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Expert Cancer Care Under One Roof
When Vickie Manack, a resident of Perryopolis, began to feel
off balance in her daily routines, she attributed these feelings to a
previous car accident. Vickie’s symptoms worsened to the point
that she had to leave work to seek help in an Emergency Room.
The results of her testing and diagnostic imaging showed that she
had a large mass in her right lung with lymph node involvement, as
well as a tumor in her adrenal gland and brain. She was diagnosed
with stage IV lung cancer with metastatic disease. Vickie was
devastated by the news but was encouraged to have treatment at
Monongahela Valley Hospital (MVH) and it was recommended to
treat her cancer aggressively.
MVH’s Charles L. and Rose Sweeney Melenyzer Pavilion and Regional Cancer Center provides Medical
Oncology (Chemotherapy), Infusion Therapy, Radiation Therapy and Lab Services in one convenient location.
In the spring of 2017, MVH began to treat Vickie’s cancer utilizing all of the therapies it provides.
Dr. Mohsen Isaac, medical director, Department of Radiation
Oncology at MVH, prescribed external beam radiation to her lung,
and adrenal gland and two courses of Stereotactic Brain radiosurgery.
Dr. Dawson Lim, medical oncologist at MVH, prescribed courses of
chemotherapy followed by immunotherapy treatments after her
radiation was completed.
Vickie recalls that her journey wasn’t easy and often times she felt
that she might not make it but she will never forget her team of doctors,
physicists, nurses and radiation therapists that helped her along the
way.
“One of the most joyous days in my life was when Dr. Isaac walked into
the exam room and told me I wasn’t terminal anymore,” said Vickie. “I
feel so blessed to be alive and to be able to hold my granddaughter.”
Vickie is now looking forward to spending time with her
granddaughter and attending her son’s upcoming wedding this
summer.

(top right) Vickie sits in an exam room in MVH’s Regional Cancer Center.
(bottom left) Vickie holding her granddaughter, Brayden, with daughter Megan standing.
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Message From The Chairman
with cancer survived. Today,
with innovations in prevention,
diagnosis and treatment, more
than 50 percent survive. Since
1985, when the Cancer Center
opened, we have made it our
mission to provide free screenings
to detect cancer earlier and to
provide a continuum of care from
diagnosis through aftercare in
order to help people live longer
lives.
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
2019 Annual Cancer Report. The
Oncology Committee at 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 2019 Cancer Program Annual
Report, will discuss progress
made in 2018. Each annual report
summarizes our ongoing efforts
to improve our programs and
contains a statement of our goals
for continuing advances, both this
year and next.
Forty years ago, less than
25 percent of the people diagnosed

As part of an independent
community hospital, our team
provides the skills, innovative
therapies
and
compassion
that the residents of the region
embrace. When we walk into
a treatment room, we are not
meeting with just the next patient
— we are providing care to a friend
or neighbor who is someone’s
mother, father, sister, brother,
grandmother, grandfather, aunt,
uncle or cousin. Once a person
walks through our doors for care,
they become part of our family.
During the 2018 calendar year,
MVH continued to strengthen
our commitment to providing
outstanding patient care. The Wig
Salon in the Charles L. and Rose
Sweeney Melenyzer Pavilion and
Regional Cancer Center continues
to provide wigs and other
accessories to those undergoing
cancer
treatment
therapy.
HealthPlex Imaging, one of MVH’s
offsite outpatient centers, offers
walk-in mammograms. A woman
can walk into HealthPlex Imaging

any weekday from 8 a.m. to 4 p.m.
or Saturdays from 7 a.m. to noon
to have a screening mammogram
without
an
appointment
or a prescription. Walk in
mammograms are also available at
the main hospital campus.
The Tumor Registry at our Vision
of Hope Cancer Care Program also
collects and analyzes data on the
patients treated at MVH in the hope
of finding trends and patterns,
which can then be used to further
improve the care we provide. The
focus of this year’s report is lung
cancer. Included in this report is
an analysis of some of the data
collected by our Tumor Registry.
Cancer has become a fact of
life today. Practically everyone
has been affected by the cancer
diagnosis of a friend or family
member. 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. 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

MVH Vision of Hope Cancer Care
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Primary Sites - 2018
Primary Site

