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I~RODUCTION

RegionalMedicalProgramshaveevidencedkeeninterestin
establishingcancerregistries.Registrieshavebeenconceivedas
mechanismsto improvetheprimarycareof patients;and as a resource
in theplanningof cancercontrolprograms,in continuingprofessional
education,publiceducation,and thefurtheringof cancerresearch.
Thispaperis an attemptto assistRegionalMedicalProgramsand
othersto more fullyunderstandtherequirementsand restraintsin
theproperorganizationand operationof cancerregistries.

The oDinionsand suggestedalternativesforsupportof cancer.
registryactivitiesare thoseof theauthor,and in no way represent
officialendorsement.The authortishesto expresssincereappreci-
ationto Mr. GeorgeLinden,Chiefof theCaliforniaTumorRegistry
forhisvaluableadviceand informationreflectingthe experiencein
California,and to Dr. SidneyJ. CutlerandMr. WilliamI. Lourie,Jr.,
of the EndResultsSection,NationalCancerInstitute,for their
constructivesuggestions. Dr. FrankR. Mark,Chief,andMr. Francis
C. J. Ichniowski,AssistantChiefof theOperationsResearchand
SystemsAnalysisBranchweremosthelpful
thispaper,and Mrs.GraceKellywithits

tith theorganizationof
preparation.
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THE HOSPITALMCER REGISTRY

Registriesof variousdiseasesandtypeshavebeenorganizedand
operatedin hospitalsandhealthdepartmentsformanYYears.The purpose
of someregistries, suchas tissueandbonetumorregistries,are chiefly
educationaland reference.Thesespecialpurposeregistriesare,limited-
to thecollectionandanalysisof dataon a singletypeof cancer. The
epidemiologicalregistryprincipallydevelopsinformationfroma large
volumeof datafrommanyhospitalsabouttheprevalence,incidence,and
survivorshipof varioussitesand typesof cancerforresearchpurposes.
Sucha registry,preferably,shouldcoverthe totalpopulationin a cir-
cumscribedgeographicalarea. Finally,theserviceregistryis designed
primarilyto evaluateand improvepatientcarein the localhospitaland
community.Epidemiologicalregistriesof course,may alsoprovidethis
serviceto theirparticipatinghospitals.

I. HistoricalPerspective

TheAmericanCollegeof Surgeonshas conducteda programof
periodicinspectionand evaluationof cancerfacilitiessince1930
to betterthe careof cancerpatientsby earlydiagnosis,improved
treatment,and informedfollow-upthrougha coordinatedcancer
activitiesprogram. Themedicalprofessionandhospitalgoverning
boardshavesoughtand acceptedthedesirabilityof such,official
recognitionby theCollege. TheCollege’sCommissionon Cancer,com-
posedof fellowsof theCollege,liaisonmembersrepresentingpro-
fessionalassociationsof physicians,radiologists,and pathologists,
theAmericanCancerSociety,andgovernmentagencies,actsin an
advisorycapacityin approvinghospitalcancerprograms. .

In orderto enablehospitalsto evaluatetheircancerworkload
and thequality.of medicalcareprovidedpatients,theCollegeen-
couragedtheorganizationof hospital-basedcancer registries. In
1956,registriesweremadeone of theconditionsforapprovalof a
hospital’scancerprogram(seeAppendixI fortheBasicStandardsfor
CancerPrograms). (1,2) At present,thereare about850Collegeap-
provedcancerprogramsin theUnitedStatesandPuertoRico. About
800of the programsare in generalhospitals,withabout700 in non-
federalhospitalsand the remainderin federalhospitals.(70percent
Veterans’Administration).The 800hospitalshavea medianbed
capacityof about350beds, andabout75 percenthavebed capacities
of over200beds. The non-federalgeneralhospitalsconstituteabout
12 percentof’allshorttermgeneralhospitalsandabout 30 percent
are affiliatedwithmedicalschools. (3)
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11. Definitionof a HospitalCancerRegistry

A hospitalcancerregistry,sometimescalleda tumorregistry,
hasbeendescribedas a “mirror”whichcanreflectto thehospital
staffitsoveralland individualperformancein thediagnosisand
treatmentof cancerpatients.To providevalidinformation,the
registrymust consistof recordsof all cancerpatientsdiagnosed
or treatedat any of thefacilitiesof thehospitalas of a given
date. Patientsdiagnosedelsewherewho receivedany therapyfor
theirmalignantconditionin thehospitalare to be included,as
wellas thoseinitiallydiagnosedat thehospitalor itsclinics.
The cancerregistryshouldincludeoutpatientsas wellas inpatients,
and patientswithonlya clinicaldiagnosisas wellas thosewith
pathologicalconfirmationof theirdisease.The registryrecord,
usuallyreferredto as theabstractform?shouldcontainpertinent
informationon the diagnosis,treatment,and follow-upof eachpatient,
on a continuingbasisuntildeath,for eachprimarymalignancy.
Thisinformationis obtainedprincipallyfromthepatient’shospital
medicalcha”rt.It is thereforetiperativethatthemedicalchartbe
readilyavailableto registrypersonnelwithin’areasonabletimeafter
thepatient’sdischargefromthehospital,or eachoutpatientvisit.
Incidentally,sincetheregistryis dependenton completeandaccurate
medicalchartsfor itsinformation,it may serveas an impetusto up-
gradethe contentand qualityof allmedicalrecordsin thehospital.

III. Objectivesof a HospitalCancerRegistry

A well organizedandoperatingregistryshould:

A. Assistphysiciansin theprovisionof continuousmedical.careof
the cancerpatientswithremindersto them,or to patientswith
thephysicians’sconsent,of theneedfor re-examinationannually,
or more frequently.Follow-upexaminationsshouldcontinueduring
the life-the of thepatientregardlessof sucheventualitiesas
changeof residence,or retirementor deathof thephysician.
Thisis necessaryto insuremedicalcareformanypatientswho
dght otherwisenot be seenby a physician,and to helpin the
earlydiagnosisof localrecurrences~metastases~or newprimary
lesions,and possiblyto furthertheirsurvivaland comfort.

B. Providethehospitalstaffwithannualor morefrequentstatistical
and analyticalreportswhichevaluatethecancerproblemin the
institutionand community,by siteand histologictype,extent
of disease(stage),methodsof diagnosis,treatment’modalities,
and survivalby age,raceand sex. Meaningfulreportsmay lead
to the adoptionof measuresto improvethe management”of cancer
patients,and assistadministratorswiththeirschedulingand
operationalproblems.Suchreportsmay alsoassistin thede-
velopmentof comprehensivecancerprograms.Theproportionof
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patientssuccessfullyfollowedshouldalsobe reported,since
thisis an indexof thestatisticalreliabilityof the survival
data,and a measureof thequalityof patientcare.

c. Be a resourceforthe continuingeducationof physiciansand
paramedicalpersonnelat regularclinicalconferences,medical
societymeetings,seminars,and institutes.

D. Be a resourcein the developmentof publiceducationalprograms
I in thegeographicareaservedby theregistry.
I
! E. Be a stimulusandresourceforclinicalinvestigationsand

researchby highlightingareaswhichrequirefurtherstudy.
I

Iv. Componentsof a CancerRegistry

Althoughthe individualformsand filesin cancerregistriesare
not standardized;mostregistriesconsistof separateor combination
filesto facilitatethe identification,follow-up,and tabulationof
Patientinfo~ation.(4) On August5, 1968,theDivisionof
RegionalMedicalProgramsbroughttogetheran ad hoc committeeof
representativesfromtheAmericanCollegeof Surgeons,theEnd
ResultsSectionof theNationalCancerInstitute,theAmerican
CancerSociety,severaloperatingregistries,and consultantsto
discussrecommendationsfor itemsof informationto be collectedby
cancerregistries.Thesewerepresentedat a cancerregistrywork-
shopheldin Denver,Colorado,on September17,1968 (seeAppendix
II).

In generala cancerregistryconsistsof:

A. a primarysitefileof abstractsof significantinformation
aboutthehistory,diagnosis,treatment,and end resultsof
eachprtiarycancer,withfollow-upnotesduringthe life-
timeof thepatient. (Ifthepatienthasmultipleprimaries
thereshouldbe separateabstractsforeach.) If thisfile
is alsoto serveas themastercontrolfileand,follow-up
controlfile,separatetabsshouldbe attachedto the forms
to identifytheprimarysiteand to remindthe registrar
when the (living)patientsaredue forfollow-upre-examin-
ations. To serve,thesemultiplepurposesthe abstracts
shouldbe filedalphabeticallyby patientname. If the
mastercontrolfileand follow-upcontrolfileare separate
(seebelow),abstractsshouldbe groupedby majorprimary
sitesand filedin alphabeticalorder, Thispermanentfile
of abstractsshouldcontainthefollowingminimuminformation:

1. thename, address,registryand’hospitalchartnumbers,
and theageor dateof birth,racessex,andmarital

-- statusof thepatient;
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2.

3.

4.

5.

6.

7.

8.

the datesof admissionanddischargefromthereporting
hosp<tals;

thenameand addressof a relativeor othercontactperson;

diagnosticinformation,includingtheprimarysiteof the
cancer,thebasisof thediagnosis,thehistologicaldiagnosis
if made,thedateof initialdiagnosisIbyanymeans),and the
extentof disease(stage)at initialdiagnosis;

the historyof the cancer,i.e.,whenandwherethe
cancerwas diagnosedandtreatedbeforethisadmission,
the type(s)and date(s)of treatmentsand a noteabout
any otherprtiarysite(s)of cancerforwhichthe
patientmay havebeen treated;

the conditionof the patientat discharge;

the nameand addressof thehospitalandjorphysician
responsiblefor follow-up;and

periodicnotations,at leastannually,of follow-up
informationconcerningadditionaltherapyand the status
of thepatient.

