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Putting your health first.

Colorectal Cancer:
MVH’s Regional Cancer Center Provides
Diagnosis, Treatment and Support

I

t was November and Barbara Grove was feeling tired. With the holidays quickly approaching, the
retired elementary school teacher went to her primary care physician for a physical. The doctor sent
her to Monongahela Valley Hospital (MVH) for blood tests which led to transfusions as well as a
colonoscopy and CT scan that revealed a tumor in her colon. Two days later, she had surgery to
remove the mass.
“As I was being prepped for surgery, I saw one of the radiologists looking at the tumor on my scans with
the surgeons,” recounted Mrs. Grove. “He said, ‘oh, my gosh, that thing is ugly.’”
Once the “ugly mass” was removed, the Carroll Township resident spent 10 days in the hospital, followed
by six months of chemotherapy.
“The oncologist said that I would have a 25 percent chance of surviving five years without chemotherapy
and a 75 percent chance with it, so I opted for the chemotherapy.”
It’s been more than four years since that day in November 2009 when Mrs. Grove received her diagnosis
and she tells everyone that she is alive today thanks to the expert and compassionate care that she received
from the physicians, nurses and support staff at Monongahela Valley Hospital’s Charles L. and Rose
Sweeney Melenyzer Pavilion and Regional Cancer Center.
“I went to the hospital for my chemotherapy from December through June and I was never treated like
just another patient,” said Mrs. Grove. “They treated me and all of the other people with cancer and our
families with care and genuine concern. The staff was very kind to my husband who accompanied me to
the treatments. When I had no appetite, they brought me trays from the cafeteria to encourage me to eat.
When my blood count dipped low and I needed shots, some of the staff members, including doctors,
rearranged their schedules so that they could meet me at the Cancer Center on a holiday weekend to
administer the shots.”
She continued, “Both my husband, Robert, and I are very appreciative that we have such a quality cancer
center literally in our backyard. It was very convenient to stay in our community and not have to travel to
Pittsburgh regularly for the treatments.”
Once she completed her chemotherapy treatments, Mrs. Grove returned to MVH’s regional cancer center
every six weeks so that doctors could monitor her recovery. She now returns to the cancer center every six
months for CT scans and blood work. She also has a PET scan every year.
“I trust the staff at Monongahela Valley Hospital with my life,” said Mrs. Grove. “Not only did they provide
great, individualized care, they brightened what could have been a very dark time for me.”
MVH’s Cancer Program which includes medical oncology, chemotherapy, radiation therapy, diagnostic
radiology and surgical services, is accredited by the American College of Surgeon’s Commission on Cancer.

(Cover photo) International Acclaim for MVH
Monongahela Valley Hospital gained international recognition at the American Brachytherapy Society
Conference held April 18 – 20, 2013. MVH Director of Radiation Oncology Mohsen Isaac, M.D. (seated)
was invited to speak at the 34th Annual Abstract meeting regarding his and Medical Physicist,
Meredith Semon’s collaborative research on “The Importance of Daily Computed Tomography Imaging
with Accelerated Partial Breast Irradiation.” Their research was selected as one of the top 10 articles
submitted and published in the Brachytherapy International Multidisciplinary Journal.

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 2014 Cancer
Annual Report. The MVH Oncology Committee 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 2014 Cancer Program Annual
Report will discuss progress made in
2013. 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 2013, Monongahela Valley Hospital continued
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.
Even though our Radiation Oncology department possessed the most
state-of-the-art equipment available
in 2013, it is notable that we have
also added enhanced equipment to
become the only hospital in Western Pennsylvania that offers radiation therapy treatments using a new
multi-leaf collimator (MLC) device
with the new Elekta Agility linear accelerator. Use of the MLC enables us
to administer higher doses of radiation at multiple sites simultaneously,
greatly enhancing our Stereotactic
Radiation Surgery capabilities.
Not only have we improved our
core facilities and services, but
we also carried out many projects
in 2013 designed to limit the impact of cancer on our community
through prevention, education, and
early detection. Community screening and educational activities included screening events for skin
cancer, breast cancer, colon cancer
and prostate cancer. Other patientcentered programs included a general cancer support group, a disease
specific breast cancer support group
and a prostate cancer support group.
In addition, a first-ever “Mamm &
Glamm” event was created to encourage women to get their screening mammograms along with a variety of pampering services such as

