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By: Guilherme H.C. Cantuaria, MD
Like all other health care systems around Georgia and the U.S., the
COVID-19 pandemic affected daily operations at Northside Hospital Cancer Institute
(NHCI). Our providers rose to the challenge of maintaining safety while continuing to
provide personalized, state-of-the-art care to our patients with cancer. We ensured that
surgery and ambulatory treatments were minimally impacted by instituting strict policies
to protect both patients and staff. These policies included appointment check-in from the
patient’s vehicle, temperature check and screening prior to all visits, a strict no family or
visitor policy, social distancing, use of personal protective equipment and the universal
mandatory use of face masks.
As Georgia reopens and life returns to “normal,” NHCI has undertaken a great deal of work
to ensure the continued safety of patients, providers and community. New measures
to maintain protection from COVID-19 in the NHCI community include the continuation
of telemedicine appointment options, patient testing, universal masking guidelines,
promotion of convalescent plasma donations from recovered patients, changing screening
guidelines (for employees, patients, visitors and vendors) and new cleaning protocols.
Our cancer program and all associated services are fully functioning, and we encourage
our partner healthcare providers to continue to refer appropriate patients for cancer care.

Clinical Research Trials Available at NHCI for Melanoma
Drug &
NCT Identifier

Trial Number and Name
C-293: DREAMseq (Doublet, Randomized Evaluation in Advanced Melanoma Sequencing) a Phase III Trial
Key Eligibility Criteria
• Must have BRAFV600 mutated, unresectable, stage III or stage IV melanoma.
• Prior adjuvant systemic therapy allowed; must not have included a CTLA4 or
PD1 pathway blocking antibody or a BRAF/MEK inhibitor.
• Must not have had any prior systemic treatment for advanced (measurable
metastatic) disease.

Study Design
Participants are randomized 1:1
Arm A: Nivolumab + Ipilimumab
Arm B: Dabrafenib + Trametinib
At disease progression, patients will crossover treatment

C-328: A Randomized, Double-Blind Phase 2/3 Study of Relatlimab Combined with Nivolumab versus Nivolumab in Participants with P
 reviously
Untreated Metastatic or Unresectable Melanoma
Key Eligibility Criteria
• Untreated, Stage III (unresectable) or Stage IV melanoma.
• Tumor tissue from disease must be provided.
• Must not have active brain metastases or leptomeningeal metastases.

Study Design
Participants are randomized 1:1
Arm 1: Pembrolizumab (200mg IV)
Arm 2: Matching placebo
At recurrence, patients may be treated with pembrolizumab
rechallenge/crossover.

C-368: A Phase II, Open-Label, Multicenter, Randomized Study of the Efficacy and Safety of RO7198457 in Combination With P
 embrolizumab Versus
Pembrolizumab in Patients With Previously Untreated Advanced Melanoma
Key Eligibility Criteria
• Metastatic (recurrent or de novo Stage IV) or unresectable locally advanced
(Stage IIIC or IIID) cutaneous, acral, or mucosal melanoma.
• Naive to prior systemic anti-cancer therapy for advanced melanoma (see
eligibility for some adjuvant therapy exceptions).

Nivolumab
NCT03470922

Study Design
Participants are randomized 1:1
Arm 1: BMS-986213 (Relatlimab 160 mg/Nivolumab 480 mg)
Arm 2: Nivolumab (480 mg)

C-341: Adjuvant Therapy with Pembrolizumab versus Placebo in Resected High-Risk Stage II Melanoma: A Randomized, Double-Blind P
 hase 3 Study
Key Eligibility Criteria
• Resected, high-risk, stage II melanoma.
• Must not have been previously treated for melanoma beyond complete
surgical resection.
• No more than 12 weeks may elapse between final surgical resection and
randomization.

Dabrafenib
NCT02224781

Study Design
Participants are randomized 1:2
Arm A (control): Pembrolizumab (200 mg IV)
Arm B (experimental): Pembrolizumab (at least 1 cycle of 200 mg IV)
followed by pembrolizumab (200 mg IV) and RO7198457 (25 µg IV)
RO7198457 is a personalized cancer vaccine (PCV) classified as an
iNeST (Individualized Neoantigen Specific Therapy) that is based on
the immunotherapeutic targeting of the unique mutations in a given
patient's tumor.