B. ap atientnamefileof everyregisteredcancerpatient,
,. aliveor dead. Thispermanentmastercontrolfileenables

the secretaryto avoidduplicateaccessionsin theregistry.
The permanentfilecouldconsistof 3HX5Mcardskeptin
alphabeticalorder,and shouldcontainthe followinginfor-
mation:

1.’ the patient’sfullnameandaddress?and thatof the
spouseif married,or parentsif a child;

2. the hospitalmedicalchartnumber;

3. the

4= the

5. the

6. the

7. the

patient’sdateof birth>race,and sex;

cancerdiagnosisandprtiarysite;

dateof initialdiagnosis;

nameand addressof thereferringphysician;and

(eventual)causeanddateof death.

c. a follow-upcontrolfileof livingpatientsto remindthe
registrarwhenthe patientshouldbe followedlThisfile



couldconsistof 311X5“cardskeptin alphabeticalorderby
patient’snamewithineach’monthof fellow-up.Aftereach
follow+pthe patient’scardis to be re-filedaccordingto
themonthof nextfollow-up.Afterthe patientdieshis card
shouldbe destroyed.The filecardsshouldcontainthe
followinginformation:

1. thepatient’sfullnameandaddress;

2. thepatient’sregistrynumber;

3. theprimarysiteof cancer;

4. thedateof diagnosis;

5. the dateswhenfollow-upinformationaboutthepatientwas
obtained;and

6. thenameof theattendingphysicianor hospitalto whom
requestsfor follow-upinformationare to be sent. .

D. an accessionregister,or listof all cancerinpatientsand
outpatientsinitiallyadmittedto the hospital,preferably
groupedby yearof initialdiagnosisand majorsites. This
can be usefulfor thepreparationof administrativereports
to measurethe.cancerwor~oad in the hospital,and for
summaryreportsto themedicalstaff. [SeeAppendixIII for
a suggestedcancerregistryabstractform (preparedby the
staffof theArkansasStateCancerCommission),patientname
and follow-upcontrolcards,and a pagefroman accession
register.]

v. How to Organizea HospitalCancerRegistry

A cancerregistryis a self-containedbut integralpartof a
‘hospital’scancerprogram,undertheover-alljurisdictionof the
hospital’sCommitteeon Cancer.

A. The Committeeon Cancer

The hospital’sCommitteeon Cancershouldbe a standingCo~ittee,
appointedby themedicalstafffromitsmembershipand confirmed
by the governingboardof thehospital. It shouldincludere-
presentativesof the departmentsof surgery;internalmedicine,
radiology,gynecology,generalpractice,andpathology;andmay
includerepresentativesof othermedicalspecialitiesconcerned
with thediagnosisand treatmentof cancer. It shouldprovide
the impetusand over-alldirectionfor’theorganizationof a
cancerprogram,includingtheconductof cancerconferences,
educationalactivities,andthe operationof theregistry. The
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Committeemustdeterminetheobjectivesand scopeof the regis-
try,and’concernitselfwithsuchmajorquestionsas gathering,
dissemination,andanalysisof data,personnel,facilities,
and othermattersrelatingto its effectiveorganizationand
operation. (SeeAppendixIV forOrganizationPlanfor Cancer
Programs.(5))

B. DevelopingObjectives

The Committeeon Cancermustdevelopthe specificobjectivesof
theregistryandobtaintheagreementand cooperationof the
medicalstafffortheirimplementation.In orderto obtain
approvalof theAmericanCollegeof Surgeonstheregistrywill
haveto meet theirrequirementsoutlinedin theBasicStandards
forCancerPrograms(Appendix1). Dependingupon interestsand
needs,the Comitteemayalsodevelopeducationalprogramsfor
themedicalandpara-medicalstaffsand the public,and en-
courageclinicalandlaboratoryresearch,usingregistrydata
as a tooland resource.

c. Supervisionof RegistryOperations

The registrysecretaryshouldbe underthe generaljurisdiction
of the Committeeon Cancer,and the directdaily-supervisionof
a designatedpersonwho neednot be a physician(themedical
recordlibrarianortumorclinicsecretary).If the supervisor
is not-aphysician,thena medicalconsultant,usuallythe
pathologistor radiologist,shouldbe appointedfor regular
consultationtithher.

D. EstimatingtheCancerCaseload

An importantconsiderationin:organizinga hospitalcancer
registryis an esttitionof the cancercaseload,preferably
forat leastfiveyears. Thereis a roughrelationshipbetween
thenumberof newcancerpatientsand hospitaltype (whether
publicand private),andhospitalsize. For example,in Cali-
forniatherewas an averageof about75 new cancerpatientsper
100bedsin countyhospitals,as comparedwithan averageof
about160 patientsper 100bedsin privatehospi~alsin 1963.(6)
The averagenumberof cancercasesper 100 bedsin 1964through
1969inclusive,by sizeof hospital,in Connecticutwas as
follows:

6
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AverageNew Cases
Numberof Beds Numberof Hospitals yer 100 beds

Total 28 ~—

Under100beds 3 114
100-199beds 8 115
200-299beds 6 133
300-399beds 6 132
400 andmore beds

..
5 159

Source: Derivedfrominformationprovidedby theConnecticut
TumorRegistry.

Thereis alsoa roughrelationshipbetweenthe numberof new
cancerpatients,totalinpatientadmissions,and sizeof hospital.
The ratioof new cancercasesto totalinpatientadmissionsby
sizeof hospitalsin Californiaand Connecticutwas as follows:

California
New Cases

Numberof as Percent

Connecticut
‘NewCases

Numberof as Percent
Numberof Beds Hospitals of Admissions Hospitals of Admissions

Total 57 ~— 26 3.2%—

Under100 beds 8 2.1
100-199 12 2.1
200-299 14 3.5
300-399 5 4.6
400 and over 18 3.0

2.4
i 2.5
6 3.0
5 3.6
4 3.8

Source: CommunicationfromCaliforniaTumorRegistry,and de-

E.

rivedfrominformationprovidedby
Registry.

In theabsenceof morespecificinformation
to developcrudeestimatesof thenumberof
casesin generalhospitals:

CostConsiderations

theConnecticutTumor

thesedatamay be used
expectednew cancer

The costof a registryis directlyrelatedto thesizeof the
cancercasdoad, andtheprogramsforwhichit was organized
(patientfollow-up,professionaleducation,programplanning,
research,etc.). Someof thecomponentsof the totalcostof a
hospitalcancerregistryare:

1. the timeof thesupervisorof “theregistrypersonnel(the
physician,medicalrecordlibrarian,or tumorclinic
secretary);

,7
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2.

3.

4.

5.

6.

7.

8.

9.

10.

11.

12.

,,,

the salaryof a registrysecretaryand otherclericalperson-
nel neededto operatetheregistry;~ti

overheadcosts,includingtheuse of a separateroom(s)or
Partof a room,furniture,filecabinets,officeequipment
and supplies,telephone,electricity,postage,etc.;

the timeof themedicalconsultant(s)to theregistry;

the,timeof personnelin othetdepartmentsin the hospital
to makeavailabletheinpatientand outpatientmedicalcharts,
pathologyand radiologyreports,and anyotherinformation
neededto completetheregistryabstracts;

the timeof publichealthor socialservicepersonnelto
assistwithpatientfollow-up;

the costof specialpurposeregistryforms;

the costof specialpurposebooks(medicaldictionary,
~nual of TumorNomenclatureand Coding,etc.);

travelcoststo attendtrainingcoursesandworkshops;

the costof computerhardwareor computertime,if
the registryis computerized;

personnelto codeandkeypunchthedata,developsoftware,
and operatethe computer;

the costof preparingstatisticalandanalyticalreports,
and theirduplicationanddistribution.

A surveyin Ohioin 1967foundthatthecostof maintaininga
hospitalcancerregistryrangedfroman averageof about$8.50
to $11.50per new case;inCaliforniathiscostaveragedabout
$10.00per case. A surveyof Collegeapprovedregistriesin
1968foundthatabouttwoof everythreeableto respondhad
annualoperatingbudgetsof $10,000or less,witha medianof
$6,285. (7) Theaverage costof accessioninga new patient
was $7.60,andof enteringfollow-upinformation,‘$3.44.(For
a discussionof the factorsto be consideredin estimating
thesecostsseeAppendixV.)

VI. SpecialProblems

If the registryis to be otherthana sterilerepositoryof
informationand achieveitsobjectivesand fullpotential,the
followingproblemsmustbe overcome:
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A,

B.

c.

D.

E.

