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THE RoLE oF Carbpio- ONcoLOGY IN THE INTERPROFESSIONAL CARE OF
ApuLT PaTiENTS RECEIVING CANCER THERAPY

Potential Decision
Making

Cancer patient at high risk or with cardiotoxicity

Lack of understanding of CVD,
consequences

Inadequate surveillance
Misunderstanding or no
availability of sensitive
diagnostics

Less aggressive or too aggressive

Early discontinuation of
treatment

Lack of understanding of
oncology treatments

Poor knowledge of dose
intensity in oncology
Assumption cancer is associated
with terminal outcomes

Less aggressive protocols
administered

Early discontinuation of
treatment

* Knowledge of both
disciplines

+ Utilization of sensitive
diagnostics

* Personalized
pharmacotherapy and
surveillance

* Intensive managementin
special populations ie HSCT

*  Multi-disciplinary referrals

protocol administered

Potential
Outcomes

+ Debilitating symptoms

Early relapse

Early cardiovascular disease
Death due to cancer or
cardiovascular causes

l

Optimal treatment administered
Optimal quality of life

Prevention of both recurrent cancer
and cardiovascular morbidity /
mortality

mod from Pituskin Semin Oncol Nurs 2017



WHY A CARDIO-ONCOLOGY PARTERNSHIP ?

Baseline CV risk assessment
pre treatment

1 l . 1° Prevention

2 . l 1° Prevention

3 . l . 2° Prevention
! |
4 . . 2° Prevention

5 . . . l 2° Prevention

15t Cancer requiring . CV disease
cardiotoxic cancer therapy

2" Cancer requiring

Cardiotoxicity secondary to cancer thera
cardiotoxic cancer therapy . y v Py

Lyon Eur J Heart Fail 2020



Cardiology Involvement in Patients With Breast Cancer Treated
With Trastuzumab

Breast Cancer Patients Treated With Trastuzumab (nh =1,047)

Cardiology Involvement in Care

Baseline Characteristics Associated With
Cardiology Involvement

» Heart failure
« Atrial fibrillation
« Anthracycline chemotherapy

M Cardiology Involvement M No Cardiology Involvement

Impact of Cardiology Involvement

Cardiovascular Monitoring Cardiovascular Risk Factor Control
« Greater adherence to guideline-recommended In patients with hypertension:
monitoring (76.4% versus 60.1%) » Lower systolic BP: -2.7mmHg
« Greater proportion of biomarker assessment (95% Ci -4.6 to -0.7, p=0.007)
(27.8% versus 13.8%) « Greater odds of attaining target

systolic BP: OR 1.36 (95% ClI
1.06 to 1.74, p=0.016)

In overweight/obese patients:
» Lower BMI: -0.5 kg/m?
(95% CI -1.0 to -0.1, p=0.027)

Demissei J Am Coll Cardiol CardioOnc. 2020



CARDIO-ONCOLOGY PARTNERSHIP

SUCCESS

C50 CARDIO-OHCO-HAEMATOLOGY IN CLINICAL PRACTICE. A “CHANGELING™
CASE: MORE THAN PARADOXICAL BUBBLES

|. Bisceglia, R. Mistrulli, D. Cartoni, V. Buffa, R. Battistini, A. Proia, L. Rigacci,
5. Petrolati

OSPEDALE SAK CAMILLO, ROMA; OSPEDALE SANT ANDREA ROMA; HEMATDLOGY,
AZIENDA OSPEDALIERA SAN CAMILLO-FORLANIRI, ROMA

3%-year-old female, without cardiovascular risk factors. At the end of pregnancy she
complained of progressive dyspnoea and so she was admitted to the ememgency
room. Blood tests showed elevated D-dimer and LIH values. A chest CTscan was per-

P140 EFFICACY AND SAFETY OF CHEMOTHERAPY CONTAINING NON-PEGYLATED
LIPOSOMAL DOXORUBICIN IN PATIENTS AT HIGH CARDIOVASCULAR RISK: A SINGLE-
CENTER EXPERIENCE

I. Bisceglia, M. Camilli, R. Mistrulli, D. Cartoni, S. Matera, M. Canale, R. Battistini,

L. Rigacci, S. Petrolati

OSPEDALE SAN CAMILLO, ROMA; FONDAZIONE POLICLINICO UNIV. A. GEMELLI, ROMA;
OSPEDALE SANT‘ANDREA DI ROMA, ROMA; OSPEDALE S. MARIA GORETTI, LATINA;
NUOVO OSPEDALE VERSILIA, LIDO DI CAMAIORE; HEMATOLOGY, AZIENDA OSPEDALIERA
SAN CAMILLO- FORLANINI, ROMA

