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Lung Cancer: One Woman’s Journey To Wellness
All the signs were there, she said, but 53-year old Wendy Corazzi,
of Fredericktown, did not stop smoking. It had been her habit for 35
years. Blood clots in her lungs in 2012 were followed in 2013 by a
bout of pneumonia and then a year later, hyponatremia (abnormally
low blood sodium that can be caused by cancer). Her team of
physicians ordered a CT scan and discovered an irregular result.
Three weeks later, she began chemotherapy and radiation to treat
what turned out to be lung cancer and tumors in three lymph nodes.
“I felt confused, I felt lost, and I’m looking around and thinking, ‘How
am I going to do this?’” she said.
Mrs. Corazzi rose to the occasion and decided that her goal was to
kill this cancer.
She said the tragic news snapped her out of a 10-year depression
and after dropping her anti-depressants and her pain management
medications, she “became alive again.”
“I decided that I could either sit in the corner and cry about it and waste my life or I could be proactive,”
she said.
She found strength and support in her family — husband Lee, and adult sons, Lee II and Steve. She
found peace in “her faith in the Lordship of Jesus Christ.” And she says the staff at Monongahela Valley
Hospital’s Charles L. and Rose Sweeney Melenyzer Pavilion and Regional Cancer Center gave her
comfort and courage and “treated me like a queen.”
She also found many small blessings in items donated by anonymous, generous community members that
lifted her spirits and made her feel special.
The day Wendy shared her story, she was sporting a lovely hand-knitted dark blue hat and matching scarf
that was donated by a local group. She also showed off some of her other favorite handcrafted, donated
items that have given her practical help during her treatments.
She said that part of being proactive included changing her diet to all local, natural and seasonal foods,
and reading about the side effects of her treatment to better deal with them.
“For me, I get up every morning and do my makeup and my hair for my family so they aren’t looking at me
and thinking, ‘That’s right, we have cancer in our lives,’” she said. “I want them to say, ‘She’s doing well,”
and I want to look in the mirror and say, ‘I look alright today, and I still have some hair.’”
In early February 2015, Wendy learned she was doing very well and only needed two more chemotherapy
treatments, less than were originally scheduled.
“Dr. (Barry) Tonkonow said there were no detectable malignancies in my PET scan, which means I’m
cancer free,” she shared. “I was diagnosed early and we attacked it from every angle. I cannot say enough
about the doctors, nurses and radiation therapists at Monongahela Valley Hospital. It’s a real miracle.”
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) 2015 Cancer Survivors Day
On June 7, it was a celebration of life at Monongahela Valley Hospital as nearly 500 people participated
in the hospital’s Cancer Survivors Day Picnic. During the event, which coincided with the 30th anniversary
of the Charles L. and Rose Sweeney Melenyzer Pavilion and Regional Cancer Center, survivors and their
loved ones enjoyed a complimentary picnic lunch, live entertainment and games for the children. The
photos on the cover are just a few of the many snapshots taken during the picnic that capture the essence
of the event.

Message From The Chairman
Charles L. and Rose SweeneyMelenyzer Pavilion and Regional
Cancer Center. In 1985 when our
Cancer Center opened, it was
the first of its kind in Washington,
Fayette, and Greene counties
and is still one of the largest freestanding cancer centers in Western
Pennsylvania. In fact, we offer some
therapies at our Cancer Center that
are not even available at the larger
metropolitan teaching hospitals in
our region.