massages and manicures. A breast
cancer survivor shared her story with
a standing-room only group of women at this event.
The Vision of Hope Cancer Care
Program also collects and analyzes
data on the patients treated at MVH
in the hopes of finding trends and patterns which can then be used to further improve the care we provide. Included in this report is an analysis of
some of the data collected by our Tumor Registry. The focus of this year’s
report is colorectal cancer, the fourth
most common cancer in the United
States. This cancer of the large intestine, or colon, including the terminal
portion known as the rectum, is the
third most common cancer that afflicts the residents of the mid-Monongahela Valley. It affects 11.8 percent
of our cancer patient population.
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

MVH Vision of Hope Cancer Care

1

Primary Sites - 2013
Primary Site

2

Male

Female

Total Number

Breast

2

95

97

Lungs/ Bronchus

38

37

75

Colon/ Rectum

27

23

50

Prostate

30

0

30

Bladder

17

7

24

Leukemia

9

8

17

Corpus Uteri

0

16

16

Non-Hodgkin’s Lymphoma

8

5

13

Kidney/ Renal

5

5

10

Brain CNS Other

0

8

8

Unknown Primary

4

4

8

Digestive System Other

3

5

8

Blood & Bone Marrow Other

4

4

8

Esophagus

5

1

6

Endocrine Other

0

6

6

Oral Cavity

5

0

5

Pancreas

4

0

4

Thyroid

3

1

4

Brain Malignant & Benign

1

3

4

Multiple Myeloma

1

3

4

Cervix Uteri

0

4

4

Liver

3

1

4

Connect/ Soft Tissue

2

2

4

Larynx

3

0

3

Anus/ Anal Canal

1

2

3

Skin Other

2

1

3

Vulva

0

3

3

Hodgkin’s Disease

2

1

3

Stomach

2

0

2

Bone

0

2

2

Ovary

0

1

1

Testes

1

0

1

Male Genital Other

1

0

1

Melanoma

0

1

1

TOTAL

183

249

432

Colorectal Cancer Summary Report
By Andrew J. Zahalsky, M.D., Director of Medical Oncology
Colorectal cancer is the fourth most common
cancer in the United States, with an estimated
137,000 new cases being diagnosed in the United
States in 2014. The term colorectal cancer refers
to cancer of the large intestine or colon, including
the terminal portion known as the rectum. When
colorectal cancer is caught early, it is possible
to cure a patient of his or her disease. However,
colon cancers can often grow internally without
any symptoms. Therefore many patients are not
diagnosed until the disease is advanced. It is true
that newer medications and recent advances in
cancer treatment are helping patients with the
disease to live longer. However, because many
patients are diagnosed late and because advanced
disease is very difficult to cure, about one-third
of all colorectal cancer patients – about 50,000
people – will fall victim to their cancer each year,
making colorectal cancer the second most common cause of cancer deaths in the United States.
What makes this statistic particularly disturbing is that colon cancer is a preventable cancer.
Most colorectal cancers start as pre-malignant
polyps which then take several years to change
into cancer. Patients who undergo the appropriate screening tests with removal of pre-malignant
polyps can prevent themselves from ever having
to deal with a full-blown cancer.
RISK FACTORS
Many of the causes of colorectal cancer are
unknown. Epidemiologic studies suggest that
dietary factors can play a role in the development of colon cancer. Diets higher in fruits, vegetables and fiber and lower in red meat seem to
play a protective role. The benefits of a healthy
diet manifest themselves over a period of several
years. Therefore, while it is never too late to start
eating healthy and taking better care of one’s
body, it takes a long time to reverse the damage
caused by years of poor dietary choices. Unfortunately, this means that after a colon cancer is
already diagnosed, changing one’s diet will not
make the cancer disappear.
Age is a major risk factor in the development
of colorectal cancer. Colon cancer is much more
common in people older than age 50 than it is
in younger people. Certain inflammatory conditions of the colon such as Ulcerative Colitis and
Crohn’s Disease can also contribute to cancer

