncology reports had been 
distributed by the time of this study, the survey 
and interviews focussed on urologists and urology  
reports only.

The authors identified 54 consultant urologists  
practicing in New Zealand, 49 of whom were 
receiving scheduled QI reports. The five urologists 
who were excluded from this study either did 
not contribute to the registry, rarely diagnosed/
treated prostate cancer or had not consented to 
participate in the QI reporting programme.

The survey consisted of seven sections, each 
assessing the clinicians’ opinion on different 
aspects of the QI reports. 

Section one gathered clinical practice  
information from participating urologists. 

Section two investigated the effectiveness of 
QI report distribution, frequency, accessibility 
and notification, as well as clinicians’ preferred  
methods of receiving reports, and the devices they 
used to access reports. 

Section three focussed on identifying any  
concerns related to data privacy and security. 

Section four inquired about the length, layout 
and presentation of data in the reports. 

Section five ranked the clinical value of items 
within QI reports. 

Section six evaluated clinicians’ report  
utilisation, including discussion with colleagues, 
auditing practice, identifying areas for improve-
ment, monitoring patient outcomes, performance 
tracking and peer comparison. 

Section seven gauged the value of reports in 
auditing and improving clinical practice. 

In December 2022, emails were sent to eligible  
urologists, outlining the aims of the project and 
encouraging them to participate. Each email  
contained a personalised URL link to the survey 
and an invitation to participate in an interview to 
further express their thoughts on the QI reports.

Between December 2022 and March 2023, 
reminder emails were sent fortnightly to clinicians  
who had not responded.

Semi-structured interviews with volunteer  
clinicians were conducted over Zoom, with an 
average duration of 25 minutes. A list of questions  
was used to guide the interviews; however,  
participants were encouraged to freely express 
their thoughts if they were relevant to the project  
aims. With clinician consent, Zoom audio was 
recorded and used to generate transcripts that 
were then reviewed by the lead author. 

PCOR-NZ provided information about report 
access, i.e., opening their PDF report sent via email, 
related to all participating clinicians. Clinicians  
signed an agreement to participate in PCOR-NZ, 
and this study was undertaken as part of quality 
improvement activities to ensure that the quality  
and method of reports being distributed was  
acceptable, appropriate and of value to participating  
clinicians. Additionally, clinicians consented to 
participate in this study when they completed the 
survey.

Data analysis
Survey data were analysed using frequency 

distribution tables and percentage calculations. 
Interview data were assessed by thematic analysis  
using interview transcripts to identify patterns 
and group responses into related themes. 

Results
Response rate

Thirty-three of the 49 (67%) urologists who  
participate in PCOR-NZ completed the survey, and 
four participated in interviews. Among the 33 
responding urologists, 27 (82%) had opened their 
most recent QI report (Table 1). Eight (50%) of the 
16 clinicians who did not participate in the survey  
also accessed their most recent QI report. A 
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total of 77% of urologists who had viewed their 
last report completed the survey. Four clinicians  
volunteered to be interviewed to provide additional  
feedback. 

Survey responses
Most respondents (76%) had over 10 years of 

experience as a consultant urologist, 73% had a 
sub-specialty interest in prostate cancer and 88% 
performed radical prostatectomy as a treatment 
option for prostate cancer. 

All clinicians reported that PCOR-NZ appropri-
ately notifies them whenever a new QI report is 
released and agreed that sending the QI reports 
every 6 months is appropriate. Most (91%) could 
access reports easily. The most popular devices 
used for viewing reports were laptop (70%), 
phone (45%) and work desktop (36%). 

Most clinicians (91%) expressed no concerns 
about the privacy and security of their data. 

Some clinicians (42%) found the reports too 
long, but most (91%) indicated that the data were 
presented clearly and appropriately. Sixty-one 

percent of clinicians claimed to have read the 
reports in their entirety, with 25% taking less than 
15 minutes to read the reports, 55% taking 15–30 
minutes and 20% taking more than 30 minutes. 

Half (52%) of clinicians discussed their reports 
with colleagues, 12% used them in formal meetings  
and 73% read them as individuals. It should be 
noted that clinicians could choose more than one 
response for this question. 

Clinicians primarily used the reports to audit 
their practice (73%), identify areas that need 
improvement (88%), track their performance 
over time (73%) and compare their performance 
with colleagues (73%). 

Overall, most clinicians found the QI reports 
valuable to improve their practice (70%). 

Methods of QI report distribution
Sending the reports as PDFs was the most  

popular medium among clinicians, followed by 
the option of an interactive website, then a mobile 
app and finally hard copy printouts (Figure 1). 

