2017 Cancer Annual Report

BEFORE AND AFTER

On the cover of this year’s cancer report is the picture of a
Monongahela Valley Hospital (MVH) nursing assistant, Rena Alford.
The picture is a shining comparison to the one below of her and her
son D’Andre.
The black and white photo was taken when Rena was undergoing
treatments for breast cancer. Up until Sept. 18, 2015, Rena was a
“healthy” mother, grandmother, daughter, sister and friend. On that
date, her grandson accidentally hit his elbow into her right breast and
the pain caused Rena to feel a giant mass in her breast. Through
diagnostic testing, four masses were discovered. Rena had aggressive
chemotherapy to dissolve the large mass. She then had a double
mastectomy and many lymph nodes removed. The surgery was
followed by chemotherapy and radiation therapy. Throughout her
therapies, Rena’s mother and children were by her side including
D’Andre as well as her daughter, Ebony, and older son, Edward.
Rena credits her team of MVH physicians including Dr. John Holets,
Dr. Dawson Lim, Dr. Natalie Furgiuele, Dr. Bernard Schneider and
Dr. Gene Manzetti for her positive experience and outcome.
When people visit MVH or HealthPLEX Imaging for their annual
mammograms, everyone is given a risk assessment to see if they are
candidates for a 25-gene-hereditary cancer test. Following her cancer
diagnosis, Rena had the genetic testing which revealed that her breast
cancer was a result of a
mutation in the BRCA gene.
Rena admits that
she missed having a
mammogram or two, but she
encourages everyone to get
their annual mammograms.
“I can’t emphasize this
enough, please get your
mammogram for the ones
you love.”

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 provide a continuum
of care from diagnosis through
aftercare 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
2017 Cancer Annual 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 2017 Cancer
Program Annual Report will
discuss progress made in 2016.
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 calendar year of
2016,
Monongahela
Valley
Hospital continued to strengthen
our commitment to providing
outstanding patient care. The
Wig Salon opened in the Charles
L. and Rose Sweeny Melenyzer
Pavilion and Regional Cancer
Center. The new service provides
wigs and other accessories
to those undergoing cancer
treatment therapy. HealthPLEX
Imaging, one of MVH’s offsite
outpatient centers, offers walkin mammograms. A woman can
walk into HealthPLEX Imaging
any weekday from 8 a.m. to 4 p.m.
to have a screening mammogram

without an appointment or a
prescription.
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. 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
breast 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 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
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Primary Sites - 2016
Primary Site

Male

Female

Total Number

Breast

3

93

96

Lung/Bronchus

40

26

66

Prostate

47

0

47

Colon/Rectum

22

19

41

Urinary Bladder

22

8

30

Corpus Uteri

0

21

21

Non-Hodgkin Lymphoma

9

8

17

Kidney/Renal

8

5

13

Leukemia

6

5

11

Oral Cavity

5

5

10

Multiple Myeloma

5

2

7

Blood & Bone Marrow Other

5

2

7

Larynx

3

3

6

Pancreas

2

4

6

Brain/CNS – Malignant & Benign

1

2

3

Ovary

0

3

3

Stomach

2

1

3

Digestive System Other

1

1

2

Endocrine

1

1

2

Esophagus

1

1

2

Female Genital Other

0

2

2

Liver

2

0

2

Melanoma

1

1

2

Testis

2

0

2

Unknown Primary

1

1

2

Anus/Anal Canal

0

1

1

Connective Tissue

0

1

1

Hodgkin Lymphoma

1

0

1

Urinary Other

1

0

1

Other/Ill-defined

0

1

1

191

217

408

TOTAL

NUMBER OF CASES EXCLUDED 3. This report EXCLUDES CA in-situ cervix cases, squamous cell and basal cell
skin cases, and intraepithelial neoplasia cases.
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Breast Cancer Summary Report
By Andrew J. Zahalsky, M.D., Director of Medical Oncology
Breast cancer is the most common
cancer in women, with over 252,000
new cases being diagnosed in
the United States in 2017. The
lifetime risk of a woman developing
breast cancer is approximately 1
in 8. Although early detection and
modern treatments have improved
the survival of women with breast
cancer,
approximately
40,600
women will still die of their disease
in the United States this year.

