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Mohsen A. Isaac, M.D., Chief, Radiation Oncology; Michael Semon, MS,
DAVR, Medical Physicist; Judith H. Figura, M.D., Radiation Oncology;
Debbie Burkhardt, RT, (R) (T) (CT), Director, Radiation Oncology;
Stephen Salvini, RT, (R) (T), Radiation Therapist; Christopher Sagosky,
RT, (R) (T), Radiation Therapist; Marcie Moessner, RT (R) (T), Radiation
Therapist; and Michele Haftman, RN, Radiation Oncology
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Message From The Chairman

Andrew J. Zahalsky, M.D.
Chairman
Oncology Committee
As Director of Medical Oncology
at Monongahela Valley Hospital
(MVH) and Chairman of the Oncology Committee, it is my privilege
to present you with our 2013 Cancer Annual Report. The Oncology
Committee of MVH is a multidisciplinary committee of physicians
and support staff that is entrusted
with overseeing the many activities
of our Vision of Hope Cancer Care
Program. Each year, we look back
at the progress made in the previous
year and set goals for the future. For
example, this 2013 Cancer Program
Annual Report will discuss progress
made in 2012. In addition, each annual report summarizes our ongoing
efforts to improve our programs this
year and contains a statement of our
goals for continuing advances both
this year and next.
During calendar year 2012,
Monongahela Valley Hospital con-

tinued to upgrade its equipment, facilities and staffing arrangements to
ensure that we are providing state of
the art cancer care in a high quality
setting. In 2012, MVH completed
several of the upgrades to our facilities envisioned by the Focus on
the Future fundraising campaign.
These included both expansion
of, and upgrades to the equipment
within, our surgical suites so that the
latest technology can be utilized intra-operatively. Our Radiation Oncology department also continued
to expand its service line utilizing
the advanced technology acquired
in 2011. Even though our Radiation
Oncology department possessed
the most state-of-the-art equipment
available in 2012, it is notable that
we have also pre-ordered additional
equipment, which was not available
in 2012, but which will enhance our
Steriotactic Radiation Surgery capabilities in 2013.
Not only has the Vision of Hope
Cancer Care Program improved our
core facilities and services, but we
also carried out many projects in
2012 designed to limit the impact of
cancer on our community through
prevention, education, and early
detection. Community screening
and educational activities included
screening days for oral cancer, skin
cancer, breast cancer, colon cancer,
and prostate cancer. More than 150
people participated in our screening
programs. Other patient-centered
programs included a general cancer
support group, a disease specific

breast cancer support group, and a
prostate cancer support group.
In addition to providing programs
to the community, the Vision of
Hope Cancer Care Program collects
and analyzes data on the patients
treated at Monongahela Valley Hospital in the hopes of finding trends
and patterns which can then be used
to further improve the care we provide. Included in this 2013 Cancer
Annual Report is an analysis of
some of the data collected by our
Tumor Registry. The focus of this
year’s report is breast cancer, one
of the five most common cancers
in the United States and the most
common cancer in women. Breast
cancer is also one of the five most
common cancers which affect the
residents of the mid-Monongahela
Valley.
As always, I am honored to work
with the staff of Monongahela Valley Hospital toward the goal of
providing convenient, high quality and compassionate oncology
services to the communities of the
mid-Monongahela Valley. But most
of all, I thank all of the patients and
their families for allowing us into
their lives and for touching my own.

Andrew J. Zahalsky, M.D.
Chairman,
Oncology Committee
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Primary Sites - 2012
Primary Site