Anthracyclines represent the most effective chemotherapeutic agent in the treat-
ment of non-Hodgkin‘s lymphoma (NHL), although their use is limited due to the risk
of cardiac toxicity. This occurs mainly in elderly patients, those with a history of car-

ischemic disease. Following these results the patient was submitted to an ECHO with
saline solution injected through the right brachial vein that documented evidence of
early opacifi@ation of the left atrium and subsequent opacification of the right sec-
tions (after 3 cardiac cydes) (Fig. 1-2). This finding suggested a right-to-left
shunting, via the bronchial lower district to the left atrium (pulmonary veins). This
suspicion was confirmed by CT angiography, which showed ooclusion of the superior
vena cva with passage of contrast into azygos and early opacification of peribron-
chial venous cirdes (Fig. 3). A patency of foramen ovale was ruled out by injection
of saline solution through the femoral vein. After the second cycle of chemathermpy,
ECHO showed diffuse hypolinesia and reduced EF to 50%. It was then decided to pro-
ceed with the third cyde accomding to the intensified R-DAEPOCH scheme, except for
domorubicin, because of the cardiotoxicity developed by the patient. A cardioprotec-
tive therapy was also started with bisoprolol and ramipril with rapid titmtion. At
subsequent radiolegical controks, a progressive reduction of the mediastinal mass
was found and after just one month, the echocardiogram showed a complete recov-
ery of the EF. Contrast injection confirmed presence of a veno-venous shunt. Candio-

oncology is an intriguing and complex disdpline that requires the development of
local multidisciplinary teams for challenging situations that patients with @ancer may
ask us to addres.

European Heart Journal formed showing a mediastinal mass of about 150n enmmpassing the ascending . A _ ) X A

Supp]ements aorta, the left brachiocephalic trunk and the superior vena cava, both of which diovascular (CV) disease and/or multiple concomitant risk factors. Liposomal
A e S appeared thombosed. Therapy with low molecular weight heparin was started. The doxorubicin has been shown to reduce this toxicity. The aim of this retrospective

eHeart of the Matter & patient underwent a mediastinal biopsy, which documented a primary mediastinal . 3 A ) o " R
non-Hodgkin‘s lymphoma. The baseline cardiological evaluation showed a preserved study is to investigate the use of non-pegylated liposomal doxorubicin in high-risk

i f ; ; , ; : : : ;

Rl oot o et ejection fraction (608 at echocrdiogram ECHD). The first cycle of chamutherapy patients in terms of haematological response rate and CV events. In a single centre,
LT 1021 e o e e 15 patients undergoing R-COMP regimen (Rituximab, Prednisone, Cyclophosphamide
May 2022 and ANMCO Position Papers After an episode of hypoesthesia of the left upper limb, that regressed spontaneously p g g g > » LYy p p ]
and Communication Papers within a few hours, she performed MR that showed multiple areclas compatible with Vincristine, Myocet liposomal doxorubicin) were consecutively collected from

January 2020 to December 2021. The mean age of patients was 73.9 years and 60%
were male. The baseline mean left ventricular ejection fraction (LVEF) was 55.9%;
four patients had a baseline FE of < 50%, two of them had a severe reduction in LVEF.
Among all patients, 86.7% had systemic hypertension, 40% diabetes mellitus, 46.7%
dyslipidaemia and 20% a family history of CV disease. Moreover, 46.7% of patients
had at least two concomitant risk factors and 20% at least three. 20% had a history of
ischemic heart disease, 13.3% had previous exposure to anthracyclines and 20% with
mediastinal radiotherapy; 26.7% had moderate to severe aortic valvulopathy.
According to the joint Cardio-Oncology evaluation, 100% of patients had been consid-
ered unsuitable for conventional doxorubicin.. More than 85% of the cases were
already on cardioactive therapy at baseline evaluation and 66.7% required titration
or modification during chemotherapy. With R-COMP, the whole population was able
to finish treatment achieved complete haematological remission. The mean LVEF at
the end of treatment was 55.8% (p =0.814).

Conclusions: Our results support the efficacy and safety of R-COMP in a population
at high risk for cardiac events, otherwise excluded from anthracycline-containing
therapy. Liposomal formulatio reduces doxorubicin cardiomyocyte accumulation and
thus toxicity, providing the best possible treatment for the majority of the onco-hae-
matological population.