Andrew J. Zahalsky, M.D.
Chairman
Oncology Committee
It is a privilege to serve as the
Director of Medical Oncology at
Monongahela
Valley
Hospital
(MVH). Every day, I work with a
multidisciplinary team of skilled
physicians, nurses, and support
staff who provide the highest level
of personalized care to the people
and their families who come to us
for cancer treatment. In my role
as Chairman of the Hospital’s
Oncology Committee, I serve with
a very dedicated group that directs
MVH’s Vision of Hope Cancer
Program. Each fall, we assess
the advancements in our program
during the past 12 months and
outline our future goals. We share
this information through our Cancer
Program Annual Report.
On the pages of this report, you
will learn that during calendar
year 2015, MVH hosted a Cancer
Survivors Days Picnic to celebrate
the men, women, and children
who faced cancer and beat it. A
selection of photos from the event
are shown on the front cover.
The Picnic coincided with the 30year anniversary of the Hospital’s

One of the many factors that
contributes to our Hospital being
a Cancer Center of Excellence
is that we recruit some of the
finest oncologists and oncology
nurses. During the past year, MVH
welcomed a new physician in
Radiation Oncology as well as a fulltime nurse navigator, and a certified
registered nurse practitioner.
The delivery of high-quality
cancer care begins with prevention,
education, and early detection.
Our program included community
screening and educational events
for skin, breast, colon, and prostate
cancers. Calendar year 2015
also marked the first time that we
offered a lung cancer screening
and educational program where
participants learned the importance
of early detection along with recent
advancements in early detection
and treatments. Our other patientcentered programs included a
general cancer support group, and
disease-specific breast and prostate
cancer support groups. In addition,
MVH’s “Mamm & Glamm” event,
which was in its third year, continued
to be a popular means for women to
get their screening mammograms
along with a variety of pampering
services such as massages and
manicures. During the past year,
we also launched a comprehensive
new website, Mvhcancercare.com,

which includes links to Patient Care,
Our Team, and Patient Resources.
In addition, the site includes brief
patient videos that present their
positive experiences and success
stories.
Throughout the year, the Vision
of Hope Cancer Care Program also
collects and analyzes data on the
patients treated at MVH in an effort
to identify 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 lung cancer. While breast
cancer is the most common cancer
in women and prostate cancer is
the most common cancer in men,
lung cancer does not discriminate
by sex. More people in the United
States die from lung cancer than
any other type of cancer.
Cancer has become a fact of
life today. Practically everyone
has been touched 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 residents of the
Mid-Monongahela Valley and
beyond. But most of all, on behalf of
everyone who provides cancer care
at Monongahela Valley Hospital, I
extend our sincere appreciation to
all of the patients and their families
who allow us into their lives and
for leaving a lasting imprint on our
hearts.

Andrew J. Zahalsky, M.D.
Chairman,
Oncology Committee
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Primary Sites - 2014
Primary Site