Male

Female

Total Number

Breast

3

111

114

Colon & Rectum

35

22

57

Lung/Bronchus

19

31

50

Bladder

18

5

23

Prostate

19

0

19

Corpus Uteri

0

14

14

Leukemia

10

4

14

Non-Hodgkin’s Lymphoma

8

5

13

Pancreas

5

7

12

Kidney/Renal

6

4

10

Brain and CNS, Other

1

5

6

Esophagus

5

0

5

Larynx

4

1

5

Oral Cavity, Other

4

1

5

Thyroid

1

4

5

Brain

0

4

4

Stomach

3

1

4

Multiple Myeloma

1

3

4

Unknown Primary

3

1

4

Melanoma

3

0

3

Anus/Anal Canal

0

3

3

Cervix Uteri

0

3

3

Ovary

0

3

3

Digestive System, Other

3

0

3

Skin, Other

1

2

3

Tongue

2

0

2

Oropharynx

0

2

2

Testes

2

0

2

Liver

1

1

2

Blood and Bone Marrow, Other

2

0

2

Endocrine, Other

1

1

2

Urinary System, Other

0

1

1

Lip

1

0

1

Vulva

0

1

1

Hodgkin’s Disease

1

0

1

162

240

402

TOTAL
2

Breast Cancer Summary Report
By Andrew J. Zahalsky, M.D., Director of Medical Oncology
Breast cancer is the most common cancer in women, with more than
232,000 new cases being diagnosed in
the United States in 2013. The lifetime
risk of a woman developing breast cancer
is approximately one in eight. Although
early detection and modern treatments
have improved the survival of women
with breast cancer, approximately 39,600
women will still die of their disease in the
United States this year.
RISK FACTORS

The biggest risk factor for the development of breast cancer is being a woman. Men do have breasts, and approximately 2,200 cases of male breast cancer
will be diagnosed per year. However, the
vast majority of breast cancer occurs in
women, who have more than a 100-fold
higher risk.
Risk factors specific to women appear
to correlate with the duration of estrogen
exposure and the number of menstrual
cycles a woman has had in her lifetime.
Therefore, women with younger menarche (onset of periods) or older menopause appear to be at increased risk for
breast cancer. Because hormone levels
tend to stabilize and do not cycle during
pregnancy and breast feeding, women
who have had more children and women
who breast feed their children appear to
receive a protective effect. It also appears
to be protective if a woman starts having
children at a younger age.
Receiving hormone replacement therapy after menopause is also a risk factor
by increasing a woman’s total lifetime
exposure to estrogen. Earlier versions of
the birth control pill had higher doses of
estrogen and may have increased some
women’s risk. However, the birth control

pills currently on the market have lower
estrogen content and are generally considered to be safe.
There is a genetic component to
breast cancer risk. A strong family history is found in some women with breast
cancer. Certain ethnic groups, such as the
African-American population, do have a
higher risk than the Caucasian population. In addition, about 5 to10 percent
of breast cancer cases can be traced to
an inherited mutation of certain genes,
called the BRCA genes.
DIAGNOSTIC TESTS

The most important diagnostic and
screening test for the detection of breast
cancer is a monthly self breast exam.
By examining themselves every month
and reporting changes to their doctor,
women can play an important role in detecting breast cancer early and improving the chance of curing the disease with
less invasive therapy. Monthly self-exams
are supplemented with an annual mammogram. A mammogram is an X-ray of
the breasts to look for changes in the
structure of the tissue, or for microscopic calcium deposits, which may indicate
the presence of a cancer. An ultrasound
of the breast can be useful to determine
if a suspicious area on a mammogram is
a solid mass — which is more likely to
be malignant — or if it is really a benign
cyst. In some cases, an MRI of the breast
may be performed to further characterize
a suspicious area, or to look for secondary sites of abnormality.
If a diagnostic test suggests a problem, a biopsy is still needed to prove that
the suspicious area is really cancer. Some
benign diseases, such as fibroadenomas,
can masquerade as a suspicious mass. A

biopsy can be performed either by inserting a needle into the area of concern and
pulling out a small plug of tissue, or by
a small surgical operation to remove a
larger piece of tissue, sometimes the entire problem area.
Once a cancer is diagnosed, additional tests are performed to determine
if, and how far, the cancer has spread. A
surgical excision of lymph nodes under
the armpit on the same side as the breast
cancer is needed to make sure the cancer
has not spread into the lymph nodes. The
older procedure, called axillary dissection, removes several lymph nodes from
the armpit. The newer technique, called
sentinel node biopsy, enables a surgeon
to remove fewer lymph nodes and decreases the risk that a patient will have
arm swelling, called lymphedema, as a
complication of the operation.
If the cancer has spread into the
lymph nodes, there is a higher risk that
the cancer may have spread to other locations as well. Patients with lymph node
involvement by their cancer are often
offered more aggressive therapy. Lymph
nodes that are not involved by cancer
usually, but not always, imply less aggressive cancer. The Oncotype DX test can be
used to further characterize the tumor of
a patient with uninvolved lymph nodes to
see if they have disease that is less aggressive with a low risk of relapse or more
aggressive with a high risk of relapse.
Women with a high risk for relapse are
usually offered more aggressive therapy,
even if their lymph nodes had been clean.
Other tests may include a CT scan,
bone scan, or PET scan to look for distant spread. Furthermore, blood tests
and sometimes testing of the heart are
also necessary to make sure a patient can
tolerate the recommended treatment.