RISK FACTORS

The biggest risk factor for the
development of breast cancer is being
a woman. Men do have breasts, and
approximately 2,500 cases of male
breast cancer will be diagnosed per
year. However, the vast majority of
breast cancer occurs in women, who
have over a 100-fold higher risk of
developing breast cancer.
Risk factors specific to women
appear to correlate with the duration
of estrogen exposure and the number
of menstrual cycles a woman has
had in her lifetime. Therefore, women
with younger menarche (onset
of periods) or older menopause
appear to be at increased risk for
breast cancer. Because hormone
levels tend to stabilize and do not
cycle during pregnancy and breast
feeding, women who have had more
children and women who breast
feed their children appear to receive
a protective effect. It also appears
to be protective if a woman starts
having children at a younger age.
Receiving hormone replacement
therapy after menopause is also a
risk factor, by increasing a woman’s
total lifetime exposure to estrogen.
Earlier versions of the birth control
pill had higher doses of estrogen and
may have increased some women’s
risk. However, the birth control pills
currently on the market have lower
estrogen content and are generally
considered to be safe.
There is a genetic component to
breast cancer risk. A strong family

history is found in some women
with breast cancer. Certain ethnic
groups, such as the African American
population, do have a higher risk
than the Caucasian population. In
addition, about five to 10 percent of
breast cancer cases can be traced
to an inherited mutation of certain
genes, called the BRCA genes or
the PALB2 gene.

DIAGNOSTIC TESTS

The most important diagnostic and
screening test for the detection of
breast cancer is a monthly self-breast
exam. By examining themselves
every month and reporting changes
to their doctor, women can play an
important role in detecting breast
cancer early and improving the
chance of curing the disease with
less invasive therapy. Monthly selfexams should be supplemented with
an annual examination by a clinician
as well as an annual mammogram.
A mammogram is an X-ray of
the breasts to look for changes
in the structure of the tissue, or
for microscopic calcium deposits,
which may indicate the presence
of a cancer. An ultrasound of the
breast can be useful to determine if
a suspicious area on mammogram
is a solid mass (which is more likely
to be malignant) or if it is really a
benign cyst. In some cases, an MRI
of the breast may be performed to
further characterize a suspicious
area, or to look for secondary sites
of abnormality.
If a diagnostic test suggests a
problem, a biopsy is still needed to
prove whether the suspicious area is
really cancer. Some benign diseases,
for example fibroadenomas, can
masquerade as a suspicious mass.
A biopsy can be performed either
by inserting a needle into the area
of concern and pulling out a small
plug of tissue, or by a small surgical
operation to remove a larger piece
of tissue (sometimes the entire
problem area).

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

STAGING

Breast cancer staging is an
expression of how large the cancer
is at diagnosis and the extent to
which it has spread within the body.
There are three components to the
Staging Code. These are T – for
tumor size, N – for nodal status,
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Breast Cancer Summary Report (continued)

In Stage 0 cancers, also called in
situ cancers, the cancer has not
broken through a layer of protein
called the basement membrane,
which separates the breast glands
from the blood and lymph vessels.
In situ cancers have not spread to
anywhere else in the body.
A Stage I cancer means that the
primary tumor is invasive through
the basement membrane, but is still
small (less than two centimeters),
and there has been no spread to the
local lymph nodes or to the rest of
the body. Stage II cancers are larger
(between two and five centimeters)
or have spread to a few of the lymph
nodes in the armpit on the same side
as the breast with cancer. Stage
III cancers are even larger or have
more extensive lymph node spread.
Stage IV means the cancer has
metastasized (spread to someplace
else in the body).

TREATMENT

Treatment of breast cancer falls
into four major categories: Surgery,
Radiation,
Chemotherapy
and
Hormonal 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 get rid of the
cancer where you make the cut or
where you focus the beam of X-rays.
Chemotherapy is the administration
of medications which circulate in the
blood stream and try to poison the
cancer cells wherever they are in
the body. Hormonal therapy is also
medication, usually given in pill form,
which circulates throughout the
body. Hormonal therapy attempts to
starve the cancer cells of estrogen
(which many breast cancers need to
grow) rather than poisoning them.

It should be mentioned that another
potential form of treatment for
cancer is Immunologic Therapy,
which tries to stimulate a patient’s
own immune system to fight off
the cancer. Significant progress
in the field of immunologic therapy
has been made for the treatment
of lung cancer, kidney cancer and
melanoma. However, immunologic
therapy is still investigational for
breast cancer and has not yet been
proven to offer significant benefit in
the treatment of breast cancer.