F.

the lackof interest,cooperationand involvementof the
hospitalmedicalstaff, Thisusuallyreflectsthe failureof
theCommitteeon Cancerto conveyto thestaffan appreciation
of thepurposeandvalueof theregistry,and to see to it that
theregistryfulfillsitsserviceand educationalpotentials.
The surveyof Collegeapprovedregistriesfoundthata majority
did not providephysicianswithregularreportsof theirmanage-
mentof cancerpatients.Perhapsthisis whymost registries
reportedfewerthantenrequestsfor datafromphysicians.(7)

inadequateguidanceand assistanceto registrypersonnelin their
dailytasks, Continuousguidanceand assistanceshouldbe avail-
ableto abstractcases(oftenfrominadequatemedicalcharts),
to dealwithuncooperativephysicians,and to developroutine
reportsforthemedicalstaff.

inadequatequalitycontrol!Lt is imperativethatregistryper-
sonnelbe checkedroutinelyon theiraccuracyin abstractingand
coding. ThehospitalRecordsCommitteeshoulddevelopand en-
forcecriteriaand regulations-t.ensuretheavailabilityof
complete,accurate,and uniformmedicalchartsfromattending
physicianswithina reasonabletimeafterdischargeof the
patient.

inadequateutilizationof registrydatato audittheperformance
of themedicalstaffin theirmanagementof cancercases,and
as a resourcein professionaland publiceducationalprograms.

theunavailabilityand highturnoverof secretarialand techni-
calpersonneldue co competitivefactors.Trainingof secre-
tariesis,forthemostpart, on-the-jobor at infrequentand
short-termworkshops.(TheUniversityof CaliforniaMedical
Centerin SanFranciscooffersup to twomonthsof training
whichincludeslecturesin registrymethodology,themedical
and sociologicalaspectsof cancer,elementarystatistical
methodsand epidemiology,filmson thediagnosisand treatment
of cancer,extensivein-servicetrainingin abstracting,follow-
up, indexing,and thepreparationof reports,attendanceat
consultativetumorboardmeetings,and fieldtrips, However,
theycanonlyaccommodatea lhited numberof traineesat any
one time.) Withrespectto theavailabilityof statistical
personnel,programmers,andsystemsanalystforlargeregistries,
it shouldbe notedthatthesepersonsarealsoin shortsupply
and thisis not likelyto tiprovein theforeseeablefuture.

thedesirabilityandneedto usemechanicalor electronicequip-
ment to processand retrievedata, The use of suchequipment
will dependuponthevolumeof cases,financialresourcesof
thehospital,and theusesto be madeof the information.In

9



general,a hospitalcancerregistrywithfewerthan400new
casesper yearcan be operatedmanuallyforat leastfiveyears.
Afterthe”caseloadexceeds2,000active(living)casesitmay
be more economicaland efficientto useautomaticdata’pro-
cessingequipment,particularlyif it can alsobe usedin other
departmentsof thehospital.However,it mustbe emphasized
thattheuse of suchequipmentby itselfdoesnot improvethe
qualityof the abstractedinformation,but ratherincreasesthe
possibilityof errors. The effectiveutilizationof suchequip- :
mentwill dependupontheavailabilityof qualifiedprogrammers
and systemsanalysts,andwillsignificantlyincreasethe cost
of operationof theregistry.

G. the questionof continuingfinancing,The registrymustbe
assuredof continuingfinancialsupportif it is to providethe
servicesforwhichit wasorganized.Costsincreasenot only
becauseof competitive’andinflationaryfactorsin our etonomy,
but alsobecauseof theincreasingfollow-uploadevenwhenthe
numberof new cancercasesremainstable. Also,as physicians
developan appreciationof theuse andvalueof the datain the
registry,
services,

more s(afftimewillbe neededto provideadditional
tabulations,andanalyses.

10



THE CENTRALCANCERRHGISTRY

TheAmericanCollegeof Surgeonsdoesnot havean officialposition
regardinglocal,state,or regionalcentralcancerregistries.However,
hospitalswishingto participatein suchregistries.areexpectedto
“maintainor have availabletheirowndataon cancercasesso as to meet
the requirementforapprovalby theCollege.” (1) Thisis in keeping

‘:with thepolicyand fundamentalpurposeof theCollege’sindividual
hospitalcancerprogram“toprovidethehospitalstaffmemberswitha
continuingrecordof what is beingaccomplishedin cancerpatientcare
in theirhospitaland to insureproperfollow-up.”(1)

The serviceand educationalbenefitsof individualhospitalcancer
registriescanbe enhancedwhen theyare organizedintoa centralcancer
registrysystem. Properlyorganized,a centralfacilitycan promoteand
expeditepatientfollow-up,and provideparticipatinghospitalswith
separateand comparativereportsof theiractivities.If the central
registryis population-based,it canalsodevelopinformationon the
incidenceof cancerin thearea,andengagein epidemiologicalresearch
and specialstudies.

I. Definitionand Objectivesof CentralCancerRegistries

A centralcancerregistryis a coordinatingfacilityof coopera-
tinghospitalregistriesin a geographicareato collect,combine>
compare,and evaluateuniformlydefinedinformationon cancer
patientswhichcan:

A.

B.

c.

D.

E.

F.

facilitateand improvepatientfollow-up;

be a resourcein the identificationof communityproblemsin
cancercontrol,andthe developmentof programsto copewith
theseneeds;

measureand ~omparethe qualityof diagnosisand the effective-
nessof varioustreatmentmodalitiesin the participatinghospi-
tals,separatelyand as a group;

stimulateinter-hospitalandarea-wideeducationalprogramsfor
physicians,nurses,and technicians;

providea resourcefor community-tidepubliceducationalprograms;
and

,engagein epidemiologicaland cooperativeclinicalresearch
efforts.

11



——
11. Typesof CentralCancerRegistries

Centralregistriesvaryin purpose,scopeof coverage,and
methodof operation.Followingare briefdescriptionsof four
registrieswhichreflectthesedifferences:

A. The ConnecticutTumorRegistryorganizedmore than35 yearsago,
requiresthereportingandannualfollow-upof essentiallyall
diagnosedcasesin the statefrom38 hospitals.The registry
receives~bstractson about9,000new cases,and follow-up
reportson about50,000activecaseseachyear. A feebasedon
creditpointsforcompletenessof each.abstractsubmittedis
paidto 31 communityhospitalsto kelp defraythe costof opera-
tionof theindividual,.hospitalregistries,and as an incentive
for themaintemnceof qualityreporting.Registrystaffcode
andprocesstheabstractsand follow-upreports,trainhospital
secretariesin theoperationof theirregistries,assistthem
with follow-up,andpreparefollow-uplettersfor thehospitals
for transmissionto the physicians.The registrypublishesin-
formationaboutthe extentandnatureof thecancerproblemin
thestate,andmakesavailableindicesto evaluateprogressin
bringingthediseaseundercontrol. Datais developedon the
number,characteristics,andgeographicdistributionof cancer
patientsto planpublichealthprograms,and to formulateand
testhypothesesconcerningthe etiologyof the disease. The
registryalsoprovidesinformationon trendson the extentof
diseaseat diagnosis,survivalexperience,and cancerincidence
to evaluateprogressmadeovera periodof years.

B. The CaliforniaTumorRegistrywas establishedin 1947and has
grown,on a voluntarybasis,to 57 participatinghospitals.tiny
morehospitalswish to jointhissystembut thenumberof parti-
cipantshas beenlimitedin orderto maintainthe registry’s
excellentrecordof collectinguniformdataof highqualitywith
the availablestaff. The Registryincludesall 24 hospitalsin
AlamedaCountyto makea population-basedsystemin thatCounty.
The 57 hospitalsreportabout20,000new cases’(aboutone-thirdof
the totalcancercaseloadin the State),and followabout75,000
cancercaseseachyear. Theregistrypays$3.10to eachhospital
for eachcompletedabstract.It is estimatedthatthisfee
coversapproximatelyone-fourthto one-halfof thehospital’s
totalcost. The registrystaffcodesandprocessestheabstracts
and follow-upreports,andpreparesannualreports,diagnostic
indices,andreportson thesurvivalexperience(withcomparisons
to the totalregistry),foreachparticipatinghospital.Data is
alsoprep?redto answerphysicians’requests,for planning‘public.
healthprograms,and for specialstudiesand publications.related
to cancerdiagnosis,treatment,and survival.
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c. The RockyMountainStatesCooperativeTumorRegistry(organized
in 1967and supportedby theIntermountain,MountainStates,
and Colorado-WyomingRegionalMedicalPrograms)includeshospi-
talsin Utah,Idaho,Montana,Colorado,andWyoming. Large
institutionssubmitabstractsof alldiagnosedcancercasesto the
Registry,andmedicalstudentsabstractcasesin smallhospitals
for theRegistryfourtimesa year. TheRegistrysendsfollow-
up inquiriesdirectlyto thepa”tients’physiciansannually,and
copiesof theirresponsesto thehospitalfromwhichthe abstract
originated.Twicea yeartheRegistrysendslistingsof the
characteristicsand statusof the patientsat lastfollow-upto
thehospitalsand the attendingphysicians.Variousmedical
specialtygroupsare requestedto reviewtheliteratureand
choosereferencesto be includedin thelistingsto thephysicians,
on a voluntarybasis. Eachgroupis alsogivenan opportunityto
use theregistrydatato analyzethemalignancieswithwhichthey
aremostintimatelyconcerned,and publishtheresultsin the
RockyMountainMedicalJournal.The articlesreviewthe diagnosis,
treatment,and survivalof cancerpatientsin thearea,and sug-
gestmethodsfor improvement.