Practical and cost-effective model to build and sustain
a cardio-oncology program

Research Component

- Institutional
- Multicenter

- Registries

Clinical Component

- Risk factors management

- Co-morbidities
management

- Pre-, intra-, and post-
chemotherapy monitoring

- CVimaging

- Cardio-protective
strategies

- Survivorship

Educational Component

- Trainees: Medical student,
resident, fellow conferences

- Grand Rounds

- Local, state, national
conferences

- International exposure

- Media/public education

Cardiologist Presence
in Cancer Center

Establishing a

Cardio-oncology
Program

Multidisciplinary Clinic
with Cardiologists and
Oncologists

Institutional Support
from Heart and Cancer
Institutes

Engagement with
Professional Societies

- ACC
- ASCO
- State chapters

- Local forums
- Advocacy
- Collaboration

- Inter-societal
cooperation

Utilization of Existing Resources

- Nursing staff

- Cardiovascular specialists

- Hematology-oncology specialists
- Radiation-oncology

- Surgical services

- Existing advanced imaging
modalities

- Ancillary services

Sadler Cardio Oncology 2020



Rationale and proposal for cardio-oncology services in ltaly

T Primary and secondary
prevention of
cardiotoxicity

‘ -
- — —1|  Investigation of Management of most
Primary prevention of Monitoring for early suspected cardiac severe CV toxicity
cardiotoxicity in cardiotoxicity invasion by tumor e.g. end-stage HF,
high-risk patients Pre-operative myocardial infarction,
assessment for cancer !
complex arrhythmias,
surgery

pulmonary embolism

- eoeoe 0

——

Cardio-oncology 'hub' service:
+ Cardiology ICU
1/100 000 + CMR
Inhabitants * Nuclear imaging
+ CardioCT
+ Cath lab

Hub centers should be placed in oncologic centers of tertiary hospitals, able to perform a large number of screening
tests before, during and after anticancer therapy but also all the oncologic patients referred from the spoke centers

Galderisi J Cardiovasc Med 2022



Cardio-oncology organization patterns in ltaly: one size

does not fit all

Maria Laura Canale?, Chiara Lestuzzi®, Irma Bisceglia®, Paola Vallerio®
and Iris Parrini®, on behalf of Associazione Nazionale Medici Cardiologi

Ospedalieri (ANMCO) Cardio-Oncology Task Force

Size Strengths

Weaknesses

High-volume cancer centar

X Routine cardic-oncology evaluation

Fomalized path with exclusively committed cardiologists
Ability to handle innovative drugs

Experince with unusual toxicities

Candiclogy and oncology/hematology wards
L Specialists (usually) shanng the same building
Fomnalized path with committed cardiologists

Reference center for neighborhoods
Ability to handle emergency

Cardiclogy and oncology/hematology units co-presence
Specialists sharing the same buildi
\V| pe 9 ng

Fomalized path with committed cardiclogists (although not exclusive)
Face-tc-face daily consultations
Ability to handle emergency

Cardioclogy and oncologyhematology services co-presence

S Close relationship with general practitioners

Direct patient access to sewvices (open access model)

High-patient compliance

Trouble in managing emergency

Lack of dedicated ward

Lower patient compliance because of distance (patients usually moving
from distant places)

Troubles in follow-up

Shaort time for consultations

Mot exclusively dedicated cardiologists

Lower patient compliance because of distance (patients usually moving
from distant places)

Troubles in follow-up

Trouble in managing expenmental or innovative drug toxicity
Trouble in physician update
Lower number of treated patients than L or XL hospitals

Mot able to manage emergency
Trouble in managing expenmental or innovative drog toxicity
Trouble in physician update
Low number of treated patient
Distance from larger centers (in some cases)

J Cardiovasc Med 2018



Clinical practice principles essential to develop
a vibrant C-O program

= Establish a strong clinical connection with oncologists and
hematologists

Radiation

GLS
Vasospasm
HFpEF

Interventions Hematology
ion

Arrhythmias Endothelial

Heart Failure

Oncology )

Stem Cell Transplant
Alkylating Agents
Checkpoint Inhibitors

ARNI

Inflammation o]

= Build relationships with primary care and internal medicine
providers who are likely to treat cancer survivors

= |dentify key administrators and clinicians in each area and
ensure that they realize the purpose and benefits of C-O
services

= Emphasize to all that optimal CV care has a major positive Cardio-Oncology
clinical impact

* Maximize Cancer Treatment
* Minimize Cardiovascular Toxicity
« Improve Overall Outcomes