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

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

Figure #1: Stage at Diagnosis by Year of Diagnosis
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Breast Cancer Summary Report (continued)
bars on this graph lack statistical
significance. Overall, our pattern
follows the national patterns.

Figure #2: Stage at Diagnosis: Local vs. National Comparison
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This year, the Oncology Committee
of Monongahela Valley Hospital
decided to review our Tumor
Registry data for patients who were
diagnosed with breast cancer. We
have compared the data from our
hospital from the five-year period
(2010-2014) to available data from
the American College of Surgeons’
National Cancer Data Base (NCDB)
for the same time frame (2010-2014).
Figure #1 shows the distribution of
breast cancer cases by stage of
diagnosis for each of the last five
years. In all years, the plurality of
breast cancers were diagnosed at
Stage I, with a good share of patients
also being diagnosed at Stage 0.
These early stages are the easiest
to treat, with an excellent prognosis
(national statistics show a better than
96 percent five-year survival). There
also appears to be a significant
number of cases diagnosed at Stage
II, which is still considered to be fairly
early stage disease. Monongahela
Valley Hospital is well aware of the
importance of early detection in
improving survival for breast cancer
patients. We continue to encourage
community participation in our
annual Breast Cancer Education
and Screening Program, which takes
place every October. Fortunately,

in all years, the minority of patients
were diagnosed with metastatic,
Stage IV disease.
Figure #2 compares the cumulative
five-year data from Monongahela
Valley Hospital with four-year
nationwide data from the NCDB.
Compared to the national data, we
seem to be detecting a slightly lower
percentage of Stage 0 in situ cancers
and Stage II cancers, with those
extra cases showing up as Stage I
or Stage III cancers. However, the
differences between the local and
the corresponding national data

Figure #3: Age at Diagnosis by Year of Diagnosis
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Figure #3 shows the distribution of
breast cancer cases by the age of
the patient at the time of diagnosis
for each of the last five years. In all
five of the years, there is significant
representation of older patients, with
a large percentage of the patients
coming from each of the 60-69,
70-79, and 80+ age categories.
This reflects the fact that the
population of breast cancer patients
at Monongahela Valley Hospital is
older than the general population,
reflective of the large elderly
population in the communities
served by our hospital. This trend
is better demonstrated in Figure
#4, which compares the cumulative
five-year local data to the five-year
NCDB national data. On a national
level, the peak incidence of breast
cancer is in the 50-59 and 60-69
year old age groups, with a drop off
in the older groups. Although the
Monongahela Valley Hospital data
also shows the peak incidence in
the 50-59 and 60-69 year old age
groups, proportionately, we have a
slightly lower percentage of patients
in those age groups than the national
average, but a higher percentage in
the 70-79 and 80+ age categories.
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Breast Cancer Summary Report (continued)
In addition to age, we looked at
other demographic information on
the patients treated at Monongahela
Valley Hospital. Figure #5 shows
the cumulative five-year distribution
of breast cancer cases by the
Race/Ethnicity of the patients and
compares our local data to the
NCDB national data. As expected,
because the Caucasian population
is in the majority in this country,
more patients who identify as white
are diagnosed and treated for breast
cancer nationally. However, our
local demographics show an even
higher proportion of white patients
and a lower proportion of all other
ethnic groups than the national
average. Figure #6 estimates the
household income for our patients
based on the household income in
our community calculated from the
2010 Census data and compares it
to the national data for household
income. Nationwide, breast cancer
strikes all income groups. Because
other medical issues and their
complications are more common in
lower income groups (and can result
in fatalities from other causes before
a breast cancer is diagnosed), the
nationwide data is skewed to look like
breast cancer may be more common
in higher income individuals. On the
contrary, the patient population that
is served by Monongahela Valley

Figure #4: Age at Diagnosis: Local vs. National Comparison
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Hospital contains a disproportionate
amount of lower income individuals.
Since the majority of our patients
are lower income, we find that when
breast cancer is diagnosed locally,
it is occurring in the same lower
income individuals who comprise
our patient population.
Quality Care
The American College of Surgeons
Commission on Cancer supports the
use of evidence-based guidelines
to steer clinical decision making in
cancer patients and to make sure
that local physicians recommend
appropriate treatment strategies