Table 1: Survey responses versus viewing of last QI report.

Survey
Total

Viewed last QI report  Completed Not completed

Yes 27 8 35

No 6 8 14

Total 33 16 49

QI = quality indicator.

Table 2: Use of QI reports by clinicians.

Use of QI reports Percentage (%) Count (n)

Identifying areas that need improvement 88% 29

Auditing practice 73% 24

Comparing my performance to colleagues 73% 24

Tracking performance over time 73% 24

Monitoring patient outcomes/identifying patients who warrant 
follow-up

30% 10

Other 6% 2

Multiple options permitted for responses.
QI = quality indicator.
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Figure 1: Urologist rankings of QI report distribution methods.

QI = quality indicator.

Figure 2: Ranking of items included in QI reports according to clinical value.

Items in QI reports are grouped into the following categories: Diagnosis, Treatment, Clinical Outcomes and Patient-Reported 
Outcomes. 
pT2 = pathological T2 stage; RP = radical prostatectomy; PSA = prostate-specific antigen; QI = quality indicator.
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Clinical value of items in the QI reports
Figure 2 shows that the items clinicians  

considered most valuable in the reports were: 
Treatment: positive margins in pathological T2 
stage (pT2) disease (97% found this valuable); 
Patient outcomes: sexual bother and function 
(97%); Treatment: positive margins in high-risk 
disease (94%); Patient outcomes: urinary bother vs 
incontinence (94%); Treatment: positive margins  
in intermediate disease (88%). Additionally, 
Patient outcomes: urinary bother vs obstruction  
(70%); and Patterns of your treatment (70%) 
ranked well among clinicians. 

Conversely, the items clinicians found least 
valuable were: Clinical: prostate-specific antigen 
(PSA) recorded, Clinical T stage recorded, PSA 
post radical prostatectomy (RP) (42% found this  
valuable); and Patient outcomes: bowel bother 
and function (36% found this valuable). 

Discussion
QI reporting is widely used in healthcare 

to improve quality of care.3,4 The results from  
systematic reviews over the past 2 decades  
consistently suggest that QI reporting “generally 
leads to small but potentially important improve-
ments in professional practice.”5,6 Lingard et al. 
conclude that surgeon-level QI reporting fosters 
accountability, enhancing both patient safety and 
surgical performance.7

This is the first study from PCOR-ANZ to assess 
urologists’ perspectives on QI reports. It identifies 
areas that can be improved and offers insight into 
whether QI reports are useful for monitoring and 
improving clinical practices. 

Aim 1) Assess clinician perspectives on 
methods of report distribution

Our data suggest that most urologists engage 
with these reports, with all participating clinicians  
receiving appropriate notification of new report 
generation, and over 80% reading their most 
recent report. Given most clinicians could easily  
access their reports, we can conclude that  
distribution via downloadable PDFs is effective—
this is reflected in Figure 1, where clinician pref-
erence is for PDFs over other forms of report 
distribution. However, there is interest in more 
interactive forms of data distribution, such as a 
website or app. Upon discussing this in interviews,  
clinicians made it clear they do not think these 
should replace PDFs but rather supplement 
them, giving interested clinicians the option 

to engage further with their data. Interviewed  
clinicians universally valued the standardisation 
and benchmarking of current reports as they knew 
that all clinicians were compared using the same 
metrics. They hypothesised that most clinicians  
would not feel the need to engage with their data 
beyond what was provided in the reports (due to 
their comprehensive nature) but acknowledged 
that for those interested, the ability to do so would 
be valuable. 

Additionally, Figure 1 highlights the clear  
preference for digital over physical methods of 
report distribution, with hard copy reports being 
ranked least preferred by most clinicians. When 
discussing this in our interviews, clinicians stated 
that they prefer digital reports, citing ease of access 
and the ability to keep multiple years of QI reports 
stored in one location. Some Australian jurisdic-
tions within PCOR-ANZ distribute their reports to 
clinicians via hard copy mail. We can hypothesise 
that the results of this study may be generalisable 
to the Australian jurisdictions due to the likely 
similarities in populations (consultant urologists 
participating with PCOR); therefore, we suspect a 
switch to electronic report distribution would be 
positively received by Australian clinicians. 