= Ascertain the best methods for communication among providers

= Participate in multidisciplinary meetings

= Evaluate a patient’s eligibility to enroll in C-O clinical trials

Adusumalli J. of Cardiovasc. Trans. Res. 2020



KEY POINTS

Which Patients Should Be Referred to CO

High baseline CV risk profile
prior to potenal cardiotoxic

therapy or stem cell
transplantaon

Planned treatment with
cancer therapies known to
have higher likelihood of
subsequent CV events

Patients who are to assist in
monitoring and treatment of
CV complications
Cancer survivors (lifelong)

Established cardiovascular disease
Uncontrolled diabetes

Hypertension

Hyperlipidemia

Preexisting chronic inflammatory condition
Tobacco use

Prior anthracycline use

Prior chest radiation

Any prior CV toxicity related to cancer therapy

Anthracyclines, especially with regimens intending
to use more than 250 mg/m2 lifetime dosing
Radiaton with exposure to heart/vascular structures
Anti HER2 therapy in patient with CV risk factors
Tyrosine kinase inhibitors targeting VEGFR, BCR-
ABL, EGFR,PDGFR

Proteasome inhibitors, especially in combination
with other therapy

Immune checkpoint inhibitors,

CAR-T

Ibrutinib

Androgen deprivation therapy (ADT)

= Prior history of CV complications from
cardiotoxic/vascular toxic therapy

= High-dose anthracyclines (eg, doxorubicin = 250
mg/m?)

= RT to heart, neck, vascular structures (= 30 Gy)

= Lower-dose anthracycline + lower doses of RT to
heart, neck, or vascular structures

= Lower-dose anthracycline + trastuzumab

= Young or old age at diagnosis/treatment

= Prior history of ADT

= Prior history of immunotherapy with a checkpoint
inhibitor or CAR-T

= Any suspected pericardial disease

mod Adusumalli J. of Cardiovasc. Trans. Res. 2020




Baseline cardiovascular risk assessment in cancer patients scheduled to receive
cardiotoxic cancer therapies: a position statement and new risk assessment tools
from the Cardio-Oncology Study Group of the Heart Failure Association of the
European Society of Cardiology in collaboration with the International Cardio-
Oncology Society

HER2-targeted cancer
therapies
(trastuzumab,pertuzumab, T-

0 risk factors are 'low risk' or 1 medium? risk factor

anthracycline

"low risk” . .
Rk factor DM1, lapatinib, neratinib) Level of
evidence
Previous cardiovascular disease
" " . - o o Very high C
Hiears Falr or card onyopeshy 1 medium? risk factor or > 1 medium! risk factor i 5
Severe valvular heart disease . . High B
Myocardial infarction or previous coronary revascularisation (PCl or CABG) W|th a tOta| Of pOIntS 2 = 4 di High c
Stable angina n . . ” Hish C
medium risk %
Baseline LVEF <50% A Medium? B
Borderline LVEF 50—54% Medium? C
Cardiac biomarkers (where available) . . . . re available) _
Elevated baseline troponin® = 1 high risk factor or = 5 medium risk factors UV Medium’ 8
) . . 0 or -prol eaium
Elevated baseline BNP or NT-proBNP? "h |gh rISk vascular risk factors
Demographic and cardiovascular risk factors High B
Age >80years :e:ium: g
Age 6579 years . . edium
Hypersension® 2 5 medium risk factors Medium’ c
! . L - . » e Medium! C
Diabetes mellitus high risk , egimen
Chronic kidney diseased before HER2-targeted therapy Medium'f B
Previous cardiotoxic cancer treatment cer treatment
Previous anthracycline exposure > ver h| h r|Sk faCtO rs diotoxicity Very high c
Prior radiotherapy to left chest or mediastinum . y g . oy Icyfi"n: e"p°5”"e:| ) :e:f”mi 2
Previous non-anthracycline-based chemotherapy Very h|gh I’ISk e hiest or mediastintim edum
Lifestyle risk factors i O or significant smoking history Medium! C
Current smoker or significant smoking history Medium' C Obesity (BMI>30 kg/m?) Medium o
Obesity (BMI >30kg/m?) Medium’ C Risk level
Risk level

Lyon et al. Eur J Heart Fail 2020



MAJOR COMPONENTS NECESSARY AND SUGGESTED TOOLS
FOR DELIVERING EXCELLENT CARE IN CO

Case discussion

Leadership

Cardiac safety
boards

mod Adusumalli J. of Cardiovasc. Trans. Res. 2020



Establishing the value of a C-O program

SAFE

Incidence of cancer treatment-related cardiotoxicity in patients seen by C-O service (outcome metric)