D. The IowaCentralTumorRegistryfoundedin 1965,was organized
to providecontinuingcancereducationforphysicianswho take
partin the cancerprogramsof the 54 participatinghospitals.
Thesehospitalsadmitmorethan75 percentof thecancerpatients
in Iowa,and accessionedabout11,000casesduring1969. More
than18,000casesof cancerare beingfollowedby the 54 hospi-
tals. The centralregistryprovidesthefollowingservices:
(1)storage,retrieval,andanalysisof thecancerdatacollected
by participatinghospitals;(2)a semi-automatedfollow-upsYstem;
(3)a fieldprogramwhichassistshospitalswiththeorganization
and evaluationof theircancerprograms;and (4)financialsupport.
The principaleducationalimpactof theIowaCentralTumorRegis-
try is providedby the annualreportssentto eachparticipating
hospitalin October. Thisreportincludesa tabulationof the:
cancerdatacollectedduringtheprecedingyearby thehospital,
theircurrentsurvivalresultscomputedon thebasisof all cases ‘“
obtainedfromthehospital,and a cancerpatientlisting. Each.’
participatinghospitalis alsogivena reportof the combined
experienceof all hospitalsparticipatingin theregistryto pro-
vide themwith a basisforevaluatingtheirown experience.The
registryalsoassistsphysiciansin cancerclinicalresearchand
in providingcancerdataforuse in hospital,cancereducational
programs.The central
assistphysicianswith

registrybiostatistic~anis availableto
theinterpretationof thedata.
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III. Advanta~esand Benefits

A properlyorganizedcentralcancerregistryhas severalais-
tinctadvantagesoverinaiviauallyoperateahospitalregistries.
Amongtheseare:

A.

B.

c.

D.

E.

improveduniformityandqualityof aataabstractedaria’coaea
in accordancewithmutuallyagreeaupondefinitions.This
canbe ensureaby continuousmonitoringand trainingof
secretarialana codingpersonnelin theparticipatinghospitals
and centralfacility.An aadeadividenais a generalup-
gradingof themedicalchartsin the participatinghospitals
due to therequirementsof thecentralregistryfor complete
reporting.

efficienciesthatcomewithsize. Centralizationof coaing,
keypunching,programming,and computerusagecan resultin
substantialsavingswhencompareato theaggregatecostsof
theseactivitiesin separatehospitals.

availabilityof technologyandstatisticalpersonnel(which
theparticipatinghospitalscouldnot afforaindividually)
to assistphysiciansandhospitalswiththe follow-upof
cancerpatients,and thepreparationof comprehensiveana com-
parativeanalysisof themanagementof cancerin eachof the
hospitalsby poolingOf financialresourcesor centralizea
funaingo

improvedpublicandprofessionaleducationalprograms,ana
moreusefulanalyticalreportsof the cancercontrolproblem
in the communitydue to thelargervolumeana aiversityof
cancercases.

themore immediatebenefitsthatcan accrueto patientsand
physicians.Routinerequestsforfollow-upinformationby a
registrypromotesmeaicalcareof thepatient. For example,
followingthe suggestionof theirAavisoryCommittee,the
CaliforniaTumorRegistryrankeathehospitalson theirfollow-
UP efforts(usingonlycoaesto iaentifyeachhospital).The
proportionof patientson whomcurrentfollow-upinformation
was receiveaincreased19 percentagepointsfrom71 percent
to 90 percentwithina twoana a halfyearperioa. In a sample
surveyovera six-monthperiod,theCaliforniaTumorRegistry
founathata littlemorethan60 percentof thepatientshaa
receiveaat leastonemeaicalexaminationauringthe lastyear.
If it is assumeainstead,that75 percent(orthree-quarters)
of thepatientson whomfollow-upinformationwas obtaineawere
seenby theirphysicianswithoutstimulusfromthe registry,an

14



additionalone-quarterwerebroughtundermedicalcareas a
resultof theregistry’sintensifiedfollow-upprogram. Thus,,!,,,;,::’:” in Californiaan additionalfivepercent(1/4times19 percent)
of the totalfileof livingpatientswerebroughtundermedical
supervision.Withabout75,000patientscurrentlyin the
activefilein theCaliforniaTumorRegistry,about3,500addi-
tionalpatientseachYeararebenefitingfrommedicalcare
theyotherwisemightnothave.

.

Also,an evaluationand comparisonof centralregistrydatare-
latingto the extentof diseaseat diagnosisin theparticipating
hospitalsmay improveearlycasefindingand treatment.In
Californiathepercentof patientsdiagnosedwithearlycancers
(excludingskin)increasedby six percentagepointsovera
fifteenyearperiod. Thus,withabout20,000new cancerpatients
addedto the registryeachyear,about1,200additionalpatients
may be benefitingfromearliercare.

IV. How to Organizea Central’CancerRegistry

The organizationof a centralcancerregistryis not too unlike
the organizationof an individualhospitalregistry.The proper
organizationof sucha combinedeffortrequires:

A. medicalleadership.A centralregistryis a cooperativearrange-
ment amongthemedicalstaffsof participatinghospitals.It
shouldhavethe endorsementof localand statemedicalsocieties,
otherprofessionalorganizations,the statehealthdepartment,
hospitaladministrators,andvoluntaryagencies.The leadership
for sucha combinedeffortmay comefromphysiciansfromoneor
(preferably)morehospitals,localmedicalsocieties,and the
statehealthdepartment.

B. a medicaladvisorycommittee.The centralregistryitselfre-
quiresa representativeprofessionaladvisorycommitteeto con-
siderpolicyandoperatingquestionswhichrelateto the interests
ofthe participating-hospitalsas well’astheobjectives.ofthe
centralizedfacility.

c. a definitionof objectives.The advisorycommitteewillhaveto
definetheobjectivesof thecombinedeffortin the lightof the
specificneedsandobjectivesof theparticipatinghospitals.
Theywillhaveto considerwhetherthedatain theregistrywill
be usedto evaluatequestionssuchas, thereferralpatternsof
the differentkindsof hospitals(community,specialty,and in
medicalcenters),Chediagnosticand therapeuticresourcesin
the participatinghospitals,and otherquestionsconcerningthe
utilizationof healthcarefacilitiesin thearea. The advisory
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committeewillalsohaveto considerwhethertheycanor even
want to operatea registrywhichwillassistin thefollow-up
of patients,engagein comparativestudiesand the evaluation
of”diagnosisand therapy,and epidemiologicalresearch,versus
onewithmorelimitedobjectives.In thisconnectionit should
be notedthatthe potentialfor epidemiologicalresearch”isnot,
in itself,sufficientjustificationfor the establishmentof a
centralregistry.mile it is desirablethatseveralstatesin
differentpartsof the countrydevelopsuchregistriesfor
purposesof comparison,epidemiologistshavelongnotedthat
researchneedsdo not requiresuchregistriesin all statesin
thecountry. (8)

D. considerationof the scopeof coverageand totalcaseload.

A centralcancerregistry

1. includeall hospitals

2. consistof a selected

can:

in the state(orregion)>

numberof hospitalsin the state,

3. consistof hospitalsin a localand limitedgeographical
area (countyor city),or

4. consistof a conferationof severallocalcentral
cancerregistries.

~atever thescopeand caseloada centralrqgistrymustbe
nuturedpatientlyand carefullyovera periodof years(at
leastfive)beforeit canproveits effectivenessin thepro-
visionof servicesand usefulinformation.Thiscanbe accom-
plishedonlyif theparticipatinghospitalsare incorporated
and phasedintothe systemmethodicallyovera periodof time.

The numberandbed capacitiesof the participatinghospitalswill
, ‘determinethetotalcaseloadin the registry.The methodssug-
gestedon page 6 can be usedto estimatethecaseloadin the
centralregistry.An estimateof theincreasingnumberof cases
to be followedeachsuccessiveyearwillalsobe necessary.If
we assumethatthenumberof new caseswillremainconstantfrom
year to year,the total.active(living)caseloadto be followed,
basedon thesurvival~erience of theNationalCancerInstitute
End ResultsGroup,will be aboutthreettiesas largeby the
fifthyearof operationof theregistry,aboutfourand a half
timesby thetenthyear;andaboutfiveand a halftimesas
largeby thefifteenthyearof operationof theregistry.

E. considerationof themethodof operation;A centralregistrycan
acquiredataby havingtheparticipatinghospitalssendcopies.
of theirabstracts,or theregistrycansendoutcircuit-riding
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“F.

abstractersto thehospitals,or use a combinationof hoth
methods. Of paramount,importance,however,is the development
of mechanismsto obtaintotalreportingfromthehospitalswith
uniforminterpretationof thereportedinformation.The regis-
trymay ensureconsistencyof informationwith periodicreviews
of theproceduresof theparticipatinghospitals,re-abstracting
of a samplenumberof medicalcharts,and trainingsessionsand
workshopsof registrypersonnelandmedicaladvisors. (9)
Withoutsuchqualitycontrolmeasurestheaccumulateddatacould
be meaningless.

Anotheraspectof themethodofoperationto be.consideredis
thequesti~nof manualoperationof theregistryversusopera-
ti.onwithmechanicalor electronicequipment.A registrywith
a largenumberof caseswillhavedifficultyhandlingthe
volumeof reporteddata,andservicingthehospitalswithout
theassistanceof automaticdataprocessingequipment.Auto-
mationof registryfilescanassisthospitalswith the follow-
up of patients,and greatlyenhancetheusefulnessof thedata
in theformof frequent”reportsto physiciansand hospitals.
It shouldbe noted,however,thattheneedto accurately
transform(code)and keypunchdatafor computerprocessingcan
be oneof themost time-consuming,difficult,andexpensive
procedures.

considerationof thecostof a centralregistry.The objectives
of theregistryand theireffectiveimplementation,the‘number
of physiciansand hospitalsparticipatingint~e programs’and
thesizeof thecaseloadbearon the costof op~rationof the
registry.Someof the componentsof thecostdf .acentralregis-
tryare:

1.

2.

3.

4.

5.

6.

the employmentof a qualifiedsupervisor(whomay be a
statistician);

personnelneeded for theroutineoperationof the registry
(secretarial;clerical,coders,keypunchoperators);

technicalpersonnel(statisticians,systemsanalysts,
programmers); ,!

