
Abstract
Cardio-oncology is a multidisciplinary field focusing on the

management and prevention of cardiovascular complications in
cancer patients and survivors. While the initial focus of this spe-
cialty was on heart failure associated with anthracycline use, novel
anticancer agents are increasingly utilized and are associated with
many other cardiotoxicities including hypertension, arrhythmias
and vascular disease. Since its inception, the field has developed
at a rapid pace with the establishment of programs at many major
academic institutions and community practices. Given the com-
plexities of this patient population, it is important for providers to
possess knowledge of not only cardiovascular disease but also
cancer subtypes and their specific therapeutics. Developing a car-
dio-oncology program at a stand-alone cancer center can present
unique opportunities and challenges when compared to those affil-
iated with other institutions including resource allocation, cardio-
vascular testing availability and provider education. In this review,
we present our experiences establishing the cardio-oncology pro-
gram at Moffitt Cancer Center and provide guidance to those indi-
viduals interested in developing a program at a similar independ-
ent cancer institution. 

Introduction
Although cancer and cardiovascular (CV) disease remain the

two most common causes of mortality in the United States, sur-
vival for both conditions has improved dramatically. The death
rate for all cancers declined by 22% between 1991 and 2011, driv-
en by both improved diagnostic and therapeutic modalities.1
Despite these advances, there is increasing recognition that many
cancer patients experience CV complications as a result of their
therapies. This includes the development of newly diagnosed CV
problems, or the exacerbation of previously identified CV disease.
Rates of cardiotoxicity from cancer-related therapeutics have been
reported to be in excess of 30%, with some events occurring sev-
eral decades after the completion of treatment.2,3 In addition, car-
diac toxicity is the second most common cause of morbidity and
mortality in cancer survivors.4

Oncologists are frequently the first medical providers to
observe these cardiotoxicities. Historically these patients would
be referred to cardiologists who may not have significant knowl-
edge of the cancer therapeutics and their potential effects on the
heart, which has led to variable diagnosis and treatment.5 The
complexities of treating cancer patients with cardiac complica-
tions have led to the development of the new cardiology sub-spe-
cialty, cardio-oncology, which is a multidisciplinary field aimed at
the prevention and treatment of cardiotoxicities in cancer patients
and survivors.6 Cardio-oncology clinics are currently expanding at
an explosive pace in both academic centers and community prac-
tices.7,8

The comprehensive academic cardio-oncology program at H.
Lee Moffitt Cancer Center and Research Institute, in collaboration
with the University of South Florida aims to provide cancer
patients optimal prevention and treatment of CV disease using a
multi-disciplinary approach. In this article, we discuss the experi-
ences and rationale of setting up a cardio-oncology program at a
large cancer institute, emphasizing a combination of patient care
(including comprehensive evaluation before, during and/or after
cancer therapy), research, as well as education. In addition, we
highlight some of the unique opportunities and challenges associ-
ated with developing a cardio-oncology program at a cancer-spe-
cific hospital. 

Cardiotoxicity: opportunities for collaboration
CV complications of cancer therapy, particularly the develop-

ment of congestive heart failure (CHF) and cardiomyopathy have
been recognized since the 1970s.9 Anthracyclines are a class of
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chemotherapeutics used in the treatment of many different malig-
nancies including breast, sarcoma, leukemia and lymphoma. Rates
of heart failure have been reported up to 26%, with higher cumu-
lative dose, female gender, underlying CV disease and both
younger and older age groups increasing this risk.3,10 Similarly,
trastuzumab, a targeted cancer therapeutic that revolutionized the
treatment of certain breast cancers overexpressing the HER2
receptor, has demonstrated rates of CHF between 1-28%.3,11,12 As
such, much of cardio-oncology initially focused on breast cancer
patients and those individuals experiencing CHF. Despite this
recognition, many patients that have developed cardiomyopathy as
a result of these exposures may not receive optimal heart failure
(HF) treatments. In one study evaluating patients with an asympto-
matic decrease in ejection fraction (EF) after chemotherapy expo-
sure, only 31% received an ACE inhibitor or angiotensin receptor
blocker, while 35% received a beta blocker and only 42% were
referred for a cardiology consultation.13 The use of HF medications
is especially important in this population given data demonstrating
their early use can result in normalization of EF in almost half of
the patients with an anthracycline induced cardiomyopathy.14