Male

Female

Total Number

Breast

1

83

84

Lung / Bronchus

28

28

56

Prostate

42

0

42

Colon / Rectum

19

18

37

Urinary Bladder

25

9

34

Non-Hodgkin Lymphoma

9

10

19

Corpus Uteri

0

14

14

Blood / Bone Marrow Other

3

9

12

Brain / CNS Benign / Malignant

2

7

9

Kidney / Renal

5

4

9

Esophagus

7

1

8

Vulva

0

7

7

Unknown Primary

5

2

7

Oral Cavity

4

2

6

Testis

5

0

5

Liver

3

1

4

Thyroid / Endocrine Other

1

3

4

Melanoma / Skin Other

0

4

4

Leukemia

1

2

3

Ovary

0

3

3

Pancreas

0

3

3

Hodgkin Lymphoma

2

0

2

Stomach

1

1

2

Digestive System Other

2

0

2

Cervix Uteri

0

2

2

Female Genital Other

0

2

2

Urinary Other

0

2

2

Other / Ill Defined

1

1

2

Primary Cutaneous Lymphoma

1

0

1

Larynx

1

0

1

Respiratory Other

1

0

1

Major Salivary Gland

0

1

1

169

219

388

TOTAL

NUMBER OF CASES EXCLUDED: 12. This report EXCLUDES carcinoma in-situ cervix cases, squamous cell and basal cell of
skin cases, and intraepithelial neoplasia cases.
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Lung Cancer Summary Report
By Andrew J. Zahalsky, M.D., Director of Medical Oncology
Lung cancer is the second
most common cancer in the
United States. It is estimated that
over 228,000 new cases of lung
cancer will be diagnosed in the
U.S. in 2019. This number will be
surpassed only by the 271,000 new
cases of breast cancer that will be
diagnosed this year. Technically,
in men, the incidence of prostate
cancer also exceeds the occurance
of lung cancer, with 174,000
prostate cancers compared to
116,000 lung cancers. However,
because lung cancer will also affect
112,000 women, while prostate
cancer is limited only to men, the
total number of cases puts lung
cancer in second place.
Although not quite as common
as breast cancer, lung cancer
is considerably more lethal.
Approximately 143,000 people in
the United States will die of lung
cancer in 2019. This statistic shows
that lung cancer is very hard to cure
and that over half of the people who
are diagnosed with lung cancer will
eventually die from their disease. In
a situation such as this, prevention is
as essential as treatment advances
in order to reduce mortality from
lung cancer. Lung cancer has been
one of the three most common
types of cancer diagnosed at MVH
for each of the last 15 years.
The term lung cancer refers to
cancers of the lung, including both
the alveoli — oxygen exchanging
membranes and the bronchi —
pipes that connect the alveoli to the
outside air. Lung cancer is further
classified as either Small Cell Lung

Cancer or Non-Small Cell Lung
Cancer based on how the malignant
cells look under the microscope.
Non-Small Cell Lung Cancer can be
further characterized as Squamous
Cell Carcinoma, Adenocarcinoma,
Large
Cell
Carcinoma
or
Bronchoalveolar Carcinoma.
When lung cancer is caught very
early, it is possible to cure a patient
of their disease. Unfortunately, lung
cancers can often grow internally
without any symptoms. Therefore,
many patients are not diagnosed
until after they already have
developed advanced, incurable
disease. One avenue for trying to
improve lung cancer outcomes is
to target earlier detection in highrisk patients. There is evidence
that adults aged 55-80 who have
smoked the equivalent of one pack
of cigarettes per day for 30 years (or
more) are at such a high risk for lung
cancer that it would be beneficial
to perform an annual screening
examination with a low-dose CT
scan of the chest in order to catch
any developing lung cancer before
it has had time to spread.
Although early detection can
improve the chances of cure, many
tumors that appear to have been
diagnosed early are not really
caught as early as we had hoped.
Frequently, the cancer has already
sent out microscopic seeds that
cannot be removed surgically,
making recurrence of the cancer
likely. Thus, the cure rates for
lung cancer are still suboptimal.
Prevention of lung cancer, in
addition to early detection, is a key

step in reducing the mortality from
lung cancer on both a national and
local level.
Risk Factors
By far, the largest risk factor for
lung cancer development is tobacco
smoke exposure, representing the
cause of approximately 85 percent
of all lung cancers in the United
States. Both primary smoking and
second-hand smoke exposure
have been shown to contribute to
the development of lung cancer.
Smoking cessation has a protective
effect and plays a major role in lung
cancer prevention.
Other inhaled agents/toxins also
play a role, including asbestos and
coal dust. These environmental
exposures are fairly common in the
older generation of residents in the
mid-Monongahela Valley area and
possibly contribute to the high rate
of lung cancer diagnosed at this
hospital. Another toxin common
to the environment in this area is
inhaled radon in homes.
Age is also a risk factor in the
development of lung cancer.
The incidence of lung cancer
becomes more common with age.
This reflects, in part, the fact that
cumulative damage is done to the
lungs with ongoing exposure to
toxins. Therefore, the sooner one
eliminates exposure to known
carcinogens, the less damage
has been done to the lungs, and
therefore the better one’s odds
are for preventing lung cancer.
Genetic factors may also play a role,
including inheritable susceptibility
MVH Vision of Hope Cancer Care
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Lung Cancer Summary Report (continued)
to the toxic effects of cigarette
smoke. Even in people who have
never been exposed to the inhaled
toxins discussed above, a small
number of cases of lung cancer
still occur, without any identifiable
cause.
Symptoms
All too often, lung cancer can
develop and grow without causing
any initial symptoms. In fact, for
every 200 people in this country
who have smoked the equivalent of
one pack of cigarettes per day for
30 years or more, even if they have
no symptoms, three (1.5 percent)
of them have lung cancer right
now and do not even know it. The
lack of symptoms does not prove
that cancer-causing damage is not
being done to one’s lungs and is no
excuse not to quit smoking. When
lung cancer does cause symptoms,
it usually manifests as respiratory
complaints such as coughing,
increased phlegm production or
shortness of breath. Occasionally,
the phlegm can be blood-tinged or
even grossly bloody.
The center of the lung does not
have many nerve fibers specialized
for the sensation of pain. Therefore,
pain is usually not one of the first
symptoms of lung cancer. However,
if the cancer grows through the outer
edge of the lung and into the chest
wall, or if it spreads into the bones,
then pain can develop. Other,less
obvious symptoms of lung cancer
can include unexplained weight
loss if the cancer alters a patient’s
metabolism, or confusion and
weakness if the cancer secretes
a hormone that changes the
6