Pembrolizumab
NCT03553836

Pembrolizumab
NCT03815058
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IN THE NEWS: Updates for Clinicians
Conference Highlights – American Society of Clinical Oncology (ASCO) Virtual Meeting
Adjuvant Osimertinib in Stages IB-IIIA EGFR-Positive Non-Small Cell Lung Cancer
(NSCLC)
By: Ioana Bonta, MD
Every year clinicians, researchers, patients and
caregivers around the world involved in cancer care excitedly
await the beginning of June, when the American Society of
Clinical Oncology (ASCO) Annual Meeting takes place. And
the question is asked, is anything being presented this year
going to change, yet again, the current standard of care?
The results of the first interim analysis of the ADAURA trial
presented by Dr. Roy Herbst of Yale Cancer Center at the
virtual ASCO 2020 plenary session drew a lot of attention
and discussion. ADAURA is a phase III, international,
randomized, double-blind, placebo-controlled trial, that
enrolled 682 patients in the U.S., Europe, Australia, China
and Korea. All patients were diagnosed with stage IB, II or IIIA
non-squamous NSCLC with an EGFR alteration. All patients
were treated with standard of care, i.e., surgery followed by
adjuvant chemotherapy if indicated. Subsequently, patients
were randomized in a 1:1 ratio to receive adjuvant osimertinib
80mg daily vs. placebo for a duration of treatment of three
years or until disease progression or intolerable toxicities.
Approximately one third of patients (31%) were stage IB and
2/3 stage II and IIIA (69%). Fifty-six percent of the patients
had EGFR exon 19 deletion and 44% had EGFR exon 21 L858R
mutation. The primary end points of the study were overall
survival (OS) and disease-free survival (DFS).
Key results showed that the median DFS was not reached in
patients with stage II to IIIA treated with osimertinib vs. 20.4
months with placebo (HR 0.17; p < .0001). In other words,
osimertinib improved the likelihood of progression or death
by 83% vs. placebo. At two years, the DFS rate in patients

with stage II to IIIA disease was 90% vs. 44% with placebo.
When adding earlier stage into the analysis, for stage IB to
IIIA NSCLC, osimertinib improved DFS by 79% vs. placebo
(p < .00001), and the 2-year DFS rate was 89% vs. 53%,
respectively. At the recommendation of the independent
data monitoring committee (IDMC), the study was unblinded
earlier for efficacy. Though data for OS were not mature for
reporting, the authors shared preliminary OS data, which
did not show a statistical difference between the two arms.
Although this is an overwhelmingly positive trial, a few
questions remain:
• What is osimertinib doing? Is it eliminating the occult
disease or is simply delaying growth of disease that cannot
be eliminated?
• What happens when we stop osimertinib? Would deferred
disease be as treatable later?
• With the study stopped earlier, will we ever have survival
data?
The lead investigator, Herbst, stated, “This study is a
home run. It exceeded our already high expectations.”
The trial discussant at the ASCO Meeting, Dr. David Spigel
of Sarah Cannon Institute, emphasized that “this trial will
change practice moving forward.” Similarly, in her ASCO
commentary, Dr. Lecia Sequist of Massachusetts General
Hospital wrote, “the degree of the disease-free survival
benefit seen here is sufficient to alter my practice.”
Reference
Herbst RS, et al. J Clin Oncol. 2020;38 (suppl; abstr LBA5).

Tucatinib Combination Shows Improved Outcomes for Brain Metastases Among
Patients with HER2-positive Advanced Breast Cancer
By: Amelia Zelnak, MD, MSc
HER2CLIMB was a phase III trial evaluating
tucatinib in combination with trastuzumab and capecitabine
in 612 patients with advanced HER2-positive breast cancer.
Based upon the positive results of the trial, showing
improvements in progression-free and overall survival,
tucatinib received FDA approval in April 2020. Northside
Hospital was an active participant in the HER2Climb trial,
enrolling 9 patients to the study. Most of the patients
enrolled in the trial were heavily pretreated. We are currently
participating in the HER2CLIMB-02 trial, which is investigating
the addition of tucatinib to T-DM1 as second-line treatment
of patients with advanced HER2-positive breast cancer.