.,
computerhardwareor computertime; ~

overheadcosts.whichincludestheuse of one or more large
roomsfor thesupervisor,the otherregistrystaff,and the
computer;‘thenecessarydesks,chairs,ordinaryand special
purposefile cabinets;officeequipment,suchas calculators,
addingmachinesand supplies,telephones,postage~electricity,
etc.;

the the of themedicaladvisorycommittee;
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i 7. specialpurposeregistrystationery,forms,binders,etc.;

I 8. specialpurposebooksandmanuals;
!~
‘1 “9. travelcostsforvisitsto participatinghospitalsto
,; abstractand/orreviewdata,to attendtrainingworkshops,
,, professionalmeetings,etc.

The CaliforniaTumorRegistryestimatesthatthe currentcost
associatedwiththe routineoperationof theirregistry(in-

/ eludingfollow-up)is about$10per new case: This includes,;
salariesand fringebenefits(ina relativelyhighlaborcost
area),computerand otherdataprocessingcosts,fieldvisits
of registrypersonnelto ensurethe qualityof the abstracts
fromthehospitals,thecostof obtainingcopiesof death
certificates,and overheadcosts(rent,furniture,office
equipmentand supplies,telephone,electricity,postage,etc.)
A new registrywitha smallfollow-uploadwill costconsiderably
lessper new casein theearlyyearsof operation.The Cali-
forniaTumorRegistryalsoestimatesthatit costsanother$4
per new caseto reportto eachhospitalon itsown experience;
to answerrequestsfordatafromphysicians,hospitals,and other
agencies;to developresearchstudies;and to preparereports
and publicationsfor distribution.It mustbe emphasizedthat
theseestimatesdo not include.feesor subsidiesto hospitals
to covertheircostsof reportingto Ehecentralregistry,or
the costto theparticipatinghospitalsof maintainingtheir
own registry.

v. SpecialProblems

The organizationand operationof a centralcancerregistrypre-
sentsseveralspecialproblems.Amongtheseare:,,

A. theneedto stimulateandmaintainthe interestand involvement
, of thephysiciansin theparticipatinghospitals.Thismay be

accomplishedby the representativesof thehospitalsby communi-
catingto theregistrytheinterestsandneedsof thephysicians.
Physiciansmustsee theresultsof theirefforts,andmade to
feelmembersof a teameffort.Periodicreportsabouttheir
specialtyand the activitiesof the hospitalsin whichthey
practice,andthe organizationof a professionaleducational
programwhichshowshow theyrelateto thetotaleffortof
cancercontrolin the areacan stimulatetheir,involvement.
Rapportbetweenphysiciansin the participatinghospitals
and the centralregistry’canbe promotedif theirreciprocal
responsibilitiesand obligationsare explicitlystatedand
agreeduponat the outset.
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I
B. theproblemof effecti~equalitycontrol.Themaintenanceof

qualitycontrolis most importantin theoperationof a central
cancerregistry(seesectionIVE on page16 abovefor suggested
techniques).Withoutsuchcontrolthedataand anyresultant
analysisis of dubiousvalidity.

c. the availabilityof qualifiedpersonnel.A centralregistry
thathasmore thanminimumobjectivesrequiresan epidemiolog-
ist,statisticians,systemsanalysts,andprogrammers.These
personsare in greatdemandin healthandotherareas,and
thereis littlelikelihoodthatthissituationwilltiprovein
thenear future. Thus,theshortageof technicalpersonnelmay

,
short-circuitany projectedbenefitsenvisionedby theorgani-
zationof a centralregistry.Considerationmustalsobe given
to the availabilityandretentionof othertrainedregistryk
personneland clericalstaffsincetheyplaya vitalpartin
thedailyoperationsof theregistryandmaintainingthe quality
of the data.

D. theavailabilityof long-termfinancing.Proponentsof a
centralcancerregistrymustkeep in mindthatcostswillcon-
tinueto riseespeciallybecauseof theincreasingvolume,and
increasingdemandswhichwillbe madeon theregistryas its
usefulnessis recognized.Long-rangefinancingarrangements
mustthereforebe made forcontinuationof the facilityif it
is to beworththeinitialefforts.AIso,withoutassuranceof
long-rangesupportthereis likelyto be abnormalturnoverof
personnel.Thismay requireoperatingshort-cutsto thedetri-
mentof the qualityof thedata,and the service and educational
benefits.



I.

II.

REGIOU MEDICALPROGM

Regional‘MedicalProprams

~ C~CER MGISTRY ACTIVITIES

PublicLaw 89-239,enactedon October6, 1965,authorizesthe
establishmentandmaintenanceof RegionalMedicalProgramsto assist
thenation’shealthresourcesin makingavailablethebestpossible
patientbareforheartdisease,cancer,stroke~andrelateddis-
eases. Througha systemof grantsthe lawattemptsto providethe
meansfor conveyingto medicalinstitutionsand theprofessions,the
latestadvancesinmedicalsciencefor theprevention,diagnosis,
treatment,and rehabilitationof patientsafflictedwiththese
diseases.The grantsassistin the establishmentof regionalco-
operativearrangementsamongmedicalschools~researchinstitutions>
hospitals,and othermedicalinstitutionsandagenciesto achieve
theseendsby research,education,and demonstrationsof patient
care. Sincethe enactmentof thelaw representativegroupshave
organizedthemselvesto conductRegionalMedicalProgramsin 55
regionsusingfunctionalas wellas geographiccriteria.Regions
includecombinationsof entirestates,portions“ofseveralstates,
singlestates,andportionsof statesarounda metropolitancenter.
(lo)

Grantsfor CancerRegistryActivities

BetweenJune1966and theendof February1970,about
180milliondollarswereawarded(notspent)to the55 Regionsfor
all‘planningand operationalactivities.Of thisamount,about
128milliondollarswere awardedto 53 RegionsforProjectgrants
sinceApril1967;abouttwomillionof whichhasbeenmade available
in the currentprogramperiodtti18 Regionsfor twentyoperational
projectswith cancerregistrycomponents,in wholeor part. Addi-
tionalfundshavebeenspentby someRegionsfor cancerregistries
forpurposesof programplanning.Exceptfor theRockyMountainCo-
operativeTumorRegistry(page13)registryprojectsare in thebegin-
ningstagesof organizationandoperation,henceit iS too.earlYto
evaluatetheirprogress.Additionalcancerregistryproposalshave
beensubmittedforfundingby RegionalMedicalProgramsand others
are consideringdoingso.

III.AlternativesforSupportandBenefits

The decisionto engagein cancerregistryactivitiesshouldbe
madeonlyaftertheRegionalMedicalProgramhas carefullyconsid-
eredthepurposeand,useof cancerregistriesin a comprehensiveand
cohesivecancerprogram.ARegion may wish to developa’limited
registry,whereasanothermaywishto developonewhichcan provide
extensiveservices.The choiceshouldonlybe madeaftera careful
assessmentof needs,anda realisticevaluationof availablere-
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sources.Regionsthinkingaboutpromotingcancerregistryactivities,
‘maywish to considerone or moreof the followingoptions:

A. To make availabletechniciansto assisthospitalsin the organi-
zationand operationof theirindividualcancerregistries.
Suchtechniciansmusthavetrainingin”registryoperations,and
havesomebackgroundin thepreparationof statisticaltabulations
and reports. To servicelargehospitalregistriestechnicians
alsorequirecompetence”inthedevelopmentandanalysisof
specialstudies,and theuseof automaticdataprocessing
machines.

B. To providefinancialassistanceto hospitalsto enablethemto
organizeand operatetheirregistries.

c. To providefinancialassistanceto oneor morelocal(county)
centralregistries(preferablypopulation-based)whichwoul~
receiveor obtainreportson allcancercasesin theparticipat-
inghospitals.Centralregistrypersonnelshouldbe available
to assisthospitalswith theorganizationandoperationof their
registries,theanalysisof statisticaldata,and the development
of specialstudies.

D. To providefinancialassistancefora Region-widecentralcancer
registry(preferablypopulation-based)whichwouldreceiveor
obtainreportson all cancercasesin theparticipatinghospitals.
Personnelresources,shouldbe the sameas thatforlocalcentral
registriesnotedin“itemC above.

Somebenefitsof theseparatealternativesare:

Supportof
individual

Supportof hospital
Benefits(x) technician(s) registries

1. Readyac-
ces to data
by hospital
staff

2. Encourage
medical
staffpar-
ticipation
& involve-
ment

x“

x

x

x
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Bedfits (x)

3. Training
resource

4. Provide
additional
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11.

12.

IV.
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i

!

I
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x

1t appearsthereforethatmaximw benefitsmay be obtainedby--
‘wayof localand/orregion-widepopulation-basedcentralregis-
tries. In the lastanalysis.thedecisionto supportcancer
registryactivities,and the extentof suchsupport,will depend
upontheirrelativeimportanceas comparedto otherhealthneeds
in theregion,theleadershipandinterestof themedicalcommuni-
ty,and theavailabilityof trainedpersonneland financialre-
sourcesat the timeof initiationof suchactivities,and in the
future.

QuestionsConsideredforSupport

As has beenindicated,theproperorganizationof a cancerregistry
is no simplematterandmustbe approachedwithmuch thought. kOilOw-
ing are someof thequestionwhichstaffof theDivisionof Regional
MedicalProgramsandreviewersconsiderwhen evaluatingproposalsfor
supportof a registry:

A. How doesthisnewregistryactivityor expansionof an existing
registryfit intotheoverallcancerprogram

B. Are theobjectivesclearwithreferenceto:

in theRegion?

