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The Minnesota Cancer Surveillance System (MCSS) was originally designed as a pathology-based cancer indexing system that would be used for describing cancer occurrence and for supporting population-based cancer research. We began collecting information on Minnesota residents diagnosed with cancer and other reportable tumors as of January 1, 1988. Prior to 1995, all the required information for a cancer report could be obtained from a pathology report and medical records face sheet (which we refer to as “source documents”) – provided the diagnosing pathologist recorded the cancer’s incidence status. Hospital-based cancer registries were, however, an important source of information on cancer diagnoses.

Beginning with the 1995 diagnosis year, the MCSS expanded our data set to include race, staging and treatment information. The expansion of the data set was funded through the National Program of Cancer Registries, and it meant that source documents would no longer be sufficient for creating a complete MCSS tumor record. Because hospital-based cancer registries routinely collect all of the required variables and submit the information as “registry abstracts,” the data set expansion made the contributions of hospital-based cancer registries even more critical to the efficient operations of the MCSS. 

Since many patients are seen at several different facilities in the course of their cancer diagnosis and treatment, some cases are reported both as source documents and as registry abstracts. The MCSS has a computerized record consolidation program, which selects the “best” available information on a given tumor from among all the reports on that tumor, setting flags for cases that need additional review or follow-up. The resulting consolidated tumor records (one record per primary cancer) are then used as the basis for generating statistics on cancer occurrence in Minnesota.

After consolidation, tumor records that are derived solely from source documents require active follow-up at a facility to fill in the information that is available only through chart review.  MCSS staff thus spend much time traveling around the state, reviewing medical records and filling in the missing data items for tumor records for which no hospital registry report is ever received.

Reporting patterns have changed over time, reflecting the number of hospital-based cancer registries in existence during any given year. Figure 1 shows that, among all individual reports received at the MCSS, the percentage of source documents has decreased over time from 60% to 40%. When considering consolidated tumor records (Figure 2), however, the percentage of tumors reported both as source documents and as registry reports has remained fairly constant (about 20%) over the same period. This is because of the increase in reporting by hospital-based cancer registries (from 40% to 60% between 1988 and 2002).

Virtually all hospital registry reports have always been submitted to the MCSS as electronic case summaries.

In contrast, most source documents have been submitted on paper. The latter reporting pattern is beginning to 

change. As more pathology laboratories implement computerized systems, they are developing the ability to submit electronic pathology reports (often referred to as “E-path reporting”). The MCSS began working with three health systems in 2004 to implement reporting in HL7 format. Once the pilot project is completed and all the software is in place at the MCSS to receive, parse, store, and process the E-path reports, additional labs will be given the opportunity to move to electronic reporting. Because of the personnel and software costs involved for the laboratories and the MCSS, the MCSS does not plan to require facilities to make the change to E-path; however, participating laboratories and the MCSS expect to increase efficiency by spending less time and money on paper, photocopying, postage, and staff review time. E-path reporting will also allow real-time reporting, which may provide the opportunity for more patients to participate in studies for which the MCSS is involved in patient recruitment. 

The MCSS appreciates all the work done to report cancer throughout the state and bordering regions of our neighboring states. The source document reports are essential for a complete registration system. The hospital registry reports contain more information and reduce the amount of follow-up work that needs to be done by MCSS staff.


1. If a patient has a biopsy at a physician’s office while living in city A, and moves to city B before treatment, what is the address at diagnosis?
Address at diagnosis and current address are two separate data items. Current address is where the patient now lives and may change over time. Address at diagnosis is where the patient was living at the time the cancer was diagnosed, in this case, city A. This address does not change over time. In the ROADS (Registry Operation and Data Standards), the address at diagnosis for non-analytic cases was defined as the address where the patient was living when first seen at the registry hospital. This definition no longer applies in FORDS (Facility Oncology Registry Data Standards), which requires the actual address at diagnosis for all cases, non-analytic as well as analytic.  Addresses at diagnosis for non-analytic cases may be elusive, but every effort should be made to find the information and report it correctly, since a Minnesota address determines whether a case is included in the MCSS database. Every effort should also be made to identify the address at diagnosis versus the address at time of abstracting, particularly if patient addresses are copied into the registry from computerized systems which maintain only the most recent patient address information. 

Residency rules for students, military, homeless, snowbirds, and others are discussed on pages 20-21 in FORDS. 
2. If a patient has a history of a hematologic disease which was diagnosed prior to 2001, and the disease transforms to another hematologic disease in 2001 or later, how many abstracts should be entered into the registry?
This depends on whether the two hematopoietic diseases are reportable prior to 2001 (ICD-O-2) and considered to be the same disease process according to the tables for lymphatic/hematopoietic diseases. If the hematopoietic disease was reportable prior to 2001, transforms to a different histology in 2001 or later (ICD-O-3) and is determined to be the same disease process according to the hematology tables, only abstract the case one time using the pre 2001 diagnosis date and histology code.

If the pre 2001 diagnosis was not a reportable condition (i.e. refractory anemia, myeloproliferative disorder) but has transformed to a reportable histology in 2001 or later, the new histology should be abstracted, even though the cases may be determined to be the same disease process. See “Exception to sequencing guideline #4” on page 50 of SEER’s Abstracting and Coding guide for the Hematopoietic Diseases. Registries that chose to abstract non-reportable hematopoietic diseases prior to 2001 should also follow this guideline in determining whether to prepare a second abstract for cases with a transformed histology in 2001 and later. If you need a copy of the SEER hematology book, please contact your field service representative.
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