One of the unique aspects of the HER2CLIMB trial was the
inclusion of patients with brain metastases. Often these
patients are excluded from clinical trial participation. Nearly
half of the trial population (291 patients) had brain metastases
at study entry. The addition of tucatinib to trastuzumab/
capecitabine more than doubled the intracranial response
rate. The risk of intracranial progression or death was also
reduced by two-thirds with the addition of tucatinib. Based
on these promising results, the tucatinib combination has
become standard treatment for patients with HER2-positive
breast cancer in the third or later line setting.
(continued on page 3)
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IN THE NEWS: Updates for Clinicians
Tucatinib Combination Shows Improved Outcomes for Brain Metastases (continued from page 2)
This is the first treatment combination to show improved
activity against brain metastases among patients with
HER2-positive breast cancer. Unlike trastuzumab and other
antibody treatments, small molecule kinase inhibitors like
tucatinib can cross the blood-brain barrier. Up to 50% of
patients with advanced HER2-positive breast cancer will
develop brain metastases during the course of their illness,
extending the impact of these results on many patients with
advanced HER2-positive breast cancer. Clinical trials such

as HER2CLIMB-02 are now underway to evaluate tucatinib
earlier in the metastatic disease course. Trials of tucatinib in
the early-stage setting are also being designed. Based upon
the exciting results of HER2CLIMB amongst patients with
brain metastases, we hope that fewer relapses in the brain
will be observed in future trials.
Reference
Lin NU, et al. J Clin Oncol. 2020;38 (suppl;abstr 1005).

Anal Cancer: Be on the Lookout
By: Erin King-Mullins, MD, FACS, FASCRS
The incidence of anal cancer is rising even
though it remains one of the rarer malignancies
of the gastrointestinal (GI) tract. The American Society of
Colon and Rectal Surgeons (ASCRS) 2018 Clinical Practice
Guidelines state that as of 2016, an estimated 8,200 new
cases of squamous cell cancers of the anus were diagnosed
in the United States.1 Women were 1.7 times as likely as
men to be affected. During this time, approximately 1,100
patients were estimated to have died of anal cancer, with
women being 1.4 times higher than men.
There are two broad categories of risk for anal dysplasia
and cancer: human papillomavirus (HPV) and immunosuppression. HPV serotypes 16 and 18 are associated with
90% of squamous cancers of the anus, thus making anal
cancer a sequela of a sexually transmitted disease (STD).
Specific HPV-related risk factors include the number of
lifetime sexual partners, history of previous STD(s), history
of anogenital warts, anoreceptive intercourse and a history
of cervical, vaginal or vulvar cancer.
Fifty percent of anal cancer cases are diagnosed at ≥ stage III,
which indicates the need to be able to screen and prevent
anal cancer. It has long been the belief that those most at risk
for developing anal cancer are HIV-positive men who have
sex with men; however, data show that women are more
likely to develop and die from the disease.1 This is believed
to be due to the cervix potentially serving as a reservoir for
the HPV virus.
So, the question remains, who do we screen and how?
The clinical practice guidelines put forth by the ASCRS
recommend the following screening modalities:
•
•
•
•

Digital rectal exam.
Anoscopy.
Anorectal cytology (anal pap smear).*
High-Resolution Anoscopy (HRA) (evaluates the anal canal under
high magnification and abnormal areas can be biopsied).