1.

2.

3.

4.

5.

patientservices,

follow-upservicesforphysiciansand hospitals,

thenumberof physiciansthatmightbenefitfromprofessional
educationalprogramsutilizingregistrydata,

whethertheregistryactivitywill attemptanY uniqueservices
to patients,physicians~hospitals,,thecommunity,(with
examplesof suchpossibleservices),

.,
‘howthe registrywillfulfilla regionaland/ornationalneed,
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c.

D.

E.

F.

G.

H.

I.

J.

K.

L.

6. the
and

7. the

use of registrydatain publiceducationalprograms,
possibly,

kindsof researchstudiesanticipated?

Does theproposalincludedocumentationor otherevidenceof
cooperativearrangementswith:

1. medicalsocieties(county,state),

2. the administratorsand staffsof

3. otherprofessionalorganizations
surgeons,dentalsociety,etc.),

4. paramedicalgroupsandvoluntary

participatinghospitals,

(pathologists,radiologists,
and

organizations?

Willthemedicaladvisorygroupof the proposedregistry(which
willconsiderregistrypoliciesand operatingquestions)be
representativeof the participatinghospitalsandprofessional
groups?

Howmanyhospitalsare to be includedin the.centralregiStrY,
how manyhospitalshavecancerregistriespresently,what is
the estimateof the cancerloadin eachof theparticipating
hospitals,and theanticipatedcombinedcancerloadovera five
yearperiod?

Whatwill be thecompositionof
andauxiliary,availableto the

Whatmechanismis to be usedor
participatinghospitals,and to

the personnel,bothtechnical
centralregistry?

developedto trainpersonnelin
reviewthecompletenessand

accuracyof theabstractstheywill submit?

Howwill additionalhospitalsbe phasedintoithesystem,and at
whatrate?

Whatkindsof automaticdataprocessingequipmentwillbe used,
andwhat is thebasisfor theselection-oftheequipment?

Will competencein the developmentof softwarebe required,what
‘personnelor the willbe neededfor this,andthe cost?

Whatare thejustificationsfor thebudgetdata.forpersonnel,
space,furniture,.equiprnentJsupplies,travel,etc.?

Whatothersources”ofsupportwillbe availableduringand after
fundingby theRegionalMedical’Program?
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.
v. Consultation

Beforea RegionalMedicalProgramsubmitsa registryproposalto the
Divisionof RegionalMedicalProgramsforfundingit issuggested
thattheytry to profitfromtheexperienceof previouslyfunded
and existingregistries.Technicalstaffis alsoavailablefromthe
Divisionto assistin thedevelopmentof hospitalandcentralcancer
registryprojects,and the trainingof registrypersonnel.Requests
forsuchassistancemay be addressedto:

Chief,OperationsResearchandSystemsAnalysisBranch
Attention:Mr.AbrahamRingel
Divisionof RegionalMedicalPrograms
HealthServicesandMentalHealthAdminis~ration
ParkIam Building,Room 10-49
5600FishersLane
Rockville,Maryland20852
TelephoneNumber(301)443-1800



AppendixI

BasicStandardsforCancerPrograms(2)

A.AccredltationofhospItal
1.Onlythosehospitalswhichareaccredited

bytheJointCommissiononAccreditationof
Hospitals*I be consideredforapproval.
Shouldahospitilforfeititsaccreditationafter
receivingapprovalofits@ricerprogram,ap-
provalwi~bewithdrawn.Thehospital@ricer
programwillbereevaluateduponrequest
whenaccreditationisrestored.
2.Intheevaluationofnonhospitalmedical

institutionswithcancerprograms,onlythose
whicharecertifiedbythecountyorstatemedi-
calsociemtilbeconsideredforapproval.

B. Hospital committee. TheClinialcancer
activitiesprogramistobeundertheguidance
ofacommittieoncancercomposedofrepre-
sentativesfromtheseveralmedicalspecialties
concernedwiththediagnosisandtreatmentof
cancer.Itis.suggestedthatrepresentativesof
thedepartmentsofsurgery,radiotherapy,
pathology,internalmedicine,gynecologyand
generalpracticebesasignedtothecommittee,
withadditionalrepresentativesasdesired.

C. Clinical progrem. TheAmericanCollegeof
Surgeonshasestablishedthefollowingminimal
standardsforhospitilandotherrecoguiaedin-
stitutionalcancerprograms.TheCollegerecog-
nizesthat1-1situationsmaycanformodi-
ficationswhichfactiitateoperationofthepro-
gram,andmakesprovisionforindicatedvari-
ationswhichdonotaltertheestablishedbasic
principlesandpolicies.
1.Theclinicalprogramistobeconducted

undertieafofitiatedandapprovedbythe
medicalstaffandconfirmedbythegoverning
body~fthehospitalorclinicinvolved.
2.Clinicalcancerconferencesandcancer

educationalactivitiesareconductedbyanap-
pointedgroupwhichmaybethesameasthe
hospitalcommitteeoncancer.A memberof
thegroupshallbeappointidasdirector.Aux-
Uiaryprof-ionalandsecretarialpersonnel
aretobewignedb thegroupaccordingto
theneedsforefficientoperation.
3.Nonprivatepatientswith@ricerorsus-

pectedmncershodd,seamattirofpolicy,be
referredb thecancerclinicalconferenwfor
consdtation.
~ 4.
sent

Physiciansshoddbeencouragedtopr+
theirprivatepatientstOthecofieren=.

27

Thereshouldbeaclearunderstandingthatthe
dtimateresponsibilityremainswit~thepa-
tient’sphysician.
5.Clinicalconferenceswillbeheldregu-

larly,preferablyweeMy.Consdtativesessions
shoddbeheldbetweenregularlyschedded
conferenceswhennecessary,toavoiddelayin
institutingtreatment.Theconferenceswill
provideconsultationserviceonly,orconsdts-
tionandtreatmentservice,accordingtothe
policyestablishedbythemedicalstaffandcon-
firmedbythegoverningboardofthehospital.

a.

b.

6.

N membersofthehospitilstaff,includ-
inginternsandresidents,andphysicians
inthecommunity,shoddbeencouraged
toattendtheconferences.
Minutesofthesessionsshoddcontaina
recordoftheattendance,thecasescon-
sidered,andotherpertinentinformation.
Thecancerclinicalactivitiescommittee

shouldinitiateprofessionaleducationalactivi:
tiesandencourageclini~lresearchincancer.
Itshoddrenderanannualreportincludingan
evaluationofthedatacon@inedinthecancer
registry,asummaryoftheminutesoftheclin-
icalconferences,andrecommendationslead-
ingtoimprovementincancercontrol.
7.men therapyispartofthetotalpro-

gram,adequatefacilitiesandequipmentshall
beavailablefordiagnosisandtreatment.

8. Responsibilityforlocalfiscalsupportof
thecancerprogramrestiwiththeindividual
hospital.ThereisnogeneralformtiatofitaH
institutions.Rnancingoftheprogramshould
dtimatelybeapartofthehospi~lbudget.

D. Registw. Aninstitution-wide,cancerreghrtry
shallbeinoperation:
1.Toprovideservicetothepatientbysesur-

inglifetime intewalfollow.through examinations,
regar~essofeventualitiessuchaschangeof
residence,retirementordeathofthepatient’s
physician,aswellaschangeofresidenceofthe
patient.Aregistryhastheadministrativecapa-
bilityofremindingboththephysicianandthe
patientthatitistimefora r~xamination.
Meaningfdfollow-throughcanbeaccompliehed
onlybyathoroughexaminationbyaphysician.
Thisfactiitatmearlyrecognitionoflocalrecur-
rencesandmetas- andearlydiagnosisofa
newprimarymncer.

(Continuedon nextpage)
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2. To providethehospitalstaffwithstatisticalreports
on site,stage,methodof diagnosis,treatmentand resultsfor
all patientswithcancertreatedin thathospital.Onlyif the
follow-throughexaminationsaremaintainedat a levelapproxi-
mating100 per cent,will theaccruedstatisticaldatabe
meaningful.

E.

are
The

Reportson survivaland endresults.

1. Reportsbasedon dataobtainedfromthe cancerregistry
to be presentedat leastannuallyto thehospitalstaff.
reportsshouldincludeanalysesof dataon survivaland end

resultsforvarioustypesof cancer.

2. The periodicreportsbaseduponregisterdata’will
serveas a guidefor the careof cancerpatientswithinthe
hospitalandwillbe usefulin developingtheover-all.hospital
cancerprogram. Thesereportsareoftena stimulus,for clinical
investigationsand researchby pointingout theareasinwhich
studiesare especiallyindicated.

3. The hospitalwillhaveavailable,at the timeof survey
of the cancerprogram,evidencethatperiodicreportsare being
submittedto thehospitalstaff. A copyof thereportmustbe
submittedto the fieldrepresentativeof theCollegeat the time
of survey,togetherwitha descriptionof themethod”ofdistribu-
tionand presentationto the staffmembers. Thesereportsibased
on statisticaldata.fromthe cancerregistry,willbe given
greatweightby the Commissionon Cancerin evaluatingprograms.
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ITEMSOF INFORMATIONFOR,CANCERREGISTRIES

On August5, 1968,theDivisionof RegionalMedicalProgramsbrought
togetheran ad-hoccommitteeof representativesfromtheAmerican
Collegeof Surgeons,theEnd ResultsSectionof theNationalCancer
Institute,theAmericanCancerSociety,severaloperatingregistries,
and consultantsto discussrecommendationsfor itemsof informationto
be collectedby cancerregistries.