MVH Vision of Hope Cancer Care
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Breast Cancer Summary Report (continued)
STAGING

Breast cancer staging is an expression of how large the cancer is at diagnosis and the extent to which it has
spread within the body. There are three
components to the Staging Code. These
are T – for tumor size, N – for nodal status, and M – for metastatic status. These
three elements are then combined to give
an overall stage, numbered 0-IV.
In Stage 0 cancers, also called in
situ cancers, the cancer has not broken
through a layer of protein called the basement membrane, which separates the
breast glands from the blood and lymph
vessels. In situ cancers have not spread
to anywhere else in the body.
A Stage I cancer means that the primary tumor is invasive through the basement membrane, but is still small — less
than 2 centimeters — and there has been
no spread to the local lymph nodes or to
the rest of the body. Stage II cancers are
larger — between 2 and 5 centimeters
— or have spread to a few of the lymph
nodes in the armpit on the same side as
the breast with cancer. Stage III cancers
are even larger or have more extensive
lymph node spread. Stage IV means the
cancer has metastasized — spread to
someplace else in the body.

Chemotherapy is the administration
of chemicals which circulate in the blood
stream and try to poison the cancer cells
wherever they are in the body. Hormonal
therapy is also medication, usually given
in pill form, which circulates throughout
the body. Hormonal therapy attempts to
starve the cancer cells of estrogen, which
many breast cancers need to grow, rather than poisoning them.

If the lymph nodes in the armpit are
involved with the cancer, then surgery
may be attempted to remove them. Depending on how extensive the lymph
node disease is, radiation may be used
on the armpit to make sure no microscopic cancer has been left behind.
There are three scenarios where chemotherapy may be administered. The
first scenario, called adjuvant chemotherapy, is when surgery has removed
all known sites of cancer, but features
such as a large tumor size, lymph node
spread, or a high risk Oncotype DX test
result indicate that the patient is at risk of
having additional microscopic spread to
the rest of the body. The second scenario
is called neoadjuvant treatment. Neoadjuvant chemotherapy is given when the
primary tumor is too large to be successfully removed by surgery and needs
to be shrunk by chemotherapy prior to
surgery. The third scenario is called palliative chemotherapy and occurs when
the cancer is already known to have
spread. Hormonal therapy can also be
given for adjuvant or palliative purposes.
Hormonal therapy is given if testing of
the cancer shows that it will be sensitive
to being starved of estrogen.

Cancers which remain localized to
the breast and the local lymph nodes
are usually removed surgically. Surgery
either removes the entire breast (mastectomy) or just the cancerous area
(lumpectomy). If a lumpectomy is performed, then radiation is usually given
to the surrounding breast tissue to make
sure no microscopic cancer has been
left behind. In the past, radiation was administered to all of the remaining breast
tissue on the same side as the cancer, in
a process that usually took six weeks.
Newer technology available at Monongahela Valley Hospital allows some women
to receive radiation only to the tissue immediately surrounding the surgical site,
in a process that takes only one week.

Figure #1: Stage at Diagnosis by Year of Diagnosis
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Breast Cancer Summary Report (continued)
Hospital with four-year nationwide data
from the NCDB. Compared to the national data, we seem to be detecting a lower
percentage of Stage 0 in situ cancers,
with those extra cases evenly divided
among the other stages of the disease. A
slightly higher percentage of Unknown
Stage cases at our hospital is demonstrated on this graph, reflecting isolated
issues with the 2012 data, which showed
an increased proportion of Unknown
Stage cases on Figure #1. In general, the
dedicated efforts of our Tumor Registry
staff have enabled us to maintain highquality data within our cancer program
and has kept our proportion of Unknown
Stage patients fairly low.