Figure #5: Race/Ethnicity
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based on a patient’s stage of disease.
The American College of Surgeons
has published five of these guidelines
specific to breast cancer, defined as
four Accountability Measures and
one Quality Improvement Measure.
These measures come with a
specific performance target. There
is also a Surveillance Measure,
which is simply an observed statistic,
without a specific target to indicate
quality care. These measures are
as follows:
1. Radiation is administered within
one year (365 days) of diagnosis
for women under the age of 70
receiving breast conservation
surgery
for
breast
cancer.
Sometimes
breast
conserving
surgery (a lumpectomy rather
than a mastectomy) could leave
microscopic cancer cells behind
in the remaining breast tissue. If a
woman undergoes a lumpectomy,
radiation
therapy
should
be
administered to the remaining
breast tissue. Assuming that
not every patient will follow the
recommendation of their physicians
(and that some patients may have
other medical issues that prevent
them from receiving radiation
therapy), the American College
of Surgeons sets a target that 90
percent of patients who undergo
breast conserving surgery should

Breast Cancer Summary Report (continued)
breast, so as to reduce the amount
of disfigurement in those women
where the biopsy actually shows
benign results. However, there are
some cases where a full excisional
biopsy is appropriate. As such, the
target rate for compliance with this
Quality Improvement Measure is
80 percent. Monongahela Valley
Hospital was in compliance with
this target. From 2011-2014, 84.39
percent of our patients with breast
cancer underwent a needle biopsy
as the confirmatory diagnostic test.

Figure #6: Household Income
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receive post-operative radiation
therapy. From 2011-2014, 96 percent
of the patients at Monongahela
Valley Hospital were treated in
compliance with this Accountability
Measure.
2. Radiation therapy is recommended
or administered following any
mastectomy within one year (365
days) of diagnosis of breast cancer
for women with >= 4 positive
regional lymph nodes. Even if a
woman undergoes a mastectomy, if
she has a large number of involved
lymph nodes in her armpit, radiation
therapy to the armpit could help
reduce the risk of local relapse. The
American College of Surgeons sets
a target of 90 percent compliance
with this Accountability Measure.
From 2011-2014, 100 percent of
the patients at Monongahela Valley
Hospital were treated in compliance
with this standard.
3. Tamoxifen or a third generation
aromatase inhibitor is recommended
or administered within one year
(365 days) of diagnosis for women
with AJCC T1c or stage IBIII hormone receptor positive
breast cancer. If a breast cancer is
positive for hormone receptors, the
use of hormonal therapy can lower
the risk of relapse. The American
College of surgeons sets a target
of 90 percent compliance with this

Accountability Measure. From 20112014, 97.62 percent of the patients
at Monongahela Valley Hospital
were treated in compliance with this
standard.
4. Combination chemotherapy is
recommended or administered
within four months (120 days)
of diagnosis for women under
70 with AJCC T1cN0, or stage IB
- III hormone receptor negative
breast cancer. If a breast cancer
is negative for hormone receptors,
hormonal therapy is not effective at
lowering the risk of relapse. Instead,
these patients should be offered
chemotherapy to reduce the risk of
breast cancer recurrence. Although
the American College of Surgeons
does not set a specific target rate
for this Accountability Measure,
100 percent of the appropriate
hormone receptor-negative patients
at Monongahela Valley Hospital
who were treated from 2011-2014
were offered and/or received
chemotherapy in accordance with
this measure.
5. Image or palpation-guided
needle biopsy to the primary
site is performed to establish
diagnosis of breast cancer. The
American College of Surgeons
favors needle biopsies rather
than up-front excisional biopsies
of suspicious findings within the

6. Breast conservation surgery
rate for women with AJCC clinical
stage 0, I, or II breast cancer. This
Surveillance Measure requests
that we monitor how many patients
undergo breast conserving therapy
compared to how many patients
undergo mastectomy, when the
disease is caught early enough to
allow for a lumpectomy. It is often
a personal decision for a patient
whether or not they want to undergo
a full mastectomy rather than try
for breast conserving therapy. As
such, the American College of
Surgeons sets no specific target
for this measure. It is of note that
73.77 percent of the patients treated
at Monongahela Valley Hospital
from 2011-2014 underwent breast
conserving surgery.
In summary, breast cancer is a
common
cancer
both
at
Monongahela Valley Hospital and
across the nation. Early detection
leads to easier treatment and
improved survival, emphasizing
the need for regular screening and
self-examination. Treatment options
are available, even for patients with
more advanced disease and for
older patients. Monongahela Valley
Hospital continues in its efforts to
provide the best available care for
all of its cancer patients and for the
community we serve.
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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 2016, 408 cases
were added to this database. This
brings the total number of patients

accessioned to greater than 12,730,
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
2,851 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.