The informationthatfollowsrepresentsthe generalconsensusof
thiscommitteeand is intendedas a workingpaperfor consideration
by on-goingregistries,organizations,and institutionsplanningregis-
try programs,and by variousnationaland regionalb~dies. It is not
intendedas a set of criteriaforapprovalof a registryby any
recognizednationalbody.

The itemslistedhavebeengroupedintotwocategories:Coreitems
and OptionalItems. ~ereas theCoreItemsare generallyconsidered
desirable,theydo not representminimumrequirements.One memberof
thead-hoccommitteesuggestsshiftingof severalitemsfromCoreto
Optionalandviceversa.For example,he suggeststhatthe historyof
diagnosisand treatmentof eachpriorcancerbe listedas Optional,but
thatperformancestatusbe listedas Core. Anothermemberfeelsthat
performancestatusbe listedas Core. Anothermemberfeelsthatthe
listis a compendiumof informationthatshouldbe in the hospital
recordratherthana guidefor developinga cancerregistryabstract.
Obviously;theamountof information’tobe abstractedroutinelymustbe
gearedto thepurposesof eachindividualregistry.Additionalinforma-
tioncanbe abstractedon selectedseriesof caseson a specialstudy
basis,in orderto answerspecificquestions.

In orderto tiplementthe collectionof the informationlisted,a
registryprogramwillhaveto developspecificoperationalprocedures,
definitions,and codes. The developmentof basicallyunifom.definitions
and.codesto facilitatepooling“andcomparisonof datais a desirable~
gotil.Experiencein a numberof well-establishedregistryprograms
providesa basisfordeveloping.appropriateguidelinesto promoteuniform-
ity.
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ITEMSOF INFO~TION FORCANCERREGISTRIES

COM ITEMS

* Not requiredat CentralRegistry
** Not requiredat LocalRegistrY

A. Identification:

1. Hospital‘- nameor codenumber

2. Patient

a.

b.

c.

** d.

e.

* f.

* g“

h.

i.

k.

1.

Name-- surnamesfirst>middle
husband’sfirstname
(changesin name)

Chartnumber(s)

HospitalregistrYaccessionnumber

Centralregistryaccessionnumber

Address- street,city,(county),
(changesin address)

phonenumber(andchanges)

Relative(S)or othercontact(s)

1) Relationship

2) Name,address,phonenumber

Race

Sex

Dateof birth-- month,daysYear

stateszIp code

Age at a&ssiOn forpresentcancer

Writal status-- single,married,widowed,divorced,
or separated
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f

B.

c.

**

History:

1. Priorothercancer(~cept fornon-melanoticskincancer)

a. No, yes

b. If yes -

1) Numberof priorprimaries

2) Diagnosis,date,treatment,andplaceof treatment
foreach

2. Priordiagnosis

a. No, yes

b. If yes -

1) Nameof

of presentcancer

hospitalor

2) Diagnosis(siteand

3) Methodof diagnosis

physician

type)anddate

-- histology,hematology,cytology,
x-ray,clinicalonly,other
(specify),not reported

4) Was treatmentgiven?

a) No, yes,notreported

b) Typeof treatmentand date(s)

Diagnosis(presentcancer):

1. Sequencenumber(excludingpriornon-melanoticskincancer)--
One prtiaryonly
Firstof two or moreprtiries
Secondor laterprimary
Unspecifiedsequencenumber

2. Primarysite-- minimumdetailas per ICD (8threvision),or as
perManualof TumorNomenclatureandCoding,
1968revision
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3. Dateof initial

4. Confirmationof

5. Histopathologic

a, _ologic

diagnosis(maybe clinical)--month,year

diagnosis-- histology,,hematology,cytology,
x-ray,clinicalonly,other
(specify),autopsy,not reported

diagnosis

type-- detailas perMnual of Tumor
NomenclatureandCoding,1968revision

b. Dateof hi~topathology

6. Extentof disease--assessmentof extentof diseaseat initial
treatmentbasedon all informationavail-
ableduringfirstcourseof treatment

a. Summaryclassification
In-situ
Localized,i.e.,hasnot extendedbeyondprimarysite
Regional

Regionalnodeinvolvement
Directextensionto adjacenttissues
Regionalnodesplusdirectextension
Not,otherwisespecified

Distantor diffusespread

b. Basisof assessmentof extentof disease‘- hi9toPatho10gyY

D. Treatment:

1. Firstcourse--

surgicalexplora-
tion,x-ray,
clinicalonly,
other (specify)

includealltumor-directedtreatmentsthatwere
part.of theinitialattackon the cancer.
Hxcludeany’treatmentgivenbecausethe first
prescribedcourseof therapyfailed.

a. Dateof initiationof tumor-directedtreatment

b; Identifyeachtypeof treatmentgivenanddateinitiated.
The majortypesof treatmentare: surgery,beamradiation>
otherradiation;chemotherapy,hormonetherapy,endocrine
surgery,and endocrineradiation.
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2. Subsequenttumor-directedtherapy

a. Recordas per firstcourse

b. For codingpurposesit is sufficimtto combineall
subsequenttreatmentto identifytYPesgiven

E. FO11OW-UP:

Dateof contact(ordeath).1.

Typeof contact,e.g.,medicalexamination>
letter,phonecall

2.

Vitalstatus-- aliveor dead3.

Diseasestatusat lastcontactor death
findings)

No evidenceof anycancer
In remission
Evidenceof cancer
Residual(neverfreeof thiscancer)
Reappearanceof thiscancer
Othercancerpresent,butno evidence
Cancerpresent,but originnotknown
Unknown

(includingautopsy
4.

of thiscancer

5. causeof death

Per deathcertificatea.

per bestavailableinformation,includingautoPsYfindings;b.
indicate source

fromdateof firstdiagnosisSurvivaltime-- yearsandmonths6.

forpatientfollow-upPhysician(orclinic)responsible* 7.

,,. .“ 33
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OPTIOW IT~S*

A. Identification:

1. Locationof hospital-- cityor county

2. Patient

a. Maiden name

b. Socialsecuritynumber-- may be usedin lieuof accession
numbers

c. Employer-- name,address,phone

d. Insurancecompany

e. V. A. claimnumber

f. Itemsof epidemiologicinterest,,e.g.~occupation~county
of birthof patientandparents,menopausalstatus,etc.

B. History:

i. Priorskincancersotherthanmelanoma
Sameinformationas for otherpriorca~ce~s

2. Delay (monthselapsed)-- variousintervalsmay be computed
by recording:

a. Date of firstsymptoms

b. Date firstsoughtmedicaladvice

c. Date of firstdiagnosis

d. Dateof initiationofgreatment

c. Diagnosis:

2. Detaileddescriptionof locationof primarytumor

3. Multipletumorswithinprbry site-- informationon multiple
tumorsshouldinclude
locationandhistology
of each

*outlinelettersandn~bers relateto the lettersandnumbersunder
CoreItems.
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a. At initialdiagnosis

b. ~er time (dates)

5. Histopathologicdiagnosis

a. Sizeof tumorin cm.

b. Descriptivesummary(includingtypeof specfien)

c. Identification

a. Slidenumbers

6. Extentof disease

of laboratoryor pathologist

a.“-Amore detaileddescriptiveschememay be usedprovidedit
is compatibletith the summaryclassification.

b. Detaileddescriptionin textformor via a checklist
(includingbasesof assessmentof spreadto different
partsof thebody)

7. Clinicalassessmentof extentof disease

a. SummaryclassificationperAmericanJointCotiittee

b. Detailed

D. Treatment

1. Firstcourse

descriptionin textformor via”achecklist

a. Descriptionof each’typeof treatment,includingextent
of surgery;radiationfieldsanddosage;specificchemo-
therapeuticagents,route,anddose;anddateof completion
of eachcourse.

b. If no tumor-directedtreatmentwas given,statereason

c. If otherthanoptimaltypeof treatmentwas iiven,or if
treatmentplanwas modified,givereason

2. Subsequenttumor-- directedtherapy
Descriptionof eachtypeof treatment
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3. Supportivetherapy-- descriptionand datesof non-tumor-
directedtreatments,suchas by-pass
surgeryand bloodtransfusion,par-
ticularlywhen thiswas the only
treatmentgivenor when it preceded
thefirsttumor-directedtreatment

E. Follow-up:

1. Dateof firstreappearanceof disease,or statementthatpatient
was neverfreeof disease

2. Timeelapsed(yearsandmonths)fromdateof initiationof
treatmentto firstreappearanceof disease

3. Performancestatus-- at eachhospitaldischarge,or at each
contact

a. Classification
Normalactivity
Asymptomatic
Symptomatic

Unableto work
Capableof selfcare
Not capableof selfcare

Severelydisabled
Not teminal
Terminal

Dead
Not reported

b. If disabled,is disabilityprimarilydue to otherdisease--
yes,no, not reported

5. Causeof death-- summaryof autopsyfindings

6. Survivaltime-- yearsandmonthsfromdateof initiationof
treatment

7. Otherinterestedphysician
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CancerRegistryAbstract

NAME (lati) [First) (Middle) (Spou$d’

.,
ADDRESS INo. and Strmtw R.F.D.) (Ci*) (CwnW) (stateZip) (PhoneNoJ

g
F
~ DATEOF BIRTH SH (chwkone)
G

RACE(eh-kono) MARITALSTATUS

G ~ale —White —Never marrid
g ~emale —Nqro ~artied

~n.1.dian —
b —Othefi~.& —
z
* NAME,ADDRESS,AND REMTIONSHIPOF TWO CONTA~S
~

1.