Figure #2: Stage at Diagnosis: Local vs. National Comparison
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Figure #1 shows the distribution of
breast cancer cases by stage of diagnosis for each of the last five years. In all
years, the plurality of breast cancers were
diagnosed at Stage I, with a good share of
patients also being diagnosed at Stage 0.
These early stages are the easiest to treat,
with an excellent prognosis — national
statistics show a better than 90 percent
five-year survival. There also appears to
be a significant number of cases diagnosed at Stage II, which is still considered
to be fairly early stage disease. Monongahela Valley Hospital is well aware of the
importance of early detection in improv-

ing survival for breast cancer patients.
We continue to encourage community
participation in our annual Breast Cancer
Education and Screening Program, which
we host every October. Fortunately, in all
years, the minority of patients were diagnosed with metastatic, Stage IV disease.
Figure #2 compares the cumulative
five-year data from Monongahela Valley

Figure #3: Age at Diagnosis by Year of Diagnosis
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This year, the Oncology Committee of
Monongahela Valley Hospital decided to
review our Tumor Registry data for patients who were diagnosed with breast
cancer in 2012. We have also compared
this information to data from our hospital from 2008 to 2011 as well as to available data from the American College of
Surgeons’ National Cancer Data Base
(NCDB) for the same time frame.

Figure #3 shows the distribution of
breast cancer cases by the age of the patient at the time of diagnosis for each of
the last five years. In all five of the years,
there is significant representation of
older patients, with a large percentage
of the patients coming from each of the
60-69, 70-79, and 80+ age categories.
This reflects the fact that the population
of breast cancer patients at Monongahela
Valley Hospital is older than the general
population, reflective of the large elderly
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Breast Cancer Summary Report (continued)

In order to evaluate long-term survival trends, we need to look further back
than the group of patients diagnosed only
last year. Instead, we examined data from
the group of patients diagnosed in 2008
in order to assess five-year survival rates.
Figure #5 summarizes the survival data.
In keeping with national statistics, Stage 0
and Stage I patients did very well, with the
vast majority — over 85 percent — living at least five years. Since some of these
patients were elderly patients who died of
other causes, the breast cancer cure rate
in these groups was probably even higher. Stage IV patients had advanced dis-

Figure #4: Age at Diagnosis: Local vs. National Comparison
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population in the communities served by
our hospital. This trend is better demonstrated in Figure #4, which compares
the cumulative five-year local data to the
four-year NCDB national data. On a national level, the peak incidence of breast
cancer is in the 50-59 and 60-69 year old
age groups, with a drop off in the older
groups. Although the Monongahela Valley
Hospital data parallels this trend, there is
not as much of a drop off for the older
age groups in our service area.
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ease, and 40 percent of the five patients
diagnosed with stage IV disease in 2008
died less than three years after diagnosis.
The locally advanced, but non-metastatic
group (Stage II) had an intermediate
prognosis, doing better than the Stage IV
patients, but not as well as the Stage 0 and
Stage I patients. Due to a small sample

Figure #5: Observed Survival by Stage at Diagnosis in 2008
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size of only two patients, the data for the
Stage III patients is skewed by the early
death of one patient. The percentage
of patients diagnosed with Stage II and
Stage III breast cancer at Monongahela
Valley Hospital who were still alive at five
years after diagnosis is somewhat lower
than the national average, but again, this
is felt to be due to the fact that we see a
disproportionate number of elderly patients, some of whom died from causes
other than their breast cancer along with
the issue of small sample size, which allows those non-cancer related deaths to
disproportionately affect the statistics.
In summary, breast cancer is a common cancer both at Monongahela Valley
Hospital and across the nation. Early detection leads to easier treatment and improved survival, emphasizing the need for
regular screening and self-examination.
Treatment options are available, even for
patients with more advanced disease and
for older patients. Monongahela Valley
Hospital continues in its efforts to provide the best available care for all of its
cancer patients and for the communities
we serve.