At this time, it is only recommended that high-risk
patients are screened for anal dysplasia and cancer.
The immunocompromised group is quite broad and
encompasses not only those who are HIV+ but also those
on immunosuppression for autoimmune disease and
transplant recipients.
HPV testing can be utilized in conjunction with anal cytology
for the screening of high-risk strains.1 Treatment options for
dysplasia include topical agents and ablation via cautery or
laser. Monitoring for resolution and long-term follow up is
a must. Patients treated for dysplasia may be monitored
closely with or without cytology or HRA. There is no
consensus on the frequency or method of examination. I
personally perform a history and physical every 3-4 months
for the first year, then every six months for one year, then
annually if there is no sign of progression or recurrence.
Standard treatment for anal cancer is chemoradiotherapy.
Anal cancers that rest completely outside of the anal
canal can be treated with wide local excision. Salvage
APR (abdominoperineal resection) is reserved for tumors
that do not respond to treatment or recurrences. Cancer
surveillance should begin at 8-12 weeks after completion
of chemoradiotherapy. History and physical exam every
3-4 months, and imaging of the chest, abdomen and pelvis
annually for at least five years.
STD infection prevention is the cornerstone of prevention. It
is generally recommended that men and women under 26
years old receive the HPV vaccine; some agencies recommend
up to age 45. Secondary prevention via vaccination in those
with anal dysplasia is not currently recommended; however,
studies are underway to further evaluate this.
Reference
1. FASCRS.org. Clinical Practice Guidelines. fascrs.org/ascrs/media/files/
downloads/Clinical%20Practice%20Guidelines/cpg_anal_squamous_cell_
cancers_2018.pdf. Accessed May 8, 2020.

*Recommended in the screening of high-risk patients, but is not recommended for
universal screening due to its low sensitivity and specificity.

Summer 2020 | Volume 7, Issue 3

CANCER CARE NEWS

4

IN THE NEWS: Updates for Clinicians
Hot Off the Press: Literature Updates
PROFOUND Study Moves Prostate Cancer Into Precision Medicine Era
By: Crain Garrot, MD
Treatment for metastatic castrate-resistant
prostate cancer (mCRPC) has dramatically
changed in the last 10 years. With the
development of bioimmunotherapy (sipuleucel-T), targeted
agents for the androgen receptor (enzalutamide, abiraterone
and others) and intravenous bioradiotherapy (Radium-223),
and by moving many of these agents to the castrate-sensitive
time frame, we have seen significant progress in improving
overall survival for men affected by this disease.
In May 2020, mCRPC had another major advancement
and moved into the realm of precision medicine with the
publication of results of a clinical trial evaluating olaparib, a
PARP inhibitor. There is a growing body of data that men with
metastatic prostate cancer have increased risk of having
DNA homologous recombination repair (HRR) defects such
as BRCA1/BRCA2, ATM or other mutations in the tumor or in
germline DNA.
The recently published PROFOUND study demonstrated
a substantial benefit with olaparib in response rate (RR),
progression-free survival (PFS) and overall survival (OS) in
men with mCRPC who harbored a DNA HRR defect.1 This
phase III trial initially looked at 2800 men who had tumor
DNA analysis by next-generation sequencing (NGS) and
found 778 (28%) of them to have a DNA HRR defect. Of these,
387 were randomized in a 2:1 fashion to receive olaparib or
standard of care (SOC) as second-line therapy for mCRPC.
The RR of olaparib was 33% vs. 2% for SOC. Similarly, the
PFS for olaparib was 7.4 months vs. 3.5 months for SOC,
and the OS was 18.5 months for olaparib vs. 15.1 months
for SOC-treated patients. With these data, the FDA approved
olaparib for the treatment of men with mCRPC who harbor
a DNA HRR mutation and have received one line of therapy.
This marks the first mutation-directed therapy developed for
prostate cancer and will lead to new therapies and potential
combinations that will provide an even greater benefit.
As evidence of proof of principle, another PARP inhibitor,
rucaparib, demonstrated a RR of 44% in 115 men with
pretreated prostate cancer in the single-arm TRITON2
study.2 Rucaparib is now also FDA-approved based on these
findings. A planned phase III trial, TRITON3, is underway.

When and How to Test for DNA HRR in Men With Prostate Cancer
HOW TO TEST

WHEN TO TEST

• DNA HRR information is taken
from tumor samples and
would be preferable to obtain
a new biopsy specimen of
a soft tissue lesion. Initial
prostate biopsy or surgical
specimen is the most readily
available source of tissue, but
many men had their initial
prostate cancer diagnosed
>10 years ago, and archived
tissue may not be available.

• The optimal time to test
for DNA HRR defects is not
clear.

• A bone biopsy usually yields
poor return on NGS assays
and is not preferred.
• Use of a liquid biopsy such
as NGS of peripheral blood
is an option, but may have
somewhat diminished yield
compared to tissue NGS.
• If patients have accessible
tissue on CT scans, such
as visceral lesions or
lymphadenopathy, then a
new biopsy may be the best
means of obtaining tissue.
• Several laboratories (e.g.,
FoundationOne, Caris
Life Sciences, Paradigm
Testing) provide NGS in a
comprehensive fashion.