2.

PRIWY SITEOF THISTUMOR

I

State Regi5t~No.
fleaveblanu

%cial%curi5yNo.

HosptialReght~No.

Nameof HosptiaIand
HospitalChadNo.

Dateof Admi*ion
(Month,day;andyeao

Date of Diwhwge
(Month,dq, andyead

]H’sToLoG[cMDIAGNOSIS(s.mm.v.fpd~.fwy ,.pfi)

I
BASISOF DIAGNOSIS

E~u*q ~.rq —Originally clinicalor X.rOy,microwopicconfirmationIatw
—Hiti@y —Clinical Only —Unknown

$ STAGEOF DISEASE(ch=k on.)
E
k —In Sti ~wional withregionolnode5plus
g ~aliz~ d;ra extension
: ~egional tith dir~ eti.nsiento
z

~agional, notothewimspecifid
odi-nt tisu-

$
~istant w d;ffuwspr~d

~~ional withregionalado
Inwlwment

—Not rwded

5
g PMCE FIR= DIAGNOSED(Nati andMdresof D-or w Hospital)
~

DATEFIRSTDIAGNOSED
(Month,day, and year)

&
za
n
~ PkACE(S),NPE(S),AND DATE(S)OF TREATMENTPRIORTO THISADMISSION.g
n>
E

g NPE(S) OF nEATMENTAT THIS ADMISSION:
a
~ ~qeq
: —Mm raditi.on Rwordodual trntient:
g —~er rdiation

—Chmotberapy .
~omone thwopy

NME AND ADDRSSSOF ATTENDINGPHYSICIAN INTERVALTO FOLLOW-UP
(cbmkono)

$
~ — 3 months
i NwE AND ADDRESSOF REFERRINGpmslcl~ . — 6 months5& —12 months.,

I I

Nomeof Pemn WbmiW.q Ropwt Date

IRwicwd by ‘M.D.
I



DATE

., —

PA~ENTSTATU

—

—

—

—

—

-
●SOURCEOF CONTAm:

H+~ibl madmidon
C+Inktidt

FOLLOW-UP INFORMATION
AND STAGEOF DISEASE I

—

1

* ,,
:
3
R “
H

s

g

~

F
c

& “

,,
,,

PHYSICIANOR HOSPITALR~PONSIBLEFORFOLLOW-UP

**QUALITYOF SURVIVAL
A+apable of normaladivi~: ~.mptomatic

H-fs ti~ wifi ph~iml examinti.on S+apable of normalactitity: Symptomatic
NP+tio/s OWWwitfroutp~ical examination C-inapable of nomal adivi~: Capableof -lf~re

N7ublk h-~ num NC-Inapablo of normaltivityt Not capableof mlf~m

P*I* *nt mnte kwrely disabld: Nottiminal
Mor, ~~ in Rema& -Iumn T-erely dimbld: Terminal

CAUSEOF DUTH
AUTOPSY:Yes No Not ~~

A~NDING pHYSICIAN

REF~lNG PHYSICIAN
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PATIENT INDEX CARD

‘NME HOSP. NO,

ADDRESS REG. NO.

RACE

BIRTH DATE SEX

DIAGNOSIS

DATE OF DIAGNOSIS

REFERRED BY

CAUSE OF DEATH
AND DATE

FOLLOW-UP CONTROL CARD

NME: REG. NO.

ADDRESS:

SITE: DATE DIAGNOSED:

DATE OF LAST
DOCTOR

TYPE OF
.FOLLOW-UP FOLLOW-UP REMARKS.

,.

. . . . .
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OrganizationalPlanforCancerPrograms

,

Administrator
and/or

JointConference
Committee

I
I

Medical Staff
(Executive 1.

CICommittee
an

Tissue B“ElB&s
I

Cancer
Research

Cancer Cancer
Education Cancer Clinical Clinical
Program Activities Records

& .

I I

Cancer CancerConsultation
Consultation (or) and Treatment

Service Service

1
I

I
I
1

ConsultativeStti ActiveStaff Ancillay Personnel

FromvariousSPC1OIWgrovp con- Mfnimum 1.SecreW~
cernedwlfimoiagementofccmcer 1. fiecutiveOfficer(Director) Z Mdicol SWicclWorker

2. Surg=n 3. Num
3. PO*OlOgid
4.Rodlologist
5. Infornis?
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C05tConsiderationsin theoperationof ~ HospitalCancerRegistry

Themajorcostin theroutineoperationof a hospitalcancerregistry
is forsecretarialhelp. Ideally,a cancerregistrysecretaryshould
havetrainingand knowledgecomparablet. thatof a medicalsecretary,
with someaptitudefor elementarystatisticaltabulations.In general,
thepay scalefor a medicallyknowledgeableregistrysecretaryiS
comparableto thatof a medicalsecretary.Thehighersalaryfor such
a person,as comparedto thatof a generalsecretary,willbe more
thancompensatedforby lowerturnover~ greaterefficiency>and accuracy
in abstractingmedicalrecords.However,in theabsenceof sucha person,
an alertgeneralsecretary,withn. more thana highschooleducation
can operatea registryof moderatesizesuccessfully,providedshe
receivesadequatetraining,and closesupervisionandguidanceby the
medicalconsultant.Respondentsto a surveyof registriesapprovedby
theAmericanCollegeof Surgeonsreportthat64 percentof the registry
personnelhad eithera highschoolor secretarialschooleducationand
thatsuchpersonnelcouldbe trainedto perfo~ adequatelywithin
twelveweeks.7

The personneltimerequiredto operatea hospital,cancerregistry
is not ody dependentuponthe knowledgeand abilityof the secretary,
but alsothe followingvariables: (1)the sizeof thehospitaland the
volumeof the cancerload; (2)theamountof detailto be recordedon
theabstractform; (3)theavailabilityof medicalcharts(inpatient
and outpatient);.(4)the completenessand legibility.ofthemedical
charts; (5) the availabilityof informationfromthepathology
laboratoryand the departmentof radiology;and (6)theresponsefrom
physiciansand othersfor follow-upinformation.TWO of everythree
registriesreportedthattheirsecretariesworked40 or fewerhoursper
week.7

It is estimatedthata secretarywill requirea maximumof one hour
to completelyregistera new cancerpatient,andan averageof one-half
hourper case,to obtainand recordfollow-upinformation.Thisis
predicatedon ,theassumptionthat,variablesthreeto sixmentionedabove
are favorable.For example,if thesecretarymusthuntformissing
medicalcharts,or for informationmissingfromthecharts,or if she
has to sendseverallettersto physiciansand follow-upcontactsin order
to obtainadequatefollow-upinformation,moretimewillhave to be
allowed. Estimatesof theoptimumandmaximumnumberof actualwork
hoursofsecretarialhelprequiredperweek to carryout the routine
workof maintaininga hospitalcancerregistryfor15 years,per 100 new
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cancerpatientsannually,are presented
in the tableon theright. These
estimatesincludethepreparationof
routinemanualtabulationsof the
registrydata’,at least.annually.How-
ever,theseestimatesdo not include
timeto answernumerousinquiriesand
requestsfor information,or to code
datafor computerprocessing.Addi-
tionalprovisionmustalsobe madefor
work-breaks,sickness,andvacation
time.

To thisshouldbe addedthecost
of the’timeof physiciansand statis-
ticalpersonnelto supervisethe
registryand prepareanalyticaland
specialstudyreportsto evaluate
themanagement.of cancerin the
hospital-- the fundamentalreason
for theregistry.Theseadditional
costswillvaryaccordingto the
interestsand needsof themedical
staff.

The overheadcostsof a.registry
mustalsobe considered.It is
desirablethatthe registrybe located
in a separateroomso thatthesecre-
tarvmay worktith a rninimmof dis-

Estimates of the Optimum and Maximum
Numhrof HOUrSpar W~kof Secretarial
Help Requirsd fOrthe Routine Operation
ofa Hoapltal Canar Registwfor 15

YearslPer 100 NewCanur
PatiantsAnnuaflF

1stYear
2ndYear
3rd Yaar
4th Year
5th Year
6th Year
7th Year
8th Year
9th Year

IOth Year
llthYear
12thYear
13thYear
14thYear
15thYear

NOTE:

Optimum Maximum

1.9 1.9
2.5 3.0
2.9 3.9
3.3 4.7
3.7 5.4
4.0 6.1
4.3 6.6
4.6 7.2
4.8 7.7
5.0 8.1
5.3 S.6
5.4 S.9
5.6 9.3
5.8 9.6
5.9 9.9

1Ba8ed an wdval emerience, reported in the
California Tumor Reg{strg Monograph “Can-
cer Registration and Survival in CaZifornfa.”

2There ie a great deal of variatton in the rela-
t$wship between the number qfbed8 and neW
cancer patienta. In California, the caselbed
ratio ranged from 0.7S inCmntg h08pita18 to
1.61 {n fltivate h08Pitaz8. Th-e estimate8 are

,baaed on a one-to-one rdati0n8hiP of new pa-
tients annually and the average daily total
bed, qayacitv.

tra~tio~.Personnelwillrequiretheusualofficefurnitureand equip-
ment’includingletterfilecabinet(s)to housecancerregistryabstract
forms,smallcabinet(s)forthepatientnameand fOllOw-UPcontrol
files,and secretarialand clericalsupplies.The hospitalmust also
providebasicreferencebooksandmanuals,follow-upaids,a telephone,
andpostage. Finally,registryformsand formlettersmay be purchased
commercially,or be preparedandreproducedby photo-offsetfor about
$50per thousand.
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