While HF associated with anthracyclines and anti-HER2 ther-
apies is of significant concern, a variety of other cardiotoxicities
are observed with many traditional and novel cancer therapeutics.
Therefore, it is essential for cardio-oncologists to possess broad
knowledge of these treatments and the associated complications to
provide optimal care. Among traditional therapeutics, cardiotoxic-
ity is frequently associated with cisplatin, cyclophosamide, and 5-
fluorouracil.3,15 Cisplatin is associated with arterial thrombosis and
both myocardial infarction and stroke in up to 2% of patients.16

Moreover, cisplatin-treated testicular cancer survivors have an
increased long-term incidence of coronary artery disease.17,18

Cyclophosphamide can be associated with HF, especially with the
higher doses used for stem cell transplant preconditioning.19

Finally, 5-fluorouracil can lead to myocardial ischemia or infarc-
tion, likely due to coronary vasospasm and endothelial dysfunction
in up to 10% of patients.20-22

In the last decade, there have been substantial advances in can-
cer biology leading to many new treatment options including tar-
geted and immune-modulating therapies. These agents are used to
treat a variety of malignancies including leukemias, renal cell car-
cinoma and melanoma, and are associated with many different car-
diotoxicities aside from CHF including arrhythmias, hypertension
and vascular disease. For example, tyrosine kinase inhibitors
(TKIs) are a class of therapeutics targeting abnormal intracellular
signaling pathways in cancer cells.23 Unfortunately, they also
exhibit off-target effects impacting healthy CV tissues. TKIs tar-
geting the VEGF signaling pathway can lead to significant eleva-
tions in blood pressure.24,25 Several of the TKIs used to treat chron-
ic myelogenous leukemia are associated with elevated rates of vas-
cular events including strokes and myocardial infarctions.26,27 The
TKI ibrutinib, used in the treatment of chronic lymphocytic
leukemia and mantle cell lymphoma has demonstrated elevated
rates of atrial fibrillation and possibly ventricular tachycardia and
fibrillation.28-30 More recently, immunotherapies including check-
point-inhibitors are demonstrating significantly improved out-
comes in the treatment of many different advanced malignancies.31

Despite this, there is now increased recognition of immune-medi-
ated myocarditis, which can lead to rhythm disturbances, HF or
death.32

It is also important to recognize that cardiovascular complica-
tions can be associated with other cancer treatment modalities
including radiation therapy. Among patients who receive left sided
chest and/or breast radiation or mantle radiation, there is a signifi-
cantly increased risk of developing accelerated coronary artery dis-

ease and valvular dysfunction (especially aortic regurgitation).33,34

Patients that receive head and neck radiation are at increased risk
for carotid artery disease, stroke as well as autonomic dysfunction
due to effects on baroreceptors in the carotid bulb and sinus.35-37 In
general, these are delayed toxicities, occurring several years to
decades after exposure. 

With these significant improvements in cancer therapy, there
are now over 14 million cancer survivors living in the United
States alone.38 It is well documented that survivors of many differ-
ent types of cancer are at increased risk for future CV events com-
pared to the general population.17,39 Rates of CV disease have been
reported between 3-24% among childhood cancer survivors who
have reached the fourth decade of life (age 30-39).40,41

Complications of many cancer therapeutics including anthracy-
clines and radiation may not become apparent for more than 10
years post treatment, and as such, these patients will require long
term monitoring and CV risk reduction by cardio-oncologists. 

Developing a Cardio-Oncology Program
Governing cardiology organizations including the American

College of Cardiology (ACC) have recognized the importance of
this novel specialty, and have developed a new cardio-oncology
members section. A survey in 2014 disseminated to cardiology
chairs and program directors about the field of cardio-oncology
reported that 27% of centers have dedicated cardio-oncology pro-
grams, with 12% planning to add these services within 1 year.
More than 70% of respondents agreed that CV complications are a
major issue facing cancer patients, and over half felt that cardio-
oncology programs improve overall patient care.42 Several articles
have been published about cardio-oncology program development,
however these have focused on programs affiliated with general
medical centers rather than those at primary cancer hospi-
tals.7,8,43,44

Although cancer centers often have significant resources, allo-
cation for CV evaluation and testing may not be an obvious prior-
ity. Moffitt Cancer Center (MCC), in conjunction with the
University of South Florida (USF) developed the comprehensive
cardio-oncology program to improve both the quality and out-
comes of CV care in cancer patients. The oncology teams recog-
nized the importance of CV services but desired a more collabora-
tive and unified approach which was accomplished through the
development of this program, focusing on patient care, education
and research (Table 1). 