Male

Female

Total Number

Breast

0

108

108

Lung / Bronchus

39

35

74

Colon / Rectum

24

22

46

Prostate

27

0

27

Leukemia

7

12

19

Urinary Bladder

10

8

18

Non-Hodgkin Lymphoma

5

12

17

Kidney / Renal

8

6

14

Corpus Uteri

0

12

12

Oral Cavity

7

4

11

Digestive System Other

3

6

9

Multiple Myeloma

5

3

8

Brain & CNS Other

1

7

8

Stomach

3

4

7

Blood & Bone Marrow Other

3

4

7

Brain – Malignant & Benign

2

4

6

Esophagus

4

1

5

Larynx

2

3

5

Hodgkin Lymphoma

1

4

5

Liver

3

1

4

Thyroid

1

3

4

Cervix Uteri

0

3

3

Melanoma

0

3

3

Male Genital Other

3

0

3

Unknown Primary

2

1

3

Endocrine Other

1

2

3

Pancreas

2

0

2

Anus / Anal Canal

0

2

2

Ovary

0

2

2

Respiratory System Other

1

1

2

Vulva

0

1

1

Nasal / Sinus

1

0

1

Urinary System Other

1

0

1

Female Genital Other

0

1

1

166

275

441

TOTAL
2

Lung Cancer Summary Report
By Andrew J. Zahalsky, M.D., Director of Medical Oncology
Lung cancer is the third most
common cancer in the United
States, surpassed only by prostate
cancer in men and breast cancer
in women. It is estimated that
over 220,000 new cases of lung
cancer will be diagnosed in the
United States in 2015. Although
not quite as common as breast
or prostate cancer, lung cancer
is considerably more lethal.
Approximately 158,000 people
in the United States will die of
lung cancer in 2015. This statistic
shows that lung cancer is very
hard to cure and that the majority
(almost three-quarters) of 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
Monongahela Valley Hospital for
each of the last 15 years.
The term lung cancer refers to
cancers of the lung, including
both the oxygen exchanging
membranes (alveoli) and the
pipes (bronchi) which 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 upon 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
disease which is incurable. One
avenue for trying to improve lung
cancer outcomes is to target
earlier detection of high-risk
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 CAT scan of
the chest in order to catch any
developing lung cancer before it
has had time to spread.

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
exposures are fairly common in
the older generation of residents
in the mid-Monongahela Valley
area and probably 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.

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 on both a
national and local level.

Age is also a risk factor in the
development of lung cancer.
Lung cancer is more common in
older people than it is in younger
people. This reflects, in part, the
fact that cumulative damage is
done to the lungs with ongoing
exposure to toxins. Therefore,
the sooner one quits smoking, the
less damage has been done to
the lungs, and therefore the better
are one’s odds for preventing lung
cancer. Genetic factors may also
play a role, including inheritable
susceptibility 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.

RISK FACTORS
The largest risk factor for lung
cancer development is tobacco
smoke exposure, representing
the cause of approximately 85%
of all lung cancers in the United
States. Both primary smoking
and
second-hand
smoke

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
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Lung Cancer Summary Report (continued)
have no symptoms, three (1.5%)
of them have lung cancer right
now and do not even know it.
Therefore, the lack of symptoms
does not prove that cancercausing 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 electrolyte balance
in the body.
DIAGNOSTIC TESTS
Lung cancer is usually detected
as an abnormal finding on either
a chest X-ray or a CAT 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. (Sometimes
the abnormality turns out to be
benign, for example if it is an area
of current infection or scar tissue

4

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 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 CAT scan-guided
biopsy involves inserting a needle
through the skin and into the lung
abnormality, while watching the
needle insertion via a CAT 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 EndoBronchial 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 CAT scan of the chest,
abdomen, and pelvis will look for
how extensive the cancer is within
the chest and can also determine
if there has been spread to the
abdominal organs such as the
liver or adrenal glands. A PET
scan is another good 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 bone. In addition,
a CAT 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
sometimes testing of the heart
and lung function may also be
necessary to make sure 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. 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.

Lung Cancer Summary Report (continued)
Stage I and Stage II denote
cancers that are either contained
entirely within lung tissue or have
spread to lymph nodes around
the bronchi that provide air to
the part of the lung where the
cancer started. These 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 therefore makes
surgical removal much more
difficult, if not impossible. Stage
IV means there is 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 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
– you only remove or burn the
cancer where you make the cut
or where you shine the beam of
X-rays. Chemotherapy means
the administration of medications
which can circulate in the blood
stream and kill cancer cells
anywhere in the body.
In early stage Lung Cancer (Stage
I or Stage II), surgical removal of
the primary tumor is usually the
initial treatment, as long as it is felt

that the patient could tolerate the
procedure. Therefore, in Stage
I or Stage II disease, there is a
chance that all of the cancer will
be removed and the patient will be
cured. Sometimes, chemotherapy
is 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,
sometimes in combination with
chemotherapy and sometimes
followed by chemotherapy, is
usually tried instead 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. Sometimes,
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.
Therefore, patients with Stage IV
disease are usually treated with
systemic chemotherapy alone,
although 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
treatment of lung cancer with
chemotherapy. Most of these
advances take the form of better
targeting of the chemotherapy to
the cancer cells. For example,
certain mutations can be identified
in some patients with lung cancer