• NCCN guidelines indicate
that all men with metastatic
prostate cancer should have
germline mutation testing.3
• Testing the germline can
occur during biochemical
recurrence after primary
therapy or with the first
recognition of metastatic
disease.
• The current indication for
olaparib is after first-line
therapy for mCRPC, thus
it is reasonable to start
the process of testing for
DNA HRR while a man is
being treated with first-line
therapy for mCRPC.
• Testing during the castratesensitive time frame
may also be reasonable
for patients who may
qualify for clinical trials
or future clinical use of
PARP inhibitors. Currently,
we have no data on PARP
inhibitor use during
castrate-sensitive prostate
cancer or first-line therapy,
but trials will most likely be
done in this space.

At last prostate cancer therapy has joined the ranks of lung
cancer, melanoma and other cancers in using mutation
analysis to guide therapy. In addition, PARP inhibition is
effective for this disease using a non-androgen receptordirected mechanism of action. It is a giant step forward for
this disease. We hope this new data will bring even more
molecular understanding of prostate cancer and that new
treatment paradigms will emerge.
References
1. de Bono J, et al. N Engl J Med. 2020; 382:2091-2102.
2. Abida W, et al. Annals of Oncol. 2019; 30 (suppl_5;abstr 2754).
3. https://www.nccn.org/professionals/physician_gls/pdf/prostate.pdf. Accessed
6/29/2020.
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IN THE NEWS: Updates for Clinicians
Cooperative Group Trial Sheds Light on the Use of Patient-Reported Outcomes (PROs)
as Part of Symptomatic Adverse Event Assessment With Radiation Therapy
By: Peter Possert, MD
A recently published article, co-authored by
Dr. Guilherme H.C. Cantuaria, in the Journal of
Clinical Oncology entitled, “Improvement in Patient-Reported
Outcomes With Intensity-Modulated Radiotherapy (RT)
Compared With Standard RT: A Report From the NRG
Oncology RTOG 1203 Study,” provides valuable information
regarding GI toxicity in patients receiving pelvic radiation.1
RTOG 1203 was a randomized phase III study of standard
(4-field) vs. intensity-modulated radiation therapy (IMRT)
pelvic radiation for the post-operative treatment of
endometrial and cervical cancers. The primary objective
of the study was to determine if IMRT reduced acute
gastrointestinal (GI) toxicity in the 5th week of pelvic radiation.
Secondary objectives looked to see if IMRT reduced grade
≥2 GI, hematologic and urinary toxicity. Additional objectives
assessed the impact of pelvic IMRT on quality of life, localregional control, disease-free and overall survival.
Pelvic IMRT reduces the amount of dose to normal tissues
(e.g., bowel, rectum, bladder) which in turn is believed to
decrease toxicity. Prior studies had shown upwards of a 50%
reduction in small bowel volume with full dose (45 Gy) IMRT
vs. standard 4-field radiation. This current study confirms

that patient-reported GI adverse events, such as diarrhea
and incontinence, at five weeks (near the end of the course
of radiation) were significantly less for patients receiving
IMRT vs. 4-field radiation. Also, patients were more likely to
report adverse events than clinicians. This fact highlights
the importance of physician awareness of possible toxicities
as patients undergo a course of pelvic radiation, especially
toward the conclusion of their course of therapy.
The radiation oncologists at NHCI routinely employ state-ofthe-art IMRT techniques in the delivery of pelvic radiation
to patients requiring post-operative (as well as definitive)
radiation for gynecologic malignancies. Additionally,
utilization of daily image guidance radiation therapy
(IGRT) allows for tighter margins on target tissues, further
decreasing toxicities to normal tissues.
Close collaboration between NHCI gynecologic oncologists,
who employ cutting-edge surgical techniques, and NHCI
radiation oncologists, who deliver highly conformal pelvic
radiation, optimizes patient outcomes and quality of life
while minimizing potential short- and long-term toxicities.
Reference
1. Yeung AR, et al. J Clin Oncol. 2020;38:1685-1692.