electrolyte balance in the body.
Diagnostic Tests
Lung cancer is usually detected
as an abnormal finding on either a
chest X-ray or a CT scan of the chest.
If an abnormality is detected, then
a biopsy is needed to determine,
with certainty, whether or not there
is cancer present. For example,
sometimes an abnormal finding
turns out to be benign if the
abnormality is an area of current
infection or scar tissue from a prior
pulmonary infection. There are
multiple ways to obtain a biopsy of
lung tissue. Sometimes a sputum
sample is sufficient to detect cancer
cells that have come loose into the
windpipe. During a bronchoscopy,
a doctor inserts a small tube with
a camera down the windpipe and
looks at the bronchi that connect the
outside air to the main lung tissue. If
an abnormality is seen within these
bronchi, a sample can be taken by a
very tiny set of tweezers that can be
passed along the tube. Water can
also be squirted through the tube
to rinse the surface of the bronchi.
This fluid is then suctioned back
into the tube and examined to see
if any abnormal cells broke off and
are now floating in the liquid. A
Video-Assisted Thoracoscopy (VATs
procedure) involves cutting a small
hole between two ribs and inserting
a tube with a camera between the
ribs and the outer surface of the
lung. Any abnormality seen on the
surface of the lung can be surgically
removed using tools that can be
passed along the tube. Lastly, a
CT scan-guided biopsy involves
inserting a needle through the skin
and into the lung abnormality, while

watching the needle insertion via
a CT scan to make sure the needle
goes into the right place.
Once a cancer is diagnosed,
additional tests are performed to
determine if, and how far, the cancer
has spread. A mediastinoscopy
involves a small surgical incision
above the breastbone in order to
examine the lymph nodes in the
center of the chest around the
outside of the windpipe. In an
Endo-Bronchial Ultrasound (EBUS),
an ultrasound probe is attached to
the end of the bronchoscope tube
and is used to visualize the bronchi
and any surrounding masses. A CT
scan of the chest, abdomen and
pelvis will look for how extensive
the cancer is within the chest and
can also determine if it has spread
to the abdominal organs such as
the liver or adrenal glands. A PET
scan is another tool for detecting
the degree to which cancer has
spread locally, within the chest, or
throughout the body. A bone scan
can look for cancer spread into the
bones and a CT scan or MRI of the
brain may sometimes be performed
to look for spread into the brain.
Once it has been determined how
advanced the cancer is, a treatment
plan will be recommended. Blood
tests and testing of the heart and
lung function may also be necessary
to make sure that a patient can
tolerate
the
recommended
treatment.
Staging
Lung cancer staging is an
expression of how large the cancer
is at diagnosis and the extent to
which it has spread within the body.

Lung Cancer Summary Report (continued)
There are three components to the
Staging Code. These are T – for
tumor size, N – for the degree of
lymph node involvement and M –
for metastatic status. These three
elements are then combined to give
an overall stage, numbered I-IV.
Stage I denotes a small cancer that
is contained entirely within the lung
tissue and has not spread anywhere
else. Stage II may denote a larger
lung cancer that is still contained
entirely within lung tissue or may
denote a cancer that has spread
only to local lymph nodes around
the bronchi closest to the part of
the lung where the cancer actually
started. Stage I and Stage II tumors
can, theoretically, be surgically
removed in their entirety, as long
as the patient’s health status is
good enough that the patient
could survive an operation. Stage
III cancers are still contained within
the chest but involve a greater
degree of spread to the chest
wall or to the lymph nodes and/
or other structures in the center of
the chest, which makes surgical
removal much more difficult, if not
impossible. Stage IV means there
is a more advanced spread of the
cancer outside of the chest to other
parts of the body (called metastatic
disease).
Treatment
Treatment of lung cancer falls
into three major categories:
Surgery, Radiation and Systemic
Therapy. Surgery is a procedure to
remove the cancer from the body.
Radiation uses X-ray beams to try
to burn cancer cells and kill them
without physically removing them.

Both surgery and radiation are
considered local therapy – you only
remove or burn the cancer where
you make the cut or where you
shine the beam of X-rays. Systemic
therapy means the administration
of medications which can circulate
in the bloodstream and kill cancer
cells anywhere in the body.
Classically,
systemic
therapy
meant intravenous chemotherapy.
However, new advances in
cancer treatment include oral
chemotherapy medications and
some forms of immune therapy.
In stage I or II Lung Cancer,
surgical removal of the primary
tumor is usually the initial
treatment, providing the patient
can tolerate the surgical procedure.
In these early stages, there is a
chance that all of the cancer will
be removed and the patient will be
cured. Chemotherapy may be used
after surgery to try to “mop up”
any microscopic cells that were left
behind at the time of the operation.
If a patient is not considered to
be a candidate for an operation,
then radiation may be used in
combination with chemotherapy
and/or followed by chemotherapy
in lieu of surgery.
Because surgery is usually
not an initial option for Stage III
disease, treatment with either
chemotherapy, radiation or a
combination of the two is usually
the first line of attack. If the cancer
shrinks significantly, a surgical
option to remove any residual
disease may become possible.
If the cancer has already spread
to locations outside the lung, then