Cancer Registry Activity
A Cancer Registry is a data management system in which valuable
information is collected, organized
and analyzed on patients who are
diagnosed with cancer. The Cancer Registry at Monongahela Valley
Hospital plays an important role by
providing a multitude of services
and support to all aspects of the
cancer program.
Registry data is used to determine
the number of newly diagnosed
cancer cases in a given year. Registry
data is also used to document treatment information on specific types
of malignancies, and to gather information for studies, audits, and
research. The registry also provides
site-specific data in conjunction
with cases presented at the weekly
Tumor Board Conferences.
The Cancer Registry at Monongahela Valley Hospital was established
in 1990 under the supervision of
the Oncology Committee and the
Medical Records Department. In
2012, 466 cases were added to

this database. This brings the total
number of patients accessioned to
greater than 11,000, with the caveat
that since 2003, patients with more
than one cancer are now counted
only once instead of once for each
cancer. At least 2710 of the patients
documented in the database continue to survive, although it should be
noted that surviving patients are excluded from the registry when they
reach 100 years old.
The Tumor Registrar submits
data to the Pennsylvania Cancer
Registry in addition to the National
Cancer Database, allowing Monongahela Valley Hospital to benchmark against other hospitals. Since
its inception, the Monongahela Valley Hospital Cancer Registry has received recognition for its excellence
in data quality, data accuracy, and
completion of case finding.
During 2012, Monongahela Valley Hospital’s Cancer Registry participated in the National Cancer
Data Base’s Annual Call for Data

Distribution of New Registry Cancer Cases
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and submitted data from 2003 to
2010.
The Cancer Registry staff conducts a wide range of technical duties, including continued medical
surveillance to provide outcome
data. The status of each cancer patient is monitored through lifetime
follow-up. Monongahela Valley
Hospital’s Cancer Registry maintains a successful follow-up rate on
all analytic patients in accordance
with the guidelines of the Commission on Cancer.
The Cancer Registrar maintains
active membership in the National
and State Tumor Registrar Associations. Continuing education is provided to the registry staff on an ongoing basis. The staff has attended
local as well as offsite seminars in
efforts to keep abreast of ongoing
changes in cancer data management.
The Cancer Registrar also serves
as a field instructor to health information management students via
the externship program at the University of Pittsburgh.
2013 Cancer Registry Goals:
1. Submit abstracts within the required timeframe of 180 days.
2.

Submit information to the
National Cancer Data Base
without errors.

3. Maintain its excellence in data
quality and follow-up rates in
the Vision of Hope Cancer
Care Program at Monongahela Valley Hospital.

700

800

4. Become a participant of the
Rapid Quality Reporting System (RQRS) and submit data
on a monthly basis.

MVH Vision of Hope Cancer Care
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Vision of Hope Reflections
Oncology staff participated in educational programs
Our staff participated in many educational opportunities
in 2012. The 2012 oncology nursing staff journal club
included 24 topics in oncology nursing with topics
chosen based on case mix, symptom management,
psychosocial, safety and best practice applications. Staff
also participated in the weekly multidisciplinary tumor
board conferences. Staff is committed to remaining
current with emerging treatment and management for
the care and service of our oncology patients and their
families. Five registered nurses received certification
in chemotherapy administration. Amie Matyas, R.N.,
OCN, taught the classes sponsored by the Oncology
Nursing Society that provide staff with updates in
chemotherapy/biotherapy administration and current
treatment plans.
Michele Haftman, RN, OCN, passed the certification
program for Radiation Oncology in August of 2012.
The team also facilitated the annual Oncology
Symposium that serves as an update on cancer
treatment, bringing together several experts in medical,
radiation and surgical oncology to discuss new research
and treatment. Thirty five (35) attended as the 2012
speakers discussed Chronic Myeloid Leukemia and
Palliative Care.
Community Programs are a vital part of the
Oncology Program and included:
Amie Matyas, RN, OCN, served as MVH team captain
for the Relay for Life Annual Celebration for cancer
survivors on May 4, 2012. MVH staff supported the
event with $1,000 to honor all of the hospital’s survivors.
The team raised $2,000 to support the American Cancer
Society. MVH raised $2,200 for the American Cancer
Society Daffodil Days, and distributed daffodils on
March 21, 2012, to all patients and visitors entering the
hospital.
A Colorectal Cancer Education and Screening
Program featuring Andrew J. Zahalsky, M.D., David
Blumberg, M.D., and Clinical Dietitian Krista Begonia,
RD, LDN, drew 45 attendees on April 25, 2012.
Participants received take-home colorectal screening
kits. No participants had abnormal results and all results
were sent to the participants’ primary care physicians.
8