which make the cancer cells
particularly sensitive to a certain
new chemotherapy medication.
Choosing the right medication
for those patients who carry
the particular mutation greatly
improves the response rate to
chemotherapy.
Unfortunately,
not all patients carry the specific
mutation needed to make their
cancer sensitive to chemotherapy.
Therefore the newer, mutationtargeted 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 fight off cancer cells.
Usually, lung cancer can hide from
the immune system (which is why
we don’t just “get over” cancer the
way you “get over” a cold). 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 hope that someday we can
fight off cancers.
LOCAL PATTERNS OF DISEASE
This
year,
the
Oncology
Committee of Monongahela Valley
Hospital decided to review our
Tumor Registry data for patients
who were diagnosed with lung
cancer in 2014 (the last full year
for which we have data). We have
also compared this information to
data from our hospital from the
four prior years (2010-2013) as
well as to available data from the
American College of Surgeons’
National Cancer Data Base
(NCDB).
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Lung Cancer Summary Report (continued)

Figure #1: Stage at Diagnosis by Year of Diagnosis
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prognostic factors and national
treatment guidelines.
Figure
#2
compares
the
cumulative five-year data from
Monongahela Valley Hospital with
four-year nationwide data from
the NCDB. For the most part, we
see that on a national level, there
is a similar pattern of mostly Stage
III and Stage IV cases. However,

Figure #2: Stage at Diagnosis: Local vs. National Comparison
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Figure #1 shows the distribution of
lung cancer cases by stage at the
time of diagnosis for each of the last
five years. Due to the aggressive
nature of lung cancer and the
fact that it can be asymptomatic
initially, most patients are not
diagnosed until their disease is
at an advanced stage (Stage
III or IV). This 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 “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

the national data does show more
Stage I cancers than we find at
Monongahela Valley Hospital.
One of the goals of our Oncology
Committee this year was to
explore the feasibility of improving
early detection for our patients by
offering a program of low-dose
CAT scan screening in patients
with a heavy smoking history. We
will begin to offer the low-dose
chest CAT scans in early 2016.
Another difference between the
local data and the national data
is a lower cumulative percentage
of “Unknown Stage” patients at
Monongahela Valley Hospital.
Again, this represents the major
effort at this institution towards
accurate data collection by our
Tumor Registry. Unfortunately, it
appears that most of our decrease
in Unknown Stage patients comes
from determining that those
patients really also had Stage
III or Stage IV disease. It bears
repeating that lung cancer is an
aggressive disease which is often
advanced at the time of diagnosis.
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Lung Cancer Summary Report (continued)

Figure #4 compares the local
data to four-year NCDB national
data.
Monongahela
Valley
Hospital serves a generally older
population than is 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 does. The graph
reflects this trend. In the general
population, we see a similar
increase in lung cancer cases
with increasing age, with a peak in
the 70-79 age category. Then the
national data also shows a dropoff in new lung cancer diagnoses
in people older than 80, but the
drop-off nationally is larger than
the drop-off at Monongahela

Figure #3: Age at Diagnosis by Year of Diagnosis
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Valley Hospital because we still
care for a substantial population
of older patients.
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.
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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
continues in its efforts not only to
provide the best available care
for all of its cancer patients, but
also to improve the health for the
entire community we serve.

Figure #4: Age at Diagnosis: Local vs. National Comparison
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Figure #3 shows the distribution
of lung cancer cases by the
age of the patient at the time of
diagnosis for each of the last five
years. 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
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 for being
diagnosed with lung cancer. There
are just fewer people in the over80 age category served by this
hospital than there are people in
their 70s.
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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.
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
2014, 489 cases were added to
this database. This brings the total
number of patients accessioned to
greater than 11,900, 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 2,793 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.

patient is monitored through
lifetime follow-up. Monongahela
Valley Hospital’s Cancer Registry
maintains a successful follow-up
rate of 94 percent on all analytic
patients in accordance with
Standard 5.3 of the Commission
on Cancer.

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.