surgery to the lung alone will not
cure the patient. Patients with Stage
IV disease are typically treated
with systemic therapy. In certain
cases, radiation to a particularly
symptomatic lesion may also be
included in the treatment plan.
New Advances
In the last few years, there have
been several advances in the
systemic therapy used to treat
lung cancer. As a result of these
advances, we can better target
chemotherapy to cancer cells. The
way it works is that several genetic
mutations have been identified in
lung cancer cells that are not usually
present in normal cells. New oral
chemotherapy medications have
been designed that specifically
attack those mutations, so the
cancer cells with the targeted
mutation are particularly sensitive
to the new chemotherapy
medication. If a patient has the
right mutation, the patient can
receive a chemotherapy pill that
has a better chance of working
than what could be achieved
with intravenous chemotherapy.
Choosing the correct medication
for a patient who carries a particular
mutation will greatly improve the
response rate to the chemotherapy.
Unfortunately, not all patients carry
the specific mutations needed
to make their cancer sensitive to
chemotherapy. Therefore the newer,
mutation-targeted treatments are
only available to a small fraction of
our patients.
Even more recently, there have
been advances made in stimulating
the patient’s immune system to
MVH Vision of Hope Cancer Care
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Lung Cancer Summary Report (continued)
Figure 1
Distribution of Lung Cancer By Cell Type
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fight off cancer cells. Usually, lung
cancer can hide from the immune
system. Some new medications
fight the cancer’s ability to hide
from the immune system. So far,
this technique only seems to slow
down the cancer, but scientists
are working to further improve
the technology in the hopes that
someday we can fight off cancers
permanently.
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Figure 1 shows the relative
frequency of Small Cell Lung Cancer
diagnoses vs. Non-Small Cell Lung
Cancer diagnoses, both locally
and nationally. Overall, Non-Small
Cell Lung Cancer is much more
common and represents about
four-fifths of all lung cancer cases.
However, at MVH, Small Cell Lung
Cancer is a little more frequent than
the national average.
Figure 2 shows how a patient’s
gender relates to their lung cancer
diagnosis. Although Non-Small Cell
8

14.03

10
0

Small Cell Carcinoma

Non-Small Cell Carcinoma
Cell Type

Lung Cancer is more common than
Small Cell Lung Cancer, within the
small group of patients who are
diagnosed with Small Cell Lung
Cancer, women are more likely than
men to be diagnosed with Small
Cell Lung Cancer. Conversely, men
are more likely than women to be
diagnosed with Non-Small Cell
Lung Cancer. The Monongahela
Valley Hospital data parallels the

national trend.
Figure 3 shows the distribution of
lung cancer cases by stage at the time
of diagnosis. Due to the aggressive
nature of lung cancer and the fact
that it can be asymptomatic initially,
more patients are diagnosed when
they already have advanced Stage
IV disease than are diagnosed
at any of the earlier stages. This

Figure 2
Distribution of Lung Cancer Cases by Gender
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This
year,
the
Oncology
Committee decided to review our
data regarding patients who were
treated for lung cancer at MVH.
Our Tumor Registry shares data
from this hospital with the National
Cancer Data Base (NCDB), run by
the American College of Surgeons’
Commission on Cancer. The NCDB
publishes data for all of their
member hospitals, which allows
us to benchmark our data against
national trends. The NCDB has
published nationwide data through
2016. Therefore, we have reviewed
the period from 2012-2016 and
compared it to the national data for
the same time frame.
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Lung Cancer Summary Report (continued)
Figure 3

Distribution of Lung Cancer Cases by Stage at Diagnosis
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Figure 4 shows the distribution
of lung cancer cases by the age of
the patient at the time of diagnosis.
Since age is known to be a risk factor
for lung cancer, the chart shows the

expected pattern, with relatively
few patients being diagnosed in
their 40s or younger, and a generally
increasing number of patients
being diagnosed each subsequent
decade in their 50s and 60s, with
the most patients being diagnosed
in their 70s. Since fewer people live
into their 80s and 90s, there are
fewer people left to be diagnosed
with lung cancer. This gives the false

Figure 5 shows the distribution
of lung cancer cases treated by
Monongahela Valley Hospital based

Figure 4
Distribution of Lung Cancer Cases By Age at Diagnosis
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calls attention to the fact that we
still need better screening tests
to look for lung cancer in order to
catch it early. However, since even
early-stage lung cancer can cause
significant mortality, prevention
measures such as smoking
cessation are even more important
than early detection. One other
note from the graph is that very
few patients are classified as having
“Unknown Stage.” Monongahela
Valley Hospital places an emphasis
on making sure that accurate
stage information is available on
all patients diagnosed with cancer
at this hospital, so that appropriate
treatment recommendations can be
tailored to each individual patient
based, not only on the stage, but
also on site-specific prognostic
factors and national treatment
guidelines.