Andrew J. Zahalsky, M.D., presented a Prostate Cancer
Awareness Month education and screening program
on Sept. 28, 2012, to 73 community residents. Of those,
63 participated in the screening provided by medical
staff and SameDay Surgery nursing staff. Five (5)
participants had abnormal lab results and were referred
to their Primary Care Physicians for follow-up.
On Oct. 31, 2012, MVH hosted a Breast Cancer
Education and Screening Luncheon for 65 women.
Speakers were Andrew J. Zahalsky, M.D., Natalie
Furgiuele-Iracki, M.D., and Mohsen Isaac, M.D. Sixteen
(16) participants completed the free breast cancer
screening exam from our medical staff. All results were
sent to participants’ primary care physicians. Six (6)
participants received mammography prescriptions and
scheduled their mammograms that day.
Led by MVH’s Chief Radiation Therapist Debbie
Burkhardt, RT (R)(T)(CT), MVH staff participated
in the annual Lois Orange Ducoeur Breast Cancer
Awareness Walk on Oct. 10, 2012. This event helps
provide quality care, comfort and hope to local cancer
patients using MVH’s Charles L. and Rose Sweeney
Melenyzer Pavilion and Regional Cancer Center.
MVH adds to its weapons to fight cancer
In April 2012, MVH held a ribbon cutting ceremony
for the Elekta Infinity linear accelerator, which uses
high-energy X-rays to deliver external beam radiation
therapy — or therapy from the outside in — to all types
of cancerous tumors.
The Elekta integrates 2D, 3D, and image-guided images
to pin point the beam with exact accuracy. The advanced
linear accelerator is a comprehensive treatment system
that includes Volumetric Modulated Arc Therapy
(VMAT), which combines superior dose conformance
and treatment speed. VMAT enables the radiation
oncologist to “shrink wrap” the dose around a tumor
by simultaneously manipulating the gantry position and
speed.
Also with this technological advancement, MVH is able
to provide specialized treatment procedures such as
stereotactic radiosurgery or “surgery without the knife.”
Radiosurgery is used for patients with brain tumors and
cancerous tumors located within the body cavity and
delivers high doses of radiation directly to the tumor in
five treatments or less with great success.

Radiation oncology patients will not only be treated
faster but more importantly, patients will benefit
from these enhanced targeting capabilities, which are
expected to improve treatment outcomes as well as
reduce the risk of potential complications.

cancers found on breast MRIs — information that
could change the patient’s treatment. In addition to
MRI guided breast biopsies, the MRI Department also
passed the American College of Radiology ACR Breast
Accreditation for a three-year period.

The team welcomed Meredith Semon, medical physicist,
who specializes in planning treatments for patients
requiring high dose rate Brachytherapy; and Luke
Mackowiak, our new medical dosemetrist, who works
directly with Dr. Isaac developing treatment plans using
external beam radiation therapy

Provision of services for patients with lymphedema
and vascular disease by the Physical Therapy staff
included continuation of lower extremity treatment in
the Center for Wound Management and upper extremity
treatment in the Physical Therapy Department.
Referrals for upper extremity lymphedema totaled 13.
All treatments had a diagnosis of breast cancer. Certified
staff from the Physical Therapy Department was
available for questions at the Breast Cancer Education
and Screening Luncheon.

Oct. 2012, the Medical Imaging Department performed
its first MRI breast biopsy using computer aided
detection or CAD. The CAD assists the radiologist in
quickly and accurately determining the locations of

AND THE WINNER IS …
Congratulations to Frazier Middle
School for winning the smoking
education/prevention video contest
for local middle schools, sponsored
by Monongahela Valley Hospital’s
Oncology Program. The contest was
held in cooperation with the Healthy
Communities Program. In the photo
at left, MVH’s Andrew J. Zahalsky,
M.D., congratulates the Frazier team.

To promote breast cancer awareness
in October 2012, Monongahela
Valley Hospital staff also created
this ad campaign from a young
girl’s earnest message. It appeared
throughout the hospital campus, in
local media and on the Internet.
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