in this location. There is also a genetic component to colorectal cancer risk. People who have
biological relatives with colorectal cancer are at
a higher risk for developing colorectal cancer
themselves. Since colorectal cancer is less common in younger people, when a young person is
diagnosed with this type of cancer, it is often, but
not always, in a person with a genetic predisposition to colorectal cancer. Some of the genes that
cause colon cancer have been identified and can
be tested. Unfortunately, we have not yet found
every gene that leads to colon cancer.
SYMPTOMS
All too often, colorectal cancer can develop
and grow without causing any symptoms. Therefore, we recommend routine screenings for
colorectal cancer, even in asymptomatic patients,
in order to catch the disease early, at a curable
stage. When colorectal cancer does cause symptoms, it often follows one of two patterns.
Colorectal cancer which starts toward the
end of the colon — either in the sigmoid colon
or rectum — tends to cause changes in bowel
habits. When digested food first enters the large
intestine, it tends to be very watery and filled
with digestive juices. The water is absorbed by
the intestine as the digested food moves through
the bowels. By the time the feces arrives at the
end of the intestine, there is much less water and
the product is a formed, solid bowel movement.
Because the bowel movement is more solid, it
becomes difficult for the feces to get around an
abnormal mass in the latter portion of the large
intestine. This can cause constipation. Another
change that is sometimes seen is a change in the
caliber of the bowel movement, for example becoming pencil thin, as it has to push through a
smaller opening. Since many other problems can
also cause constipation, this symptom is often
overlooked, resulting in a delay in diagnosis.
If the cancer starts at an earlier portion of the
large intestine, there is more liquid in the digested food, so it tends to flow more easily around the
cancerous mass. Therefore symptoms of a blockage are less common for cancers at an earlier site,
unless the disease is very severe and makes a water-tight obstruction. Instead, these higher lesions
have a tendency for bleeding to be the first sign
of a problem. Again, many people miss the early

warning sign of blood in their bowel movements,
and instead assume that they have hemorrhoids.
Some of these people really do have hemorrhoids
too, which makes it difficult to know when they
have developed a new problem. Another confusing factor is that if the bleeding is very slow, small
amounts of blood can be digested by the intestine
so that a person never even sees the blood in their
bowel movement. In those people, detecting anemia on routine blood tests can be the only sign
that bleeding is occurring.
If the cancer remains undiagnosed until it
gets larger or spreads, then pain may be the presenting symptom. However, pain is a late symptom, and the lack of pain is not proof of the absence of cancer.
DIAGNOSTIC TESTS
The best test for the diagnosis of colorectal
cancer is a colonoscopy. During this test, a gastroenterologist inserts a long fiber-optic tube attached to a camera into the rectum and passes it
up the length of the colon. This allows the physician to look directly at the intestinal wall and see
if there are any suspicious lesions.
The amazing thing about a colonoscopy is that
it can also prevent colon cancer. Most colorectal
cancers start as pre-malignant polyps which then
take several years to change into cancer. During the colonoscopy, if any abnormal polyps are
seen, they can often be removed by tools that are
threaded up the colonoscopy tube. By having abnormal polyps removed, a patient can potentially
avoid ever developing cancer in the first place.
Because of the age-association with colon cancers, we recommend a first colonoscopy at the
age of 50 — or younger in patients with a family
history of early colorectal cancer. The frequency
of follow-up procedures depends on whether any
polyps are found.
Alternative screening tests to a colonoscopy
include chemical testing of the feces for microscopic, digested blood; DNA testing of the feces
for gene mutations associated with cancer, or a
barium enema. The fecal blood testing is limited
because some polyps and cancers bleed intermittently, so there is not always blood present when
the test is done. Furthermore, other problems
like ulcers or hemorrhoids can also bleed and
give a false positive on the test. The newer DNA
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Colorectal Cancer Summary Report (continued)