appearance that the rate of lung
cancer diagnosis is dropping off for
people in their 80s. In reality, people
80 or older still have a substantial
risk of being diagnosed with lung
cancer. There are just fewer people
in the over-80 age category served
by this hospital than there are
people in their 70s. That being
said, Monongahela Valley Hospital
serves a generally older population
than is the average for the country.
Although we may serve more
people in their 70s than we serve
people in their 80s, we still take care
of a greater proportion of people in
their 80s than the average hospital.
The graph reflects this trend. Both
the local and the national data
shows a drop-off in new lung cancer
diagnoses in people older than 80,
but the drop-off nationally is larger
than the drop-off at Monongahela
Valley Hospital, because we still
care for a substantial population of
older patients.
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Lung Cancer Summary Report (continued)
Figure 5
Distribution of Lung Cancer Cases by Ethnicity
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on the ethnicity of the patients that
we treat. It appears that our patient
population has a slightly higher
representation of patients who
identify as white and a slightly lower
representation of black patients than
in the general population nationally.
Despite this pattern in our patient
population, MVH has a very diverse
medical staff and is welcoming to
all patients, regardless of their race,
gender, orientation or any other
demographic information.
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In summary, lung cancer
is a common cancer both at
Monongahela Valley Hospital and
across the nation. Treatment options
are available, even for patients
with more advanced disease and
for older patients. However, both
early detection and prevention still
need to play a key role in helping
to reduce the mortality from
lung cancer. Monongahela Valley
Hospital offers smoking cessation
classes and low-dose CT scans for
early detection. It is recommended
that any adult between the ages of
55 and 80, who have smoked the
equivalent of one pack of cigarettes
per day for 30 years or more, discuss
with their physician if an annual
screening is appropriate for their
10
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care. Monongahela Valley Hospital
continues in its efforts not only to
provide the best available care for
all of our cancer patients, but also
to improve the health for the entire
community we serve.

Figure 6
Distribution of Lung Cancer Cases by Distance Travelled for Treatment
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Figure 6 shows the distance
travelled by patients seeking
treatment for lung cancer. In the
national data, there are many
patients who travel long distances to
go to academic medical centers for
their care. However, Monongahela
Valley Hospital provides highquality care close to home, so that
the vast majority of our patients can
be treated locally and conveniently.
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Expert
Cancer
Care
Under One Roof
M

onongahela Valley Hospital’s Charles L. and Rose Sweeney Melenyzer Pavilion and
Regional Cancer Center provides Medical Oncology (Chemotherapy), Infusion Therapy,
Radiation Therapy and Lab Services in one convenient location.

Services include:
• The latest evidence-based treatment plans including chemotherapies and immunotherapies
endorsed by the National Comprehensive Cancer Network targeted therapy guidelines
• Board-certified oncologists and hematologists who provide specialized care
• Oncology Certified nursing staff who provide skilled, holistic and compassionate care
• Immunotherapy to treat 13 different cancers
• Image-Guided Radiation Therapy to provide precise targeting of complex and small tumors
and reduce exposure to healthy tissue
• High Dose Radiation Therapy (Brachytherapy), an alternative to aggressive surgery,
to treat cancer faster than conventional treatment
• Infusion Center open daily including weekends and holidays
• Same-day appointments for people who require emergent or urgent care by their
oncologist/hematologist
• Weekly Tumor Board meetings to discuss challenging cases with a panel of experts
• Onsite pharmacy staffed by a full-time chemotherapy-trained pharmacist
• The latest diagnostic testing including genetics
• Complimentary wigs from an onsite boutique in partnership with the American Cancer Society
• Most major insurance plans accepted

We offer an onsite
ort
nurse navigator to supp
ring
patients and families du
—
s
ey
rn
their wellness jou
.
724-258-1475
MM/CL-500/6-19

1163 Country Club Road
Monongahela, PA 15063
724-292-9404
mvhcancercenter.com

Close to you — far from ordinary.
MVH Vision of Hope Cancer Care
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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.

Since its inception, the MVH Cancer
Registry has received recognition
for its excellence in data quality,
data accuracy and completion of
case finding.

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 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 a
lifetime follow-up. MVH’s Cancer
Registry maintains a successful
follow-up rate of 95 percent on all
analytic patients, in accordance with
the guidelines of the Commission
on Cancer.

The Cancer Registry at MVH
was established in 1990 under
the supervision of the Oncology
Committee and the Medical Records
Department. In 2018, 401 cases
were added to this database. This
brings the total number of patients
accessioned to greater than 13,560
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
2,717 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 of age.
The Tumor Registrar submits
data to the Pennsylvania Cancer
Registry in addition to the National
Cancer Database, allowing MVH to
benchmark against other hospitals.
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During 2018, MVH’s Cancer
Registry participated in the National
Cancer Data Base’s Annual Call for
Data and submitted data from 1990
to 2016.

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, such as the Pennsylvania
Association of Cancer Registrar’s
Annual Conference and Business
Meeting, 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.

2019 Cancer Registry Goals:
1. Complete 95 percent of
abstracts within the required
timeframe of less than six
months.
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.
4. Submit and monitor quality
indicators through the Rapid
Quality Reporting System
(RQRS) and submit data on a
monthly basis.

Vision of Hope Reflections
Throughout the year, our Vision of Hope Cancer Program engages in community outreach and internal quality
programs. On these pages, we reflect on the activities of the past year. It is also to be noted that we are credentialed
by the American College of Surgeons as a Community Hospital Cancer Program. Although the priority of our
program is to improve the health and wellness of the members of the communities in which we serve, several of our
activities also conform to the credentialing standards advocated by the American College of Surgeons.