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
in accordance with Standard 1.11 of
the Commission on Cancer. 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.

During 2014, Monongahela Valley
Hospital’s Cancer Registry participated
in the National Cancer Data Base’s
Annual Call for Data and submitted
data from 1990 to 2012.
The Cancer Registry staff performs
a wide range of technical duties,
including
continued
medical
surveillance to provide outcome
data. The status of each cancer
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The Cancer Registrar also serves as
a field instructor to health information
management students via the
externship program at the University
of Pittsburgh.
2015 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.

600

700

800

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 of note that we are
credentialed by the American College of Surgeons as a Community Hospital Cancer Program. Although the
priority of our program is the health and wellness of the members of the communities we serve, several of
our activities also conform to the credentialing standards advocated by the American College of Surgeons.
Standard 2.2 Nursing Care
The staff participated in many educational
opportunities in 2014. The 2014 oncology nursing
staff journal club included 20 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. Two registered nurses received
certification in comprehensive chemotherapy
administration through UPMC Cancer Center.
The certifications are sponsored by the Oncology
Nursing Society and UPMC Cancer Center, which
provide staff with updates in chemotherapy/
biotherapy administration, and current treatment
plans. Nurse Managers verify chemotherapy/
biotherapy administration competencies annually.
Thirty three (33) multidisciplinary employees
attended a two-day Oncology Certified Nurse (OCN)
Exam Review Course, hosted by MVH in January
2014. Erica Corcoran, MSN, RN, OCN, AOCNS, a
nationally known speaker, taught the two-day course.
Increasing OCN certification for oncology nurses
has become the gold standard in the industry and
MVH has made a commitment to increasing our
percentage of certified RNs. The current percentage
of OCN nurses is at 25 percent.
Standard 1.10 Clinical Education Activity
An annual Oncology Symposium, which serves as
an update on cancer treatment, bringing together
several experts in medical, radiation, and surgical
oncology to discuss new research and treatment,
was held in May 2014. Thirty-six participants listened
as the 2014 speakers discussed “Personalizing
Treatment for Advanced Non Small Cell Lung
Cancer,” “Navigating HER2+ Breast Cancer,”
and “Understanding Tuberous Sclerosis Complex
Associated Renal Angiomyolipoma: Updates and
Insights on Diagnosis, Prognosis and Management.”