If an abnormality is detected on a colonoscopy, a biopsy can be taken through the scope.
A small set of tweezers is inserted through the
scope and grabs a piece of tissue. When the pathologists look at the tissue, they can tell if it is
cancerous, and if so, how aggressive the cancer
appears to be.
Once a cancer is diagnosed, additional tests
are performed to determine if, and how far, the
cancer has spread. A CT scan of the abdomen
and pelvis will look for any direct extension of the
cancer out of the colon and can also determine
if the cancer has spread to the liver. A PET scan,
bone scan, CT scan of the chest or MRI of the
brain may sometimes be performed to look for
more distant spread.
Once it has been determined how advanced
the cancer is, a treatment plan will be recommended. Blood tests and sometimes testing of
the heart may also be necessary to make sure a
patient can tolerate the recommended treatment.
The blood testing often includes a measurement
of the CEA, a protein that some colon cancers
generate. If the initial CEA is elevated, then monitoring changes in the level of the CEA can inform
physicians about how well the disease is responding to treatment.
STAGING
Colorectal 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 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.

4

Stage I and Stage II denote cancers of increasing thickness (Stage I is smaller, Stage II is
bigger) within the wall of the intestine, but without any spread to the local lymph nodes or to the
rest of the body. Stage III cancers can also be of
variable thickness within the wall of the intestine,
but have also spread to the local lymph nodes.
Stage IV means there is more advanced spread
of the cancer, which can include either growth
through the wall of the intestine with local invasion of other organs near the colon, or spread to
other parts of the body, called a metastasis.
TREATMENT
Treatment of colorectal cancer falls into
three major categories: surgery, radiation and
chemotherapy. 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 – the
physician only removes the cancer where the cut
is made or where X-ray beams are focused. Chemotherapy means the administration of medications which can circulate in the blood stream and
kill cancer cells anywhere in the body.
Surgical removal of the primary tumor is usually the initial treatment. The surrounding lymph
nodes are taken along with the surgery. Therefore,
in Stage I, Stage II or Stage III disease, there is a
chance that all of the cancer will be removed and
the patient will be cured. The ability to prevent
colon cancer by removing pre-malignant polyps

and the ability to cure patients if their disease is
caught early is why we recommend routine colonoscopy screening for all people over age 50, and
for younger people with a family history of colon
cancer.
If the cancer has already spread to multiple
locations outside the colon, then surgery to the
colon will not cure the patient. However, even
patients with Stage IV disease sometimes require
surgical removal of the primary tumor in order
to prevent the tumor from obstructing the intestine. Rarely, if the only place where the cancer
has spread is to the liver, and if there are only a
few sites of disease in the liver, those liver lesions
can be removed with the surgery. However, most
of the time that the cancer has spread, it has sent
seeds into the bloodstream too, so even removing
all of the visible disease will not cure the patient.
Most of the intestine hangs within the abdomen. However, the rectum is the place where
the intestine moves from inside the abdomen,
through the backside, to bring the feces outside
the body. As it travels through the body wall, it
is encased in the fat and muscle of the buttocks.
This fatty tissue is often a site of local spread of
cancer cells from cancers that start in the rectum,
but is not an issue for colon cancers starting at
other places in the colon. In patients who have a
rectal cancer surgically removed, radiation therapy to the surgical site can destroy any remaining
cancer cells which were hiding in the fat.
Chemotherapy can play several roles in the
treatment of colorectal cancer. Patients with Stage

Figure #1: Stage at Diagnosis by Year of Diagnosis
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Colorectal Cancer Summary Report (continued)

LOCAL PATTERNS OF DISEASE
This year, the members of the Oncology Committee at Monongahela Valley Hospital decided to
review our Tumor Registry data for patients who
were diagnosed with colorectal cancer in each
of the last two years (2012 and 2013). We have
also compared this information to data from our
hospital from the prior four-year period (20082011) as well as to available cumulative data
from the same period (years 2008-2011) from

Figure #2: Stage at Diagnosis: Local vs. National Comparison
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II or Stage III disease, who may have been cured
with surgery, sometimes are given chemotherapy after surgery in order to remove any microscopic disease which may have been missed by
the surgery, to make sure that the patient is really
cured. Chemotherapy given after surgery to attack microscopic disease when there is no visible
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often given as ongoing maintenance therapy.
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the American College of Surgeons’ National Cancer Data Base (NCDB).
On page 4, Figure #1 shows the distribution
of colorectal cancer cases by stage at the time of
diagnosis for each of the last six years. In all years,
there is a wide distribution with some patients being diagnosed at an early stage and some being
diagnosed at a late stage. Monongahela Valley
Hospital is well aware of the importance of early
detection for improving the survival of colorectal cancer patients. We would much rather see a