Standard 1.10 — Clinical Education
Activity
Each calendar year, the cancer committee organizes
and offers at least one cancer-related educational
activity, other than cancer conferences, to physicians,
nurses and allied health professionals. The activity
is focused on the use of American Joint Committee
on Cancer (AJCC) or other appropriate staging in
clinical practice, which includes the use of appropriate
prognostic indicators and evidence-based national
guidelines used in treatment planning.
2018 Oncology Symposium
The annual Oncology Symposium was held on
Wednesday June 27, 2018. The noted speakers were
from across the country and brought their expertise to
our facility. Health care related employees attended the
symposium which consisted of oncology physicians,
nurses, radiation tech, social workers and others.
Topics included, “Updates in Melanoma,” “Rectal
Cancer,” “Managing Non-Small Cell Carcinoma” and
“Trends in Breast Surgery.” These seminars provided
the staff with options regarding treatment and
improving individualized patient care.

Standard 1.8 — Monitoring of Prevention,
Screening and Outreach Activities

Each calendar year, the Community Outreach
Coordinator, under the direction of the Oncology
Committee, monitors the effectiveness of prevention,
screening and outreach activities. The activities and
monitoring results are documented in an annual
community outreach activity summary that is
presented to the cancer committee.

MVH/Lois Orange Ducoeur Breast Cancer Walk
The MVH Foundation hosted the annual MVH/Lois
Orange Ducoeur Breast Cancer Walk on October 13,
2018, in Charleroi. More than 550 people participated in
the event and over $40,000 was raised from community
members, teams, hospital employees, community
businesses and survivors to support the prevention,
early detection and treatment of breast cancer in our
community. Dr. Natalie Furgiuele, breast surgeon and
director of the Breast Care Center at MVH, spoke briefly
to the crowd during the opening ceremonies. Breast
cancer survivors were honored before the walk began
with a group photo and a celebratory wave of “Pink
Power” towels. A moment of silence was also observed
to remember those affected by breast cancer and those
who lost their battles. Several breast cancer survivors
volunteer on the planning committee and they call the
walk their “victory lap.” Funds raised benefit patients
at the Charles L. and Rose Sweeney Melenyzer Pavilion
and Regional Cancer Center.
Look Good Feel Better® Program
MVH’s oncology nurse navigator, hosted the Look
Good Feel Better program quarterly in 2018 and was
able to host multiple women over the four classes.
The American Cancer Society’s Look Good Feel Better
program was a free, community-based national service
that teaches female cancer patients beauty techniques
to help restore their appearance and self-image
during chemotherapy and radiation treatments. The
program provides cosmetics and makeup tips, as well
as information on how to wear scarves, wigs and hats.
The women were provided with a relaxing atmosphere
where they could talk freely and enjoy each other’s
company.

MVH Vision of Hope Cancer Care

13

Vision of Hope Reflections (continued)
Relay for Life
MVH participated in the Relay for Life of Mon Valley,
held at Charleroi School District Stadium, on May 4,
2018. Relay for Life is a worldwide event sponsored
by the American Cancer Society that raises funds and
awareness to save lives from cancer. MVH distributed
anti-smoking information and educated attendees
about the correlation between smoking and lung
cancer. Members of Inpatient Oncology, Medical
Oncology and Radiation Oncology discussed diagnosis
and treatment of various cancers with visitors to the
booth. Team members also connected with former
and current patients and caregivers that attended the
event. MVH raised over $1,050 and the event’s overall
total exceeded $103,000.
Wig Salon
The Wig Salon is a service provided at MVH and is
certified through the American Cancer Society. The
Wig Salon provides wigs and other accessories to
people undergoing cancer treatment at no charge. A
select group of nurses and volunteers attended classes
in collaboration with the American Cancer Society
and were educated on how to properly fit the wigs.
The fittings are performed in a private room, but the
person undergoing the fitting may have a friend or
family member accompany them. MVH has received
donations from employees and other sources to fund
the cost of the Wig Salon.

Standard 2.2 — Nursing Care
Oncology nursing care is provided by nurses with
specialized knowledge and skills. Each calendar year,
nursing competency is evaluated and results are
reported to the cancer committee, then documented
in the cancer committee minutes.
The oncology nursing staff participated in many
educational opportunities in 2018. Staff participated
in the weekly multidisciplinary tumor board
conferences. Staff also participated in age-specific
education with topics chosen on case mix, symptom
management, psychosocial safety and best practice
applications. Oncology Nurse Managers provide
annual chemotherapy/biotherapy administration
14

competencies. The staff is committed to remaining
current with emerging treatments and management
for the care and service of our oncology patients and
their families.

Standard 2.3 — Genetic Counseling and
Risk Assessment
Cancer risk assessment, genetic counseling and genetic
testing services are provided to patients either on-site
or by referral to a qualified genetics professional.
At both MVH and HealthPlex Imaging, patients are
offered hereditary genetic testing through Myriad.
This testing, MyRisk, detects 28 mutated genes related
to breast, ovarian, uterine/endometrial, pancreatic,
colorectal, gastric, melanoma and other cancers.
The testing does not indicate that patients will
develop cancer. It establishes their high risk factors
for developing a cancer. The goal of this testing is
to prevent future cancers. If a patient tests positive
for a genetic mutation, interventions for preventive
measures can be initiated. Because these genes are
inherited, it is important for the patient to share this
information with their blood relatives so that they can
be tested as well.

Standard 3.1 — Patient Navigation
Process
A patient navigation process, driven by a triennial
Community Needs Assessment is established to
address health care disparities and barriers to cancer
care. Resources to address identified barriers may be
provided either on-site or by referral.
The Oncology Nurse Navigator provides individualized
assistance to patients, families and caregivers to
help overcome health care barriers and facilitate
timely access to quality medical and psychosocial
care through all phases of cancer care. The navigator
provides support from the time of biopsy through
treatment, discharge and survivorship.