Program leadership
When creating a new cardio-oncology program, it is essential

to identify key individuals who will focus on program develop-
ment and leadership to ensure the overall success of the program.
Given that the primary goal of cardio-oncology is to reduce CV
complications in cancer patients and survivors, the program should
be led by a board-certified cardiologist with specific interest and/or
training in cardio-oncology, as is the case with our program at
MCC. Nevertheless, cardio-oncology is a collaborative, multidis-
ciplinary specialty and it is important to identify an oncologist to
serve in a leadership role as well. This individual should have an
interest in the cardiotoxicities of cancer therapy and work with the
cardiologist on program development, research and education. The
oncologist adds legitimacy to the program and demonstrates the
commitment and dedication of the program to the cancer patient
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population. In our model at MCC, a cardiologist and breast oncol-
ogist work together on all program endeavors with oversight from
the chair of cardiovascular sciences (Figure 1). 

As with any new program, value to the organization must be
demonstrated and this is generally established with support from

the senior administration and organizational leadership. Finding an
administrative champion for any novel program is essential for
both its short- and long-term success. After identifying that indi-
vidual at MCC, further meetings were conducted to determine the
goals and requirements of this program along with the key clinical
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Figure 1. Organization structure of the Moffitt Cancer Center Cardio-Oncology Program.

Table 1. Key components for a successful comprehensive Cardio-Oncology Program.

Program Leadership                                    - Identify both a cardiologist and oncologist to work collaboratively on all aspects of program development
Administration                                              - Demonstrate value of the program to the organizational leadership
                                                                          - Identify administrator to help with strategic, operational and budgetary planning
Outpatient Cardio-Oncology Clinic          - Central location within cancer center, in close proximity to those specialties that refer large numbers of patients 
                                                                          - Ensure adequate space to allow for future expansion and growth
                                                                          - Ensure appropriate staffing to maximize efficiency 
                                                                          - Coordinate cardio-oncology clinic visits with other cancer center appointments to enhance the patient experience
Inpatient Cardio-Oncology Consults       - Inpatient evaluation should be provided by individuals who understand the complexities of cancer patients
                                                                          - Expeditious and coordinated follow up in the cardio-oncology clinic should be arranged prior to discharge 
Cardiovascular Testing                                - Onsite echocardiography with access to advanced technology including strain and 3D imaging
                                                                          - Access to electrocardiography in the cardio-oncology clinic
                                                                          - Incorporation of additional cardiovascular imaging modalities including cardiac MRI
                                                                          - Formalized transitions for advanced cardiovascular procedures if necessary 
Cardio-Oncology Nurse Coordinator      - Patient care coordination to minimize treatment disruptions or delays
                                                                          - Triaging urgent cardiovascular issues
                                                                          - Patient and staff education 
Education                                                       - Staff Education: Attend regular oncology meetings and tumor boards to ensure staff understands the program 
                                                                          and address any questions and concerns
                                                                          - Trainee Education: Integrate dedicated teaching conferences for residents and fellows with a goal to develop 
                                                                          a dedicated cardio-oncology fellowship
                                                                          - Community education: Develop seminars to increase public awareness about cardio-oncology
Research                                                        - Offer cardiovascular guidance to oncology clinical trial research staff
                                                                          - Develop dedicated cardio-oncology studies focusing on clinical, translational and basic science research
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and academic needs. We believe it is important to bring a cohesive
and well-developed business plan to these administrative meetings
as it demonstrates the vision and understanding of the program
leadership. After receiving the support from the institution, a ded-
icated administrator was assigned to the cardio-oncology program
to ensure successful operation. The cardio-oncology program
administrator is responsible for strategic, operational and budget-
ary planning, including staff salaries, equipment and supplies,
which are all necessary for the overall functioning and success of
the program.