Figure #3: Age at Diagnosis by Year of Diagnosis
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graph that shows a higher percentage of patients
diagnosed at an early stage and a much smaller
percentage of patients diagnosed with advancedstage disease. We recommend that anyone over
the age of 50 who reads this should undergo appropriate colorectal screening. We also encourage participation in our annual Colorectal Cancer
Education and Screening Program each April.
Figure #2 compares the cumulative four-year
(2008-2011) data from Monongahela Valley
Hospital with four-year nationwide data from the
NCDB. The most obvious difference between the
local data and the national data is that Monongahela Valley Hospital has a higher percentage of
patients diagnosed at Stage IV than the nationwide
average. Although a portion of this difference can
be due to the fact that the nationwide average
shows a higher percentage of “Unknown Stage”
patients, some of whom probably had Stage IV
disease, this explanation does not account for all
of the difference. Monongahela Valley Hospital
does have a slightly lower percentage of patients
in each of the earlier stage categories. This analysis suggests that the patients in our community
are not undergoing the recommended screening
and are therefore missing out on an opportunity
to diagnose their disease at an earlier, curable
stage. Again, we encourage patients to participate
in screening programs in order both to prevent
colorectal cancer and to catch the disease early.
Figure #3 shows the distribution of colorec-
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Colorectal Cancer Summary Report (continued)

Figure #4 compares the local data to the
NCDB national data. As mentioned previously, age
is a risk factor for colorectal cancer. Therefore,
the national data also shows a trend of an increasing risk of colon cancer with age. However, the
Monongahela Valley Hospital data still shows the
greatest percentage of patients in the 70-79 or
80+ categories, while the national data shows a
more substantial percentage of patients in the 6069, 50-59, and even a moderate amount in the
40-49-year-old age categories. The population of
colorectal cancer patients at Monongahela Valley
Hospital is older than the general population, reflective of the large elderly population in the communities served by our hospital.
At the time that this report was written, the
majority of the patients diagnosed with colorectal cancer in 2013 — about 83 percent — were

Figure #4: Age at Diagnosis: Local vs. National Comparison
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still alive at their last known follow-up. Therefore,
it is very difficult to make interpretations on the
long-term survival data from 2013. Instead, we
looked back at the five-year survival data from the
cohort of patients diagnosed in 2008. Figure #5

Figure #5: Observed Survival by Stage at Diagnosis in 2008
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summarizes the survival data. As the data show,
the patients diagnosed with Stage IV disease had a
less than optimal survival, with very few living up
to five years. On the other hand, all of the Stage
O and Stage I patients had excellent survival, and
even the patients diagnosed with Stage II disease
did rather well. Patients diagnosed with Stage III
disease had a prognosis in between the Stage II
and the Stage IV patients. When we take into account the fact that our patient population is much
older than the national average, and that, therefore, some of them may be dying from causes
unrelated to their malignancy within the five-year
time span after their diagnosis, we believe that the
survival rate of patients diagnosed with colorectal
cancer at Monongahela Valley Hospital are competitive with the national averages.
In summary, colorectal 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. 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 community 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.