Vision of Hope Reflections (continued)
Standard 4.1 — Cancer Prevention
Programs
Each year, the cancer committee provides at least one
cancer prevention program that is targeted to meet
the needs of the community and is designed to reduce
the incidence of a specific cancer type. The prevention
program is consistent with evidence-based national
guidelines for cancer prevention.
In collaboration with the Washington County
Community Needs Assessment, Monongahela Valley
Hospital provides several prevention programs that
identify risk factors and use strategies to modify
attitudes and behaviors to reduce the chance of
developing lung, breast and colorectal cancers.
American Cancer Society (ACS) guidelines are
followed for smoking cessation, obesity and exercise.
Better Breathers, Weight Watchers and screening
mammograms are just a few of what we offer. MVH also
offers a bariatric support program that incorporates
the entire bariatric process from lifestyle changes to
surgery.

Standard 4.2 — Screening Programs
Each year, the Oncology Committee provides at
least one cancer screening program that is targeted
to decrease the number of patients with late-stage
disease. The screening program is based on community
needs and is consistent with evidence-based national
guidelines and interventions. A process is developed to
follow up on all patients with positive findings.
2018 Breast Cancer Education and Screening
MVH and the Charles L. and Rose Sweeny Melenyzer
Pavilion and Regional Cancer Center hosted a free
Breast Cancer Education and Screening Luncheon on
October 17, in the hospital’s Anthony M. Lombardi
Educatoin Conference Center. Dr Natalie Furgiuele,
breast surgeon and director of MVH’s Breast Care
Center, Dr . Shani Gunning-Carter, oncologist,
Melanie Taylor, local radio personality, and Mark
Vater, survivor, gave presentations. They discussed
breast cancer facts, techniques of performing selfbreast exams and the importance of mammograms

and mammography resources. Following the optional
breast exam performed by members of MVH medical
staff, a mammogram was scheduled for women who
had an abnormal finding during the exam. “Knowledge
is power and this program increased awareness of this
important issue in women’s lives,” said Lisa Hruby, MVH
assistant vice president of Nursing. “Our physicians’
clinical experiences and expertise made this a valuable
and timely presentation for our guests.” Two women,
of the 93 people in attendence, received follow-up
mammograms and biopsies.
2018 Colorectal Cancer Program
MVH offered a free Colorectal Cancer Education
and Screening program on April 20, in the Anthony
M. Lombardi Education Conference Center. A
free take home fecal occult blood test was given
to all participants. The American Cancer Society
recommends that at age 50, men and women should
begin testing for colorectal cancer (cancer of the colon
and rectum) a disease that affects both sexes equally.
A distinguished panel of health care professionals
provided information on treatments for colorectal
cancer. Carol Manown BSN, RN, OCN, explained the
free take home colorectal screening kit to test for
blood in the stool. Each participant was notified and
followed by an OCN registered nurse to emphasize the
importance of early screening.
2018 Prostate Cancer Education and Screening
MVH offered a free Prostate Cancer Education
and Screening program on September 26, in the
Anthony M. Lombardi Education Conference Center.
The screening consisted of education, PSA blood
testing and digital rectal exams. Dr. Andrew Zahalsky
presented the educational program. Urologist, David
Hepps, M.D., reviewed the results and forwarded
them to the patients’ primary care physician. Of the 63
participants, two positive tests resulted and the men
are being followed by the primary care physician.

MVH Vision of Hope Cancer Care
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Vision of Hope Reflections (continued)
Eligibility Requirement E6
Diagnostic Imaging
—— Magnetic Resonance Imaging (MRI)
—— Positron Emission Tomography (PET)/
Computerized Tomography (CT)
—— CT Scan
—— Cardiac Catheterization Lab
—— Nuclear Medicine
—— Ultrasound
—— GI Endoscopy Unit (colonoscopy and upper
endoscopy)
—— Breast Care:
—— Breast Imaging, Ultrasound and Breast MRI
—— Digital Mammography
—— 3-D Mammography/Tomosynthesis
—— MRI-Guided Breast Biopsy
—— Ultrasound-Guided Biopsy

Eligibility Requirement E7
Radiation Oncology Services
Linear Accelerator: A linear accelerator is a special
machine controlled by super computers that delivers
high-energy X-rays to cancerous tumors. As with an
X-ray, the treatment is non-surgical and the patient
does not feel anything. The treatments are brief and
done primarily as outpatient visits. All treatments
administered with the linear accelerator are considered
external beam radiation therapy (EBRT) which uses
multiple-beam energies from outside the body to
target interior tumors. Its use can reduce some
side effects of radiation treatment. A new patient
identification verification system, including a manual
barcode scanner and biometric system, was added
to the linear accelerator to ensure the verification of
machine parameters to each unique patient. Patients
present their personalized ID card at the time of check
16