Patient care: the outpatient Cardio-Oncology
Clinic and Inpatient Consults

Patient care is the cornerstone of any successful cardio-oncol-
ogy program. The lack of a dedicated outpatient cardiology clinic
at MCC was a clear barrier to effective longitudinal care of
patients. As such, a key component of our program was centraliz-
ing the cardio-oncology clinic within MCC. A cardio-oncologist
working at a cancer specific institution must be prepared to evalu-
ate all types of cardiac patients, including those with CV issues
unrelated to the specific cancer therapies. In addition, there will
likely be frequent requests for CV risk assessment before cancer
surgeries. While these evaluations may not necessarily represent
the true focus of cardio-oncology, they still require a collaborative,
multidisciplinary approach to CV care, which is inherent to the
field of cardio-oncology. When evaluating the different referrals to
the cardio-oncology clinic in the first 6 months of its existence,
comprehensive CV evaluation prior to starting potentially car-

diotoxic treatments (including those agents associated with the
development of heart failure, vascular events or arrhythmias) was
most common (92, 26%), followed by arrhythmia/syncope evalua-
tion (68, 19%) and cardiomyopathy/congestive heart failure evalu-
ation (48, 14%). The remaining 41% (N=214) were referred for a
variety of other issues including preoperative risk assessment or
ischemia evaluation (Figure 2). In our clinic, we follow the
“ABCDE” approach to risk reduction which has been validated in
multiple cancer populations, focusing on blood pressure, lipid and
diabetes control, as well as promoting healthy lifestyle choices
through education, exercise and nutrition.45 Among those patients
referred for pre-chemotherapy CV evaluation, 52% (N=48) were to
receive anthracycline-based therapies (ABT) while 48% (N=44)
received regimens without anthracyclines (Table 2). For those
exposed to ABT, we follow published recommendations for left
ventricular ejection fraction assessment (LVEF) at baseline and 6-
12 months after completion of therapy.46 We also incorporate bio-
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Table 2. Pre-chemotherapy cardiovascular evaluation (N=92).

Type of chemotherapy                                                           N (%)

Anthracycline based regimens                                                                   48 (52%)
Non-anthracycline based regimens                                                           44 (48%)
  HER2 targeted therapies*                                                                         12 (27%)
  Tyrosine kinase inhibitors°                                                                       11 (25%)
  Other therapies (including non-HER2 monoclonal antibodies)#    21 (48%)
*Includes: trastuzumab; pertuzumab; °Includes: axitinib; bosutinib; dabrafenib; imatinib; nilotinib; pona-
tinib; sunitinib; tremetinib; #Includes: 5-fluorouracil; abiraterone; bortezomib; carfilzomib; cituximab;
fludarabine; gemcitabine; lenalidomide; melphalan; nitrogen mustard; paclitaxel; platinum compounds
(carboplatin; cisplatin; oxaliplatin); vincristine.

Figure 2. Common Cardio-Oncology referrals at Moffitt Cancer Center.



marker evaluation with troponin and brain natriuretic peptide
(BNP) whenever possible.47,48 Among the non-ABT regimens,
52% (N=23) were treated with a TKI and/or HER2 targeted thera-
py, with CV recommendations tailored to the specific agent. For
example, HER2 targeted agents require regular LVEF assessments
whereas TKIs affecting VEGF signaling warrant close BP monitor-
ing. As can be gleaned from these data, the majority of patients
referred to a cardio-oncology clinic at a cancer specific institution
are seen for monitoring and treatment of CV complications from
cancer therapies, however a significant proportion of patients may
also be seen for more general cardiology issues. In order to facili-
tate additional cardio-oncology referrals, we have started to incor-
porate CV recommendations into the MCC clinical pathways,
which are treatment and testing algorithms for the various cancers.
Moreover, we have created alerts in the electronic order entry sys-

tem, reminding providers to consider cardio-oncology evaluation
for patients at high risk for CV complications. The broad range of
referrals will serve as the foundation for building a successful car-
dio-oncology clinic at the cancer center. Consistent with these
observations, the clinic at MCC has demonstrated significant
growth over the last 2 years (Figure 3). In 2016, 516 new patients
were evaluated in the cardio-oncology clinic which is a 52%
increase from the prior year thereby necessitating additional outpa-
tient clinic availability. 

Ideally, the cardio-oncology clinic should be located within or
near the clinics of those specialties that refer a significant number
of patients to the program. At MCC, our clinic space is located near
those of the malignant hematology and bone marrow transplant
services whom have historically referred the most patients to car-
dio-oncology (Figure 4). Furthermore, we are adding additional
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Figure 3. Cardio-Oncology new patient visits in 2015 and 2016.

Figure 4. New patient referrals by Oncology Specialty (N=904).
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clinic days to coincide with the increasing volume. We plan to run
these concurrently with both the breast and survivorship programs
since these populations are also at high risk for CV complications
and frequently warrant evaluation. 