These seminars provide the staff with options
regarding treatment and improving individualized
patient care.
Standard 4.1 Prevention Programs
In correlation 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 cancer
and are designed to reduce the incidence of lung,
breast, and colorectal cancers. The American Cancer
Society (ACS) national guidelines are followed for
smoking cessation, obesity and exercise, Weight
Watchers, Better Breathers classes, and screening
mammograms. Smoking cessation classes for lung
cancer prevention are offered on a regular basis. To
register, call 724-258-1932.
4.2 Screening Programs
Monongahela Valley Hospital applies evidencedbased screening guidelines to promote the education
and screening programs that detect cancers at an
early stage while improving the likelihood of increased
survival and decreased morbidity for our Mon Valley
residents.
2014 Skin Cancer Screening
Monongahela Valley Hospital offered a free Skin
Cancer Education and Screening program on May
14, 2014 at Healthy Directions. Dr. Paul Ruschak
provided free screening to 46 participants. Of those
screened, 38 participants were found to have some
type of lesion. An MVH nurse contacted 100 percent
of the participants to educate the patient on the
positive findings and to assist with follow-up care
assuring that all of the participants received followup treatment from either the dermatologist or their
primary physician. This program received a good
outcome response and was effective in detecting
early signs of skin cancer.
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2014 Colorectal Cancer Education and
Screening Program
Monongahela Valley Hospital offered a free
Colorectal Cancer Education and Screening program
on Wednesday, April 30, 2014 in the hospital’s
Anthony M. Lombardi Education Conference Center.
A free take-home occult blood test was given to all
participants. Thirty-two community members were
in attendance and six people returned their occult
slides for diagnosis. Dr. Andrew Zahalsky reviewed
all the reports and there were no abnormal values.
One hundred percent of the participants were notified
of these results.
2014 Prostate Cancer Education and
Screening Program
Monongahela Valley Hospital offered a free Prostate
Cancer and Screening Educational Program on
September 17, 2014 in the hospital’s Anthony M.
Lombardi Education Conference Center. A total of
61 participants attended the presentation, and 55
men had rectal exams performed by members of
the medical staff of Monongahela Valley Hospital.
Findings revealed 37 normal exams, 16 BPH and two
abnormalities. An OCN Registered Nurse followed
each positive result to assure that the participant
received education on his condition and that followup treatment was received.
2014 Breast Cancer Education and Screening
Monongahela Valley Hospital and the Charles L. and
Rose Sweeney Melenyzer Pavilion and Regional
Cancer Center hosted a free Breast Cancer Education
and Screening Luncheon on Wednesday, Oct. 29,
at 1 p.m. in the hospital’s Anthony M. Lombardi
Education Conference Center. Presentations were
given by Natalie Furgiuele, M.D., a breast surgeon
at MVH and director of the hospital’s Breast Care
Center; Shani Gunning-Carter, M.D., medical
oncologist; Mohsen Isaac, M.D., director of Radiation
Oncology at MVH; and Lori Cherup, M.D., a plastic
surgeon. Fifteen women participated in the optional
physical breast exam by members of the hospital’s
medical staff. Mammograms were scheduled for
the four women who had abnormal findings during
the screening. Three of the four were negative and
one cancellation was reported. An OCN registered
nurse counseled the participant on the importance
of screening and made a referral to the participant’s
primary physician.
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Standard 1.8 Community Outreach
Annual MVH/Lois Orange Ducoeur
Breast Cancer Walk
Monongahela Valley Hospital hosted the annual
MVH/Lois Orange Ducoeur Breast Cancer Walk on
Oct. 11, 2014 in Charleroi. A record crowd of 450
participants participated in the event which raised
more than $21,100 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 opening in
2016 at Monongahela Valley Hospital, spoke briefly
to the crowd during 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.”
Relay for Life Celebration
Jamie Fedorchak, RN, served as a team captain
for the Relay for Life Annual Celebration for
cancer survivors on May 2, 2014. The staff of MVH
supported the event with $1,000 to honor all of the
survivors treated at MVH. The team hosted a bake
sale to raise money to support the American Cancer
Society.
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. Just as
with an X-ray, the treatment is non-surgical and
the patient will not feel anything. The treatments
are brief and done primarily as outpatient visits.
All treatments using the linear accelerator are
considered external beam radiation therapy (EBRT)
that uses multiple-beam energies from outside the
body to target interior tumors. Its use can reduce
some side effects of radiation treatment.
3D 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 to the radiation beam to
remain focused on the tumor.
Stereotactic Radiosurgery (SRS): This 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

Stereotactic Body Radiosurgery (SBRT): A very
specialized non-surgical procedure that targets
tumors within the body by delivering high-radiation
doses 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:

•

Endobronchial: surgical procedure to treat
lung cancer

•

Esophageal cancer

•

Skin cancer

Mammosite® Accelerated Partial Breast
Irradiation (APBI) - specialized brachytherapy
This reduces breast cancer treatments from sixweeks (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 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 seeds become inactive.
Toshiba Large Bore CT Scanner/Radiation
Simulator with Varian Respiratory Gating System
This Computerized Tomography (CT) scanner was
added in 2014 and is located on the Radiation
Oncology floor; it 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’s more
comfortable and can accommodate larger patients
easily.
Eligibility Requirement E6
Diagnostic Imaging

•

Malignant lung tumors

•

Liver tumor and lesions

•

Magnetic Resonance Imaging (MRI)

•

Spinal cancer and spinal cord tumors

•

•

Tumor metastasis

Positron Emission Tomography (PET)/
Computerized Tomography (CT)