in. The card has the patient’s photo, name, birthdate
and unique barcode. Before the patient enters the
treatment room, the therapist will visually and verbally
check the card for identification. The barcode portion of
the card is then scanned into the treatment machine’s
software. That patient’s specialized treatment plan is
then electronically retrieved and verified for a time-out
procedure.
3-D Conformal Radiation: The tumor is pinpointed
using 3-D planning technology and is treated from
multiple angles with beams that can be shaped to
conform to the tumor’s size and dimensions, sparing
healthy tissue and organs.
Intensity-Modulation Radiation Therapy (IMRT):
Used for difficult-to-reach tumors, the intensity of the
X-ray beams can be adjusted with great accuracy to
match the exact shape of the tumor, even if it is irregular
in shape.
Image Guided Radiation Therapy (IGRT): This therapy
improves the accuracy of radiation placement and
reduces the exposure of healthy tissue during radiation
treatments by tracking the movement of tumors
that may move because of breathing or other bodily
functions. A cone-beam scan is done prior to treatment
so the patient’s real-time image is matched to the
planned radiation treatments. This allows the radiation
oncologist to adjust the radiation beam to remain
focused on the tumor.
Stereotactic Radiosurgery (SRS): SRS is a painless
alternative to open surgery as well as a treatment option
for certain tumors that are otherwise untreatable. This
non-surgical procedure delivers precisely targeted
radiation at much higher doses in a single treatment
or just a few treatments. SRS is mostly used for the
following conditions:
—— Malignant intra-cranial and extra-cranial tumors
and lesions
—— Benign intra-cranial tumors including neuromas,
meningiomas and adenomas

Vision of Hope Reflections (continued)
Stereotactic Body Radiosurgery (SBRT): A very
specialized non-surgical procedure that targets tumors
within the body by delivering high-dose radiation to
tumor targets in a hypo-fractionated schedule. The
schedule is usually two-to-five fractions over a one- to
two-week period without increasing complications.
SBRT is mostly used for the following conditions:
—— Malignant lung tumors
—— Liver tumors and lesions
—— Spinal cancer and spinal cord tumors

grain of rice, on a surgical mesh. They implant the mesh
on the tumor and it is treated over a long period of time
until the radiation becomes inactive.
Large Bore CT Scanner/ Radiation Simulator with
Varian Respiratory Gating System: This Computerized
Tomography (CT) scanner is used for the planning
stage of radiation therapy. The CT is used to locate
the tumors and pinpoint the normal structures. This
CT is more open and feels less confining to patients.
It is more comfortable and can accommodate larger
patients easily.

—— Tumor metastasis
High-Dose Rate Brachytherapy (HDR): In Western
Pennsylvania, MVH is one of only three hospitals
that offer Mammosite brachytherapy. In fact, MVH’s
brachytherapy program is internationally recognized
by the American Brachytherapy Society for our
published research.
Brachytherapy is internal radiation therapy that places
a high-energy radiation source inside the tumor or
near the tumor for brief periods of time. This advanced
technology can be used in conjunction with other
radiation treatments, but is not used in conjunction
with chemotherapy. Is used to treat:
—— Reproductive cancers in women through
high-dose rate gynecological non-surgical
procedure
—— Lung cancer through endobronchial surgical
procedure
—— Esophageal cancer
—— Skin cancer
Mammosite® Accelerated Partial Breast Irradiation
(APBI) — specialized brachytherapy:
This reduces the number of breast cancer treatments
from six-weeks (33 total treatments, one each day) to
five days (10 treatments, twice each day).
Low-Dose Rate Brachytherapy (LDR): Used to treat
lung cancers, LDR is a surgical procedure performed by
a thoracic surgeon, radiation oncologist and a physicist.
They place several tiny radioactive “seeds,” the size of a
MVH Vision of Hope Cancer Care
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We treat
cancer
*
in days
— with the most
innovative therapies and
compassionate care.
C

ertain cancers, which once required a hospital stay or weeks of treatment,
can now be treated in days on an outpatient basis.
To treat cancer in a week or less, the multidisciplinary team at Monongahela
Valley Hospital’s Charles L. and Rose Sweeney Melenyzer Pavilion and Regional
Cancer Center uses the following innovative therapies:

High-Dose Radiation Therapy (Brachytherapy)

A high-energy radiation source is placed inside the body near the tumor as a short
series of outpatient procedures. This therapy allows highly localized doses of radiation
to be delivered to the tumor quickly.
Our radiation team uses high-dose rate brachytherapy for the treatment of breast, gynecological and skin cancers
as well as superficial tumors. This treatment gives patients an alternative to aggressive surgery. MVH specializes in
accelerated partial breast treatments using brachytherapy and can treat the cancer in 5 days. Radioactive seeds travel
from a special machine through catheters placed at the surgical site. This therapy is completed with the same results
but much faster than the standard six weeks of treatments.

Stereotactic Therapy

MVH’s Radiation Oncology staff uses stereotactic radiosurgery to treat cancer using the highest possible dose of
radiation in one or up to five visits. Used in the treatment of brain, spinal and small isolated tumors in the liver and lungs,
this therapy is considered “surgery without a knife” and is comparable to gamma knife therapy. The radiation oncologist
develops each patient’s plan using
various beam intensities and angles
to kill the cancer while minimizing
exposure to healthy organs.
1163 Country Club Road
When you receive care at MVH’s
Regional Cancer Center, you are in
the hands of some of the world’s
most respected cancer experts who
will help you win your battle in a
comfortable and caring environment.

MM/CL-500/6-19
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Monongahela, PA 15063
724-258-1966
mvhcancercenter.com
*Each person is evaluated individually and lengths of treatment vary. Not all cancers can be treated
in days. However some adrenal, brain, breast, liver, lung and spinal cancers can be treated in days.

Close to you — far from ordinary.
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