If the cancer center has inpatient units, a formal consultative
service must also be established to provide expeditious evaluation.
In our center, we have a cardiology consult service that runs inde-
pendently of the cardio-oncology clinic. While many consults are
for typical CV issues of hospitalized patients such as post-opera-
tive atrial fibrillation and chest pain, it is essential that the consult-
ant have more refined knowledge of cardio-oncology as the diag-
nosis and management of certain CV conditions are affected by the
oncology treatments. Post-discharge follow-up in the cardio-oncol-
ogy clinic should be coordinated with the patient’s upcoming
oncology appointments.

Patient care: cardiovascular testing
Access to CV testing is an obvious requirement for a function-

al cardio-oncology program. An electrocardiogram machine
should be available in the clinic with staff trained to perform the
procedure. We also recommend on-site echocardiography to mon-
itor for cardiac function, which is a necessary requirement those
patients receiving HER2 targeted therapies and anthracyclines.
While this has been traditionally performed with MUGA (multi-
gated acquisition scan), echocardiography is now the preferred
modality for cancer patients.49 In addition to 2D echocardiography,
advanced procedures such as strain and/or 3D imaging should be
incorporated into routine cardio-oncology practice. In our center,
we also have access to additional imaging modalities including
cardiac MRI, which is especially useful in the non-invasive evalu-
ation of multiple disease states including cardiac amyloidosis and
myocarditis, an increasingly recognized complication of check-
point inhibitors.50,51 If not already available, we recommend work-
ing with leadership to implement these modalities into the cancer
center. Finally a formal relationship should be developed with a
general hospital to facilitate seamless transfer of patients for
advanced CV procedures including coronary angiography and car-
diac device implantation if not performed at the cancer center. 

Patient care: Cardio-Oncology Nursing
Nurses, medical assistants, and advanced practice providers play

an important role in the development of a comprehensive cardio-oncol-
ogy program. At MCC, we created the cardio-oncology nurse coordi-
nator (NC) position, which has been successfully utilized in other CV
and oncology specialties.52,53 The NC is responsible for educating indi-
viduals and facilitating awareness throughout the organization about
the cardio-oncology program. The NC works with the inpatient and
outpatient teams to provide seamless transitions of care. Given the
complexities of cancer patients, the NC ensures that CV follow-up and
testing occur with the least amount of difficulty and disruption to the
cancer patient’s life. Additional areas of responsibility for the NC
include managing patient calls and triaging urgent cardiac issues as
well as educating patients about various CV topics including heart fail-
ure management, appropriate dietary and lifestyle choices and medica-
tion adherence. The NC also plays a vital role in psychosocial assess-
ment, providing resources and referrals to patients that are exhibiting
evidence of emotional stress. The NC has been instrumental in improv-
ing communication and coordination of care leading to enhanced
patient and provider satisfaction with CV services at MCC. 

Cardio-Oncology Program - Education
Education of clinical staff, trainees and the community is an

essential component of a cardio-oncology program. At the begin-
ning stages of development, we recommend presenting at the var-
ious oncology service-line meetings, which allows the oncologists
to familiarize themselves with the program. After these initial
introductions, it is beneficial to regularly attend the different
oncology tumor boards. Not only does this enhance visibility and
demonstrate commitment of the cardio-oncologist, it is also an
opportunity to gain perspective about the oncology treatment plans
and potential complications. Additionally, we have instituted car-
dio-oncology teaching conferences for both cardiology and oncol-
ogy fellows as well as the internal medicine residents, and have
developed community programs to increase public awareness
about this topic. These sessions have led to an increased number of
patients requesting cardio-oncology evaluation.

Our focus on education has led to the development of a dedi-
cated cardio-oncology fellowship, one of only a few programs in
the United States.54 This non-accredited fellowship consists of 12
months of clinical exposure, didactic teaching and research. The
curriculum is designed so that upon completion of the fellowship,
trainees possess expertise in all aspects of cardio-oncology. In
addition to regular involvement in the outpatient cardio-oncology
clinic and inpatient consultations at MCC, fellows will also have
the opportunity to rotate in different oncology clinics such as
breast and malignant hematology. If interested, fellows may also
participate in the advanced cardiac imaging programs at MCC and
USF, gaining exposure to cardiac MRI and CT. Our cardio-oncol-
ogy fellowship has been quite successful, having trained 2 fellows
thus far, with a third fellow recruited for the upcoming academic
year. 