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
of 95 percent on all analytic patients
in accordance with the guidelines 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. 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 2016, Monongahela Valley
Hospital’s
Cancer
Registry
participated in the National Cancer
Data Base’s Annual Call for Data
and submitted data from 1990 to
2014.
The Cancer Registry staff conducts

Distribution of New Registry Cancer Cases
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2017 Cancer Registry Goals:
1. Complete 95 percent of abstracts
within the required timeframe of
less than six months.
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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.

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.
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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 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 other 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
2016 Oncology Symposium
An annual Oncology Symposium was held on June
22, 2016, which brought together several experts in
medical, radiation and surgical oncology to discuss
new research and treatment. The symposium was
attended by 74 people including physicians, nurses,
social workers and others from the oncology team.
The 2016 speakers discussed “Innovations in
Cancer Care.” Alexander Barsnik, M.D., discussed
“The Changing Face of OPC - Evolving Trends of
Oropharyngeal Squamus Cell Carcinoma.” Amer
H. Zureikas, M.D., FACS, provided “Updates and
Advances in Pancreatic Surgery.” Wisson Abouzgheib,
M.D., FCCP, discussed the role of interventional
pulmonologists in early detection of lung cancer and
navigational bronchoscopy. Andrew John Lepisto,
Ph.D., presented an overview on “Understanding the
Immune System and how it Fights Cancer.” These
seminars provide the staff with options regarding
treatment and improving individualized patient care.
2016 Innovations Series – Cancer Care
According to the Centers for Disease Control and
Prevention, cancer will soon become the leading cause
of death in the United States. The U.S. population is
getting older; more people will be in the age groups
most likely to get cancer, so the total number of cancer
cases and deaths is expanding. Responding to this
information, MVH expanded its popular Innovations in
Medicine programming to include a three-part series
on Oncology. The Oncology series began on June 16,
as Oleksandr Yergiyev, M.D., FRC Path, discussed
“What is Cancer?” The programming continued on,
June 23 when Andrew Zahalsky, M.D., outlined, “How
is Cancer Treated?” The series concluded on June
20 when Carol Manown, RN, OCN, and Lisa Eicher,
MSN, RN, OCN, shared “How Do I Live with Cancer?”
The series was well received by the attendees and

the participants were provided ample time to ask
questions.

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.
Wig Salon
The Wig Salon is a new service provided at
Monongahela Valley Hospital and is certified through
the American Cancer Society. The Wig Salon provides
wigs and other accessories to people undergoing
cancer treatment therapy 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, with any
significant other the person undergoing the fitting
wants present. MVH has received donations from
employees and other sources to fund the cost of the
Wig Salon.
2016 Annual MVH/Lois Orange Ducoeur Breast
Cancer Walk
Monongahela Valley Hospital hosted the annual MVH/
Lois Orange Ducoeur Breast Cancer Walk on October
8, 2016, in Charleroi. More than 350 people participated
in the event, which raised more than $16,000 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 Monongahela Valley Hospital, 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 Monongahela Valley Hospital’s Charles L. and Rose
Sweeney Melenyzer Pavilion and Regional Cancer
Center.
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2016 Relay for Life
Monongahela Valley Hospital (MVH) participated in
the Mon Valley Relay for Life, held at Charleroi School
District Stadium, on May 6. 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 $725 dollars and the event’s
current total exceeded $120,000.

At the hospital and HealthPLEX Imaging, MVH offers
hereditary genetic testing through Myriad, to those
who meet the medical criteria through their personal
and/or family history. This testing (MyRisk) detects
25 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.

2016 Look Good Feel Better Program
Lisa Eicher, MSN, RN, OCN, nurse navigator, hosted
the Look Good Feel Better program quarterly in 2016
and was able to host 16 women over the four classes.
The American Cancer Society’s Look Good Feel Better
program is 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, makeup tips and application 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.

Standard 3.1 Patient Navigation Process

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 2016. The 2016 Oncology
journal club included 20 topics in oncology nursing
with topics chosen based on case mix, symptom
management, psychosocial safety and best practice
applications. The staff also participated in the weekly
multidisciplinary tumor board conferences. The staff
is committed to remaining current with emerging
treatments and management for the care and service
of our oncology patients and their families. Oncology
Nurse Managers provide chemotherapy/biotherapy
administration competencies annually.
MVH has made a commitment to increase the
percentage of nurses who achieve Oncology Certified
Nurse (OCN) Certification and our current percentage
of OCN certified nurses is at 64 percent.