this database. This brings the total
number of patients accessioned to
greater than 11,500, 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 2754 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
Registry data is used to determine reach 100 years old.
the number of newly diagnosed
The Tumor Registrar submits data
cancer cases in a given year. Registo the Pennsylvania Cancer Registry
try data is also used to document
in addition to the National Cancer
treatment information on specific Database, allowing Monongahela
types of malignancies, and to gather Valley Hospital to benchmark against
information for studies, audits and other hospitals. Since its inception,
research. The registry also provides the Monongahela Valley Hospital
site-specific data in conjunction with Cancer Registry has received recogcases presented at the weekly Tumor nition for its excellence in data qualBoard Conferences.
ity, data accuracy and completion of
The Cancer Registry at Monon- case finding.
gahela Valley Hospital was estabDuring 2013, Monongahela Valley
lished in 1990 under the supervision Hospital’s Cancer Registry particiof the Oncology Committee and pated in the National Cancer Data
the Medical Records Department. Base’s Annual Call for Data and subIn 2013, 488 cases were added to mitted data from 1990 to 2011.
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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.
2014 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 followup 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.
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Vision of Hope Reflections
the screening provided by medical staff and SameDay
Surgery nursing staff. This year, no participants had
abnormal lab results that needed forwarded to their
Our staff participated in many educational opportunities
primary care physicians for follow-up.
in 2013. The 2013 oncology nursing staff journal club
included 25 topics in oncology nursing with topics chosen On Oct. 30, 2013, MVH hosted its annual Breast
based on case mix, symptom management, psychosocial, Cancer Education and Screening Luncheon for 67
safety and best practice applications. Staff also women. Speakers included Andrew J. Zahalsky, M.D.;
participated in the weekly multidisciplinary tumor board Natalie Furgiuele-Iracki, M.D.; and Mohsen Isaac, M.D.
conferences. Staff is committed to remaining current with Twenty two participants completed the free breast
emerging treatment and management for the care and cancer screening exam performed by medical staff. Eight
service of our oncology patients and their families. Two participants scheduled their mammograms that day while
registered nurses received certification in comprehensive one participant required an immediate mammogram that
chemotherapy administration through UPMC Cancer our staff performed that day; our staff also immediately
Center, whose staff taught the classes. The certifications sent results to her physician.
are sponsored by the Oncology Nursing Society and Certified staff from the Physical Therapy department as
UPMC Cancer Center, which provide staff with updates well as a representative from Elizur Corporation was also
in chemotherapy/biotherapy, administration and current available for questions at the Breast Cancer Education
treatment plans.
and Screening Luncheon at MVH.
The team also organized and hosted the annual Oncology Chief Radiation Therapist Debbie Burkhardt, RT(R)
Symposium that serves as an update on cancer treatment, (T)(CT); Carol Manown, RN, ONC; and Patty Fife,
bringing together several experts in medical, radiation and R.T.R.M., represented MVH at the Day of Peace
surgical oncology to discuss new research and treatment. Cancer Awareness and Education Program on Oct.
Thirty three attended as the 2013 speakers discussed 5, 2013, at the Donora Community Center. More than
Community Debates in T-Cell Lymphoma, Strategies for 200 people attended the event which focused on breast
Optimizing Patient Outcomes in Chronic Myelogenous cancer awareness. Ms. Burkhardt was one of the primary
Leukemia and State-of-the-Art Management of HER2- speakers for this event. She discussed breast cancer
Positive Metastatic Breast Cancer.
prevention and the number of cancer treatment options
Community education and screening programs are and services provided by MVH.
a vital part of the oncology program and included:
MVH hosted the 10th Annual Lois Orange Ducoeur
Jamie Fedorchak, RN, represented MVH as the team Breast Cancer Walk on Saturday, Oct. 12, 2013. More
captain for the Relay for Life Annual Celebration for than 400 people participated in this 1- or 2-mile fun walk
cancer survivors on May 4, 2013. The staff of MVH event which raised $14,000. Members of the Radiation
supported the event with $1,000 to honor all of the and Medical Oncology team were reunited with their
survivors treated at MVH. The team hosted a bake sale patients to celebrate survivorship and to honor those
to raise money to support the American Cancer Society. who bravely fought. The walk committee members along
with sponsors and vendors helped to make this event
A Colorectal Cancer Education and Screening
a momentous one. All of the proceeds benefitted the
Program was held at MVH on April 24, 2013, with 23
prevention, early detection and treatment of breast cancer
attendees. Andrew J. Zahalsky, M.D., director of Medical
in our community at Monongahela Valley Hospital.
Oncology; Colorectal Surgeon David Blumberg, M.D.;
and Clinical Dietitian Krista Begonia, RD, LDN, spoke Radiation Oncology Advancements
to the attendees and provided educational PowerPoint MVH gained international recognition at the 34th
presentations. Participants were given take-home American Brachytherapy Society Conference held in
colorectal screening kits. There were no abnormal results New Orleans on April 18-20, 2013. Mohsen Isaac, M.D.,
to report to the attendees’ primary care physicians.
medical director of Radiation Oncology was selected to
During Prostate Cancer Awareness Month, Director of present the research project that he collaborated on with
Medical Oncology Andrew J. Zahalsky, M.D., presented Meredith Semon, physicist/radiation officer; Michael
an education and screening program on Sept. 18, Semon, chief radiation officer; and Natalie Furgiuele2013, to an audience of 65. Of those, 50 participated in Iracki, M.D. The project was the “Importance of Daily
The Oncology staff continued to improve patient
care through educational programs.
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Computed Tomography Imaging with Accelerated Partial
Breast Irradiation” HDR brachytherapy.