Cardio-Oncology Program - Research
Clinical, basic and translational investigation must be incorpo-

rated into a cardio-oncology program at a cancer center where clin-
ical trials are being conducted. The cardio-oncologist must provide
support to ensure CV safety while preventing unnecessary exclu-
sion. This frequently involves reviewing both echo- and electrocar-
diograms, with particular attention paid to LV function and QT
interval measurements, and may require formal patient consulta-
tions. In addition, novel cardio-oncology research is a necessity for
any successful program. Though most cardio-oncology projects
focus on cardiovascular toxicities and outcomes, a more refined
understanding of the cancer-related issues will add additional cred-
ibility to the studies. As such, we recommend engaging members
of the oncology teams to participate in cardio-oncology research.
In our program we are focusing on checkpoint inhibitor myocardi-
tis, and both TKI and proteosome-associated rhythm and vascular
abnormalities as these toxicitcies can have significant impact on
patient morbidity and mortality. 

Cardio-Oncology Program - Future directions
While tremendous growth and excitement surrounds both our

program and field of cardio-oncology as a whole, further scientific
evidence documenting improved patient outcomes and standard-
ized practice guidelines are necessary for the future success of the
field. As such, we are continuing to expand upon our initial vision
and goals for the cardio-oncology program. In the next phase of
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development, we plan to create more formalized protocols for
monitoring and treating different cardiotoxicities. Given the data
demonstrating the benefits of biomarkers in predicting anthracy-
cline and HER2+ targeted cardiotoxicity, we are creating an algo-
rithm that incorporates routine testing of troponin and BNP at
baseline and during treatment based on currently available evi-
dence and recommendations.47,48,55-58 These laboratory studies will
become a part of a standardized order set to ensure they are rou-
tinely assessed at the appropriate times. In addition, we are devel-
oping recommended algorithms for the treatment of VEGF-
induced hypertension and the prevention of TKI-induced vascular
disease, ensuring standardized evaluation and treatment of all
patients.26,59

We are also developing a formal working relationship with the
survivorship program at Moffitt. There is an increasing emphasis
on the long-term CV health of cancer survivors and cardio-oncol-
ogists must work with survivorship experts to provide collabora-
tive, coordinated care. In addition to geographically localizing our
clinic in close proximity to the survivorship clinic, we are actively
engaged with the director of the survivorship program to incorpo-
rate specific CV recommendations into the survivorship care plans
and facilitate timely evaluations when necessary.

In addition to direct patient care, we are quickly expanding our
research endeavors as this is essential for progress in the field. We
are routinely engaging coordinators and study monitors of the dif-
ferent oncology trials to ensure patients are evaluated promptly.
We believe that this enhanced collaboration will lead to the inclu-
sion of cardio-oncologists in oncology clinical trial design to better
evaluate and adjudicate possible CV toxicities. Moreover, we are
working to achieve extramural funding for investigator-initiated
cardio-oncology studies. We need more thorough research into
possible mechanisms of cardiotoxicity as well as preventative
interventions as these questions remain incompletely answered.
While much of the prior focus has been on anthracyclines and
HER2 targeted therapies, we believe that the future of cardio-
oncology should place more emphasis on the novel therapeutics
which are changing the landscape of cancer treatment including
TKIs, proteosome inhibitors and immunotherapies. As we focus
more on these agents, we will move forward both the scientific and
clinical mission of our program and the field as a whole. 

Conclusions
Cardio-oncology is a rapidly developing multidisciplinary

field aimed at managing and preventing CV disease in both cancer
patients and survivors. Cardio-oncology programs are being estab-
lished at various academic and non-academic institutions at a rapid
pace with interest and support from both the cardiology and oncol-
ogy communities. Developing a comprehensive cardio-oncology
program at a dedicated cancer center presents unique opportunities
and challenges when compared to other organizations. Institutional
and administrative support is essential for the appropriate alloca-
tion of resources and the development of adequate infrastructure to
provide comprehensive CV services at the cancer center. In addi-
tion, the foundation for a successful cardio-oncology program is
built upon collaboration between cardiologists and oncologists,
nursing support to ensure optimal communication and care coordi-
nation, as well as research and educational endeavors. Once estab-
lished, a cardio-oncology program at a cancer hospital can ensure
patients receive optimal and collaborative CV and oncology care
leading to improved patient and provider satisfaction, and ulti-
mately better treatment outcomes.
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