•

CT Scan

•

Cardiac Catheterization Lab

•

Nuclear Medicine

•

Ultrasound

•

GI Endoscopy Unit (colonoscopy and upper
endoscopy)

•

Breast Care:

High-Dose Rate Brachytherapy (HDR): In
Western Pennsylvania, we are one of only three
hospitals that offer Mammosite brachytherapy. In
fact, Monongahela Valley Hospital’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. This treatment is not used
in conjunction with chemotherapy.
•

High-Dose Rate Gynecological: non-surgical
procedure to treat reproductive cancers in
women.

◦◦ Breast Imaging, Ultrasound and
Breast MRI
◦◦ Digital Mammography
◦◦ 3-D Mammography/Tomosynthesis
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◦◦ MRI-Guided Breast Biopsy
◦◦ Ultrasound-Guided Breast Biopsy
Standard 4.8 Quality Improvements
Stereotactic body radiation therapy (SBRT) for liver
metastases has been added to our list of treatment
options. Due to our advanced treatment equipment,
the Elekta Agility Linear Accelerator with Volumetric
Modulated Arc Therapy (VMAT), it is now possible to
deliver a very high dose of radiation to small welldefined tumors such as liver metastases. The goal of
this treatment option is to deliver a radiation dose that
is high enough to kill or to ablate the cancerous tumor
while minimizing exposure to surrounding healthy
organs. Dr. Isaac and his skillful team of physicists
and radiation therapists meticulously plan and
deliver the IGRT image-guided radiation treatments
in 1 to 3 visits. Stereotactic body radiation therapy
is not appropriate for everyone. The most important
considerations are the type of cancer and where it
is located, as well as the physical condition of the
patient.
June 2014 Expansion of our Gynecologic Radiation
Program to include tandem and ovoid High Dose
Rate Brachytherapy for patients who have been
diagnosed with cervical cancer.
April 2014 Completed the renovation and installation
of the Toshiba Large Bore CT scanner which is the
industry’s biggest and widest bore scanner with
advanced dose reduction technology coupled with
the highest weight capacity. The size of the gantry
opening (bore) is 90 centimeters which is 40% larger
than diagnostic scanners. The table is wider and
can hold patients up to 660 pounds. The Toshiba
unit is the perfect addition to our radiation oncology
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program. It provides more patient positioning options.
Patients are not afraid of being confined or bumping
extremities on the scanner when set up in treatment
positions. It increases custom precision planning
with every cancer type and individual patient. The unit
has a respiratory gaiting system. This feature allows
the clinician to scan and filter the various levels of the
patient’s respiratory motion. The information is then
transferred to the planning system so that Dr. Isaac
can prescribe tighter beam radiation to the cancerous
area without causing harm to healthy tissue. The room
is equipped with an independent LAP laser system.
Once the patient’s scan is complete, the tumor is
located. The exact tumor coordinates are then
transferred over to the independent laser. The lasers
will move to those coordinates enabling the therapy
team to see the location of the area to be treated.
The patient’s skin is then tattooed for treatment. This
entire process, even though it seems complicated,
not only provides the patients with the most up-todate technology but offers patients a faster and more
comfortable treatment planning.
April 3-5, 2014 The collaborative abstract of Dr.
Mohsen Isaac, Meredith Semon, M.S., and Michael
Semon, M.S. was presented at the American
Brachytherapy Society conference held in San
Diego, California.
The brachytherapy abstract
was entitled “A Comparison of Forward Planning
vs. Inverse Planning Simulated Annealing (IPSA)
for Accelerated Partial Breast Irradiation (APBI)
Multi channel Catheter Brachytherapy”. The study
showed that forward planning is as good as or even
better than using IPSA for treatment planning of APBI
multi-catheter brachytherapy (mammosite). This is
the second time that Dr. Isaac’s and our physicists’
work was selected for the international conference.
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