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.
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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 nurse navigator, Lisa Eicher, MSN, RN, OCN,
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 the cancer
experience. She provides support from the time of
biopsy through treatment and discharge.

Standard 4.1 Cancer Prevention Programs

Each calendar year, the cancer committee organizes
and offers at least one cancer prevention program
designed to reduce the incidence of a specific cancer
type and targeted to meet the prevention needs of the
community. Each prevention program is consistent
with evidence based national guidelines for cancer
prevention.
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 incidence of any chance
of developing lung, breast and colorectal cancer.
American Cancer Society (ACS) national guidelines
are followed for smoking cessation, obesity and
exercise, Weight Watchers, Better Breathers classes
and screening mammograms.
2016 Mamm and Glamm
The staff at HealthPLEX Imaging hosted the Fourth
Annual Mamm & Glamm on April 16, 2016. The
event offered women, who had prescriptions for
mammograms, the opportunity to have their screening
with free pampering services such as paraffin hand wax
treatments. A light breakfast and lunch were provided.
“Prevention is so important in detecting breast cancer
and women really like this program. We’ve reached
many who were postponing their exams or who had

never had a mammogram and that’s excellent, that’s
our mission,” said Mary Ann Konsugar, HealthPLEX
Imaging manager.

Standard 4.2 Screening Programs

Each year, the cancer 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 evidence-based interventions. A process is
developed to follow up on all patients with positive
findings.
2016 Colorectal Cancer Education and Screening
Program
Monongahela Valley Hospital offered a free Colorectal
Cancer Education and Screening program on April 27,
2016, in the hospital’s Anthony M. Lombardi Education
Conference Center. A free take-home 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/or rectum – a disease that affects
both sexes equally. A distinguished panel of health
care professionals provided information during the
presentation. Dr. Andrew Zahalsky led the discussion
and provided information on treatments for colorectal
cancer.
Dr. Jennifer Hadam-Veverka presented
a program on “Colorectal Cancer and Treatment.”
Registered Dietitian Krista Begonia discussed cancer
and nutrition and Oncology clinical coordinator Carol
Manown, 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.
2016 Prostate Cancer Education and Screening
Program
Monongahela Valley Hospital offered a free Prostate
Cancer Screening and Educational Program in
the hospital’s Anthony M. Lombardi Education
Conference Center on September 21, 2016. The
program screening consisted of education, PSA blood
testing and digital rectal exams. Dr. Andrew Zahalsky
presented the educational program. The participants
each had a PSA test, which was drawn by MVH lab
personnel. Dr. David Hepps reviewed the results and
forwarded them to the patient’s primary care physician.
Seventy-four people attended the presentation with
73 participating in the lab and digital exams. This
program has successfully diagnosed men who may be
in the early stages of prostate cancer and can prevent
themselves from ever dealing with a full-blown cancer.
Many different treatment options are available at MVH.
2016 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 October 19, 2016,
in the hospital’s Anthony M. Lombardi Education
Conference Center. Presentations were given by
Dr. Natalie Furgiuele, breast surgeon and director
of MVH’s Breast Care Center, Dr. Lori Cherup,
plastic surgeon, Sandee Beatty, MS, CGC, genetic
counselor, Myriad Genetics and cancer survivor
Megan Finnegan. The physicians discussed breast
cancer facts, techniques of performing breast selfexaminations and the importance of mammograms
and mammography resources. Following the optional
breast exams performed by members of the hospital’s
medical staff, a mammogram was scheduled for
any woman who had an abnormal finding during the
screening. Routine yearly mammograms may have
been scheduled for women who have a family history
of breast cancer, who fall into a high-risk category,
who have never had a baseline mammogram or who
meet the recommended age guidelines. “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.”
Sixty-three community members attended the event
with seven participating in the physical exam. Two
positive breast exams led to immediate mammograms,
one was negative while the second woman followed
up with an ultrasound and additional testing.
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
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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
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 checkin. 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 pulled up and verified electronically
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 to 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

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
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schedule is usually two to five fractions over a oneto 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

•

Tumor metastasis

High-Dose Rate Brachytherapy (HDR): In
Western Pennsylvania, MVH is 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, but is not used in conjunction
with chemotherapy.
•

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

•

Endobronchial: surgical procedure to treat lung
cancer

•

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 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.
Toshiba 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.
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