Aim 2) Assess the clinical value and 
utility of the PCOR reports

Clinicians find the reports useful for improving 
their clinical practice. Over 80% of clinicians use the 
reports to identify potential areas of improvement,  
and over 70% use them to audit and compare their 
performance to colleagues. With regards to the 
contents of reports, there are items that clinicians  
clearly found useful, and there are items that 
are more contentious. The top eight items, as  
displayed in Figure 2, are clearly valued, while 
the bottom two items are more uncertain, being 
valued by only 30–40% of clinicians. This tells us 
that, overall, clinicians find the items included in 
reports valuable; however, there is still room for 
improvement. One interviewed clinician stated 
there would be benefit in conducting a revised 
Delphi panel to update report items based on 
this study data. In particular, they would like to 
see the use of magnetic resonance imaging (MRI) 
and prostate-specific membrane antigen (PSMA)  
scanning for staging included in the reports, as 
these have become a larger part of the clinical 
decision-making process since the last Delphi 
panel in 2015.1 

One clinician stated that they would like to see 
data for radical prostatectomies separated into 
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open, laparoscopic and robotic subcategories. 
They highlighted that clinicians in larger urban 
centres likely perform more robotic surgeries 
than clinicians in smaller centres. Having the data 
show performance based on operation method, 
rather than performance overall, would be useful  
to eliminate any ambiguity as to whether the 
method of surgery affects overall performance. 
This would allow clinicians to assess whether 
they are better/worse at one type of surgery com-
pared to the total pool of clinicians—highlighting 
in more detail areas of strength, and areas that 
require improvement. It is important to recognise  
that robotic vs open prostatectomies may have  
different patient outcomes, and that an individual’s  
QI data would reflect this.8 Clinicians could  
compare their own robotic vs their own open 
prostatectomy data to see discrepancies in  
performance based on method of surgery, and 
could compare their robotic and open data to the 
overall clinician data to assess their open/robotic 
performance compared to their peers. In other 
words, this would allow clinicians to answer two 
questions: “How does my open/robotic performance  
compare to my peers?” and “How much of a  
discrepancy is there between my own open and 
robotic performance?”. 

Another point raised by clinicians was what to 
do if the reports identified that they were under-
performing in any areas. Clinicians stated they 
would first scrutinise the data to see if there was 
a statistical explanation for the result (e.g., low 
sample size making results less precise). If the 
result was likely to be accurate, then clinicians  
expressed interest in seeking advice from others  
who performed well in this area. Data are  
anonymised, so clinicians do not know who to 
contact outside of those willing to discuss results 
within their own local departments. One clinician 
indicated that being able to contact PCOR-NZ to  
discuss their data was helpful. An opportunity  
to be linked with top-performing clinicians who 
might be willing to offer advice to those who 
sought it was suggested as a tool to support 
improvement.

Aim 3) Investigate barriers that prevent 
engagement with reports and the 
registry

Clinicians commonly cited length of reports 
as a barrier to engagement—with reports being 
approximately 50 pages long. One interviewed 
clinician stated that the reports had too much 

unnecessary information, making the important 
data difficult to find: “The way the information is 
written and displayed is quite confusing … well, it’s 
not confusing, but it takes a lot to get through the 
information.” Another clinician stated: “I think the 
reports are too long for everyone to look at. But I 
think if you’re engaged enough to look at it, they’ve 
got a good amount of data that’s there.” Clinicians 
felt that the reports would benefit from having 
a summary of key information available at the 
beginning. It is apparent that 80% of clinicians 
spend less than 30 minutes reading their reports, 
so it is important to ensure that the reports readily  
provide key information to readers. 

Conclusion
QI reports are effectively distributed to  

urologists, with good clinician engagement. PDFs 
are preferred; however, there is interest in having 
additional interactive forms of data distribution. 
Reports are useful for auditing and improving  
practice, with most items deemed valuable.  
Suggested feedback to improve reports includes 
differentiating between open, laparoscopic and 
robotic subcategories; updating the report items 
via a revised Delphi panel; and having a pathway 
for clinicians to contact others for peer review 
and advice. Report length appears to be a barrier  
to clinician engagement; most clinicians found 
that the data were presented clearly and appro-
priately, but there was a need for more succinct  
presentation of key results. The findings of this 
study may be generalisable to other types of reports 
generated by PCOR-NZ, and there may be value in 
a similar review being undertaken by the PCOR  
jurisdictions across Australia to ascertain the 
views of clinicians there in relation to their 
reports. 

Strengths and limitations 
A high proportion of urologists who participate  

in PCOR-NZ responded to the survey. However, 
the study has several limitations. It excluded New 
Zealand radiation oncologists and Australian  
clinicians, who also receive PCOR QI reports and 
may have differing views. Secondly, clinicians 
who volunteered to be interviewed are more 
likely to be more closely engaged with PCOR and 
may be more likely to give positive feedback.  
Furthermore, interviews were conducted with 
only four clinicians, meaning their feedback may 
not be reflective of all clinicians. 
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