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MATERIAL & METHODS

RESULTS
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Cancer registries are an essential
component of the national effort to
initiate cancer control activities by
setting up Hospital based cancer
and Population

data

To elucidate and overcome the
accrual
Nuclear Power Plant Locations,
Special registry areas and obtain
incidence and mortality rates in

hurdles in the

Four PBCRs were setup in NPP locations in India under Tata Memorial Centre (TMC), Mumbai since 2012. They are located in Palghar
(Maharashtra), Kaiga (Karnataka), Kakrapara (Gujrat) and Rawatbhata (Rajasthan). Data collection: (i)Visit to hospitals, pathology laboratories,
vital statistics department, primary health centres, Anganwadis etc. after due notifications and permissions. (ii) By telephone calls. Tools: (i) A
pre-designed core proforma after pilot testing, that included demographics, diagnosis, site and histology, clinical extent of disease, staging and
treatment details and follow up was used. (ii) Tablet-PC was utilized to capture data and record it in real time, besides a hard copy of proforma,

It was a challenge to collect data from NPP location population due
to non complaisance from source and patients etc. Operational
cost was different for each registry. The cost per case in low
volume registry ranged from 11,000/- in Palghar to 14,350/-in
Kaiga. Till date in the last 8 years , the four registries have accrued

elaborate medical treatment)

2012 onwards till date.

health care access and facilities.
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based cancer registry (PBCR). this area. helping in quick transmission of data to the central registry database in TMC, which is useful to check duplicates, incomplete cases etc. online. more than 10,000 cases and coverage improved over the years due
to counselling and better awareness.
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DISCUSSION & CONCLUSION

Some cost differences by volume is explained by the large fixed cost required for administering and performing registration activities due to difficult geographical terrains and automation will improve data collection potentially and reduce overall costs. Problems in Cancer

Registration in developing countries are well-known; nonetheless, due to the continued efforts and pursuance and hard work of the registry personnel, we could overcome many of the problems/hurdles during the past years. Results of these registries are presented along with the

challenges faced during it operations and this efforts have given lessons and methods on how to overcome the problems faced in the rural areas of India. Results suggest that the compliance of medical facilities personnel, district authorities have improved and the outcomes are a
proof of the cooperation given by the various authorities. In just a few years time, the registry data has given a leads on the cancer burden in the community. Results of these registries are comparable with those of the Indian Rural Cancer Registry in Barshi.