Elevating The Patient Experience at NHCI
Assessing the Utilization of Outpatient Oncology Nutrition Services and Timeliness of
Care for Patients with Head and Neck, Esophageal and Pancreatic Cancer
By: Kristin Cuculovski, MS, RDN, CSO, LD
Early nutrition intervention for high
malnutrition-risk patients with cancer improves treatment
outcomes. Current ambulatory standards for nutrition care
remain inconsistent across health care settings. At NHCI,
we use a physician consult-based model to refer oncology
patients to nutrition services.
In January 2019, NHCI implemented a quality measure for
medical oncology to refer patients with head and neck,
esophageal and pancreatic cancer to nutrition services
within 30 days of their initial office visit to increase nutrition
consults and improve the timeliness of care for these
high-risk oncology patients. A retrospective chart review
of 90 patients was completed to assess the utilization of
oncology nutrition services in the select patient population
and evaluate timeliness. Patients were randomly selected

based on the year of the initial office visit (2018 vs. 2019) and
by cancer diagnosis. Data analysis was completed with a
descriptive analysis and a t-Test.
Results revealed that the nutrition consult rate within 30
days of first office visit increased by 38% from 2018 to 2019
and nutrition involvement in patient care increased by 18%
(see Figure 1).
Additionally, from 2018-2019 the average number of days
from the first medical oncology office visit (OV) to a consult
with a registered dietitian (RD) decreased from 38.9 days
to 7.61 days (p = 0.01), and the average number of days
between the OV to RD appointment decreased from 48.91
days to 18.55 days (p = 0.01) (see Figure 2).
(continued on page 6)
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Elevating The Patient Experience at NHCI
Assessing the Utilization of Outpatient Oncology Nutrition Services (continued from page 5)
Figure 1: Nutrition Involvement in Patient Care

Figure 2: Timeliness of Care

2018 nutrition involvement = 75% (n=34)
2019 nutrition involvement = 93% (n=42)

The implementation of the quality measure had a positive impact and has led to increased utilization of nutrition services
compared to before the quality measure.

Around Our Campuses and Community
NHCI Radiation Oncology Clinics Earn Prestigious ACR Accreditation
The NHCI Radiation Oncology clinics, which
include Atlanta, Alpharetta, Cherokee, Forsyth,
Macon, Midtown and Preston Ridge locations, have been
awarded a three-year term of accreditation in radiation
oncology as the result of a recent review by the American
College of Radiology (ACR).
The ACR is the nation’s oldest and most widely accepted
radiation oncology accrediting body, with over 700 accredited
sites and 30 years of accreditation experience. The ACR seal
of accreditation represents the highest level of quality and
patient safety. It is awarded only to facilities meeting specific
practice guidelines and technical standards developed

by ACR after a peer-review evaluation by board-certified
radiation oncologists and medical physicists who are experts
in the field. Patient care and treatment, patient safety,
personnel qualifications, adequacy of facility equipment,
quality control procedures and quality assurance programs
are all evaluated. Findings are then reported to the ACR
Committee on Radiation Oncology Accreditation, which
subsequently provides the practice with a comprehensive
report to be used for continuous practice improvement.
The Radiation Oncology team also had the opportunity
to assist the ACR with their first virtual survey during the
COVID-19 pandemic.

More Accurate, More Comfortable Mammograms
Northside Hospital recently made a significant investment
in the health and comfort of its patients by installing stateof-the-art mammography equipment with High-Definition
3D imaging, as well as a more comfortable “flex paddle.”
Northside Hospital is the first large hospital system in the
southeast to offer this level of technology.
One in eight women will be diagnosed with breast cancer
in their lifetime. According to Dr. Lynn Baxter, Northside
Hospital’s director of women's imaging, “mammography
is the only test proven to save lives from breast cancer."
Detecting cancer early with mammography also allows for
more treatment options and a better quality of life for the
patient.