to this department for a variety of treatments based on
the cause of their illness and other conditions. All of the
The Radiation Oncology department advanced referrals for upper extremity lymphedema had a cancer
cancer treatment options in May 2013 by adding diagnosis.
stereotactic body radiosurgery for cancerous lung tumors In February 2013, both lymphedema therapists became
and stereotactic radiosurgery for brain tumors. This certified fitters for JOBST compression garments, which
technology delivers a high dose of radiation — ten times includes upper extremity, lower extremity and head/neck
more powerful than conventional treatment — directly garments. Also in February and for the convenience of
to the tumor without radiating healthy tissue and organs. our patients, Monongahela Medical Supply Company,
This type of treatment is comparable to gamma knife and MVH’s durable medical equipment (DME) company,
became a supplier of JOBST compression garments —
is referred to as surgery without a knife.
both custom and ready-to-wear.
The Linear Accelerator upgrade was completed on
Nov. 13, 2013. A new treatment head was installed that In August 2013, Karen Hoskinson, PT, completed a twohouses the state-of-the-art 160 multi-leaf collimator week Complete Lymphedema Certification course in
system (MLC). The new 160 MLC collimator system Pittsburgh, Pa. As of Oct. 1, 2013, Karen is the third
delivers radiation doses twice as fast as any other licensed therapist available to provide lymphedema
treatment unit in the industry. Reducing treatment times services for upper and lower extremities and the head/
from 30 minutes to seven minutes. The collimator system neck region.
also offers doctors more beam-shaping options and The patient satisfaction surveys received during 2013
better dose conformance to the tumor. MVH is the only indicate an overall score of 5.0 on scale of 1-5 for the
hospital in Western Pennsylvania to offer patients this question “Likelihood to recommend lymphedema
technology.
services to others,” with 5.0 being the highest possible
score.
Rehabilitation Services
Provision of services for patients with lymphedema and Physical therapy staff raised $1,403 for National Physical
vascular disease by the physical therapy staff included Therapy Month in October 2013 with all proceeds
evaluation and treatment of upper extremity, lower donated to the Charles L. and Rose Sweeney Melenyzer
extremity and head/neck lymphedema as well as wound Pavilion and Regional Cancer Center in support of cancer
care evaluations and treatments in the Center for Wound awareness and research.
Management. Physical therapy staff members are also Staff attended continuing education classes on an
very involved with fitting patients for compression ongoing basis for lymphedema and skin/wound care
garments and providing equipment and education to since collaboration with wound care physicians and
meet their lymphedema needs.
nurses is essential in the care of the patients.
Twelve patients with upper extremity involvement and 87 Performance improvement efforts are ongoing regarding
patients with lower extremity involvement were referred services provided to patients with lymphedema.

Caregivers of the late Kim Davis met with her
family when they presented Monongahela Valley
Hospital’s Charles L. and Rose Sweeney Melenyzer
Pavilion and Regional Cancer Center with a $2,750
check in Mrs. Davis’ memory. Standing, from left
are: Andrew J. Zahalsky, M.D., director of Medical
Oncology; Jessica Fitch, RN; Anne Raible, RN;
Clinical Coordinator Carol Manown, RN; Nichole
Miller, Registration; Cynthia Murphy, Registration;
and Bonny Holmes, Supervisor. Sitting are Kelly
Sesco and James Davis, daughter and husband,
respectively, of the late Kim Davis, along with
Mrs. Sesco’s son Daniel, age 3 and her cousin
Gabrielle Nolder, 8, of Monongahela.
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