Traditional 2D image (left) vs. 2D image obtained from
HD Tomosynthesis (3D) mammography (right)

(continued on page 7)
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More Accurate, More Comfortable Mammograms (continued from page 6)
From improved cancer detection to increased comfort and convenience, Northside Hospital’s mammography services are
better than ever:
More Accurate

More Comfortable

Safer

More Convenient

More Comprehensive

Tomosynthesis (3D)
mammography has
demonstrated in
scientific studies to
consistently find 30-40%
more invasive cancers
than 2D mammography
alone. It has also been
shown to decrease
recalls for additional
imaging by up to 40%.

This technology offers a
60% shorter compression
time (10 seconds vs. ≤4
seconds). Northside
Hospital has also installed
new flexible compression
paddles, which are
curved to fit the shape
of women’s breasts.
Ninety-three percent of
women who tried this
new system reported
little or no discomfort
during their exams.

The radiation dose is cut
almost in half, while still
providing doctors with
the sharp, high-resolution
images needed to find
subtle and early breast
cancers.

This advanced technology is available at all of
Northside Hospital’s
breast imaging locations
– 22 sites throughout the
Atlanta Region including
the Screen Atlanta Mobile
Mammography van.

Northside Hospital
diagnoses and treats
more breast cancer cases
than any community
hospital system in the
southeast. The program
offers comprehensive
breast care services –
from screening through
survivorship.

Patients can schedule an appointment at any of the 22 imaging centers offering mammography services by
calling 404.851.6577.

Provider Features
Jess D. Schwartz, MD, FACS is a board-certified thoracic surgeon now practicing at Northside Hospital Gwinnett.
Dr. Schwartz has a special interest in thoracic malignancies and specializes in treating patients with lung cancer,
esophageal cancer, mediastinal and chest wall tumors. Prior to joining Northside Hospital, he completed the
very first successful robot-assisted lobectomy for lung cancer in the state of New Mexico in 2016.
Malini D. Sur, MD, FACS is a board-certified surgical oncologist now practicing at Atlanta Liver and Pancreas
Surgical Specialists at Northside Hospital. Dr. Sur specializes in minimally invasive laparoscopic and robotic
surgery and strongly values an evidence-based, multidisciplinary approach to cancer care. She has also authored
multiple peer-reviewed articles, research papers and chapter publications in her field.
Carlos Estrada, RN, an oncology registered nurse at Northside Hospital Atlanta, has recently been honored by
the Atlanta Journal-Constitution as one of the top 10 nurses in Georgia for the 15th annual Celebrating Nurses
Award. Congratulations, Carlos!

Amy Trammell, RN, OCN, a breast health nurse navigator at Northside Hospital Gwinnett, was the
recipient of the Northside Hospital Gwinnett Nurses’ Choice Clinical Excellence Award for Service Excellence.
Congratulations, Amy!

Virtual Programs Offered by Cancer Support Community Atlanta
To provide ongoing support for cancer patients and their
loved ones during the coronavirus outbreak, Cancer
Support Community Atlanta is offering the following virtual
programs: support groups, education, nutrition and stress
reduction. Visit their website (cscatlanta.org) and Facebook

page (facebook.com/cancersupportcommunityatlanta), for
information as well as live and recorded programs. Many
virtual programs, including yoga, are also available for
Northside Hospital staff.
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Upcoming Community Events
Due to the changing circumstances related to COVID-19, events are subject to change.
Skin Cancer Screening
September 24, 2020 from 6-8 p.m.
@ Northside Hospital Cancer Institute Radiation
Oncology-Atlanta in Atlanta, GA
American Lung Association Freedom from Smoking Clinic
Next 6-Week Session Start Date: September 15, 2020 @ 1 p.m.
Classes are available at various locations on or near
Northside Hospital campuses and by video conference for
remote participants

NHCI-SPONSORED CANCER WALKS/EVENTS
Feathers 5K: A Cancer Fund Run
August 13-16, 2020, virtually any time
benefiting Atlanta Cancer Care Foundation Inc.
SagerStrong Foundation Virtual Stadium Fun Run
August 21-23, 2020, virtually any time
ACE Classic 2020- Tennis/Golf/Lunch
August 24, 2020 @ 8:30 a.m.
@ Idle Hour Country Club in Macon, GA
Team Maggie 5K/10K
September 19, 2020 from 7:30-10:30 a.m.
@ the River at RCCG King's Court Chapel
in Roswell, GA
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