EFFECTIVE

Incidence of cancer treatment-related cardiotoxicity in patients seen by C-O service (outcome metric)
Number of cardiotoxicity related cancer treatment interruptions in patients seen by C-O service (outcome
metric)

Control of CV risk factors including blood pressure, cholesterol, and blood glucose levels (outcome
metric)

Implementation of appropriate guideline-directed therapies at evidence-based doses (lipid-lowering
agents, antihypertensive agents, antiplatelet agents, heart failure medications)

PATIENT-CENTERED

Patient-reported outcome metrics (outcome metric)
Physical activity (self-reported using validated instrument or via implantable cardiac device/wearable
device) (outcome metric)

TIMELY Time from request to completion of a C-O consult in the inpatient and outpatient settings (process metric)
Number of trained Cardio-Oncologists per health system (structure metric)

EFFICIENT Appropriateness of C-O service consults as determined by risk stratification protocols (process metric)
C-O service capacity utilization (process metric)

EQUITABLE Stratification of quality metrics mentioned above by gender, race, ethnicity, geographic location, and

socioeconomic status to ensure there is no variation based on those personal characteristics

Regardless of size and make up

Adusumalli J. of Cardiovasc. Trans. Res. 2020




PDTA AZIENDA OSPEDALIERA S. CAMILLO-FORLANINI

2. SCOPO

INDICE 4. CRITERI DI ACCESSO
Scopo del presente PDTA € :
1. PREMESSA ...ttt ettt et s et st ae et et n s aaeanneeneean , . . . . . —_— - . . . .
1. una chiara esplicitazione degli obiettivi e degli elementi chiave dell’assistenza basata su L'ambulatorio di cardioncologia accoglie pazienti provenienti dai day hospital di oncologia,
2. SCOPO e evidenze scientifiche, best practice, aspettative dei pazienti e loro caratteristiche; senologia, pneumoncologia, ematologia e dalla radioterapia; molti pazienti sono ambulatoriali e
3. CAMPO DI APPLICAZIONE ..o e 2. la facilitazione delle comunicazioni tra i membri del team e i pazienti e le loro famiglie; alcuni casi complessi provengono da altri ospedali.
3. il coordinamento del processo di assistenza tramite il coordinamento dei ruoli e i ] ] o o . . . )
4 CRITERT D'ACCESSO .....ooooeooooeoeeeooeoeeeee oo I'attuazione consequenziale delle attivita dei team multidisciplinari di assistenza, dei L'accesso viene effettuato mediante richieste inviate via fax per i day hospital , con ricetta
pazienti e delle loro famiglie; regionale firmata dagli oncologi per i pazienti ambulatoriali e per i pazienti di altri ospedali.
5. DEFINIZIONI TERMINOLOGIA E ABBREVIAZIONI —oooooooo e 4. la documentazione, il monitoraggio e la valutazione delle varianze e degli outcome; duli ch inviati via f i redatti d della di .
5. Iidentificazione delle risorse appropriate. I moduli che vengono inviati via fax sono stati redatti tenendo conto della diverse strategie
6 DIAGRAMMI DI FLUSSO .. ! ) o :
terapeutiche e della complicanze pilu frequenti.
7. RESPONSABILITA ...ttt emae s st a s et eea s e emnenne 3. CAMPO DI APPLICAZIONE _ _
8 AZIONI . ) . . Codici ICD CM Descrizione
8 1 P. ............ ft..d‘[ ..... e strutture co'nvolte e |l.loghl d appllCGZIOI‘Ie 88.72.1 ECOGRAFIA CARDIACA
3 rima valutazione cardiologiCa ............cocooroeeereeeeeeeciereiree e
g vu.oo. SEDE vu.oo. SEDE 88.72.2 ECODOPPLERGRAFIA CARDIACA
8.2 RUOIO INFEIMUEIISEICO ..ot DL.PRO. PIASTRA DIREZIONE PIASTRA 88.72.3 ECOCOLORDOPPLER
8.3 Valutazione cardiologica per COMPliCaANZE .........cccuvvvvvcerneveenernnenns SECONDO PIANO SANITARIA SECONDO PIANG 89.01 ANAMNESI E VALUTAZIONE, DEFINITE BREVI
gica p P AMBULATORIO PADIGLIONE PUDDU | ONCOLOGIA MARCHIAFAVA ’ !
8.3.1 Pericardite neoplastica .... CARDIO-ONCOLOGIA | PIANO TERRA TERZO PIANO 89.41 TEST CARDIOVASCOLARE DA SFORZO CON PEDANA MOBILE
- - —— - n EMATOLOGIA CESALPINO RADIOTERAPIA BUSI
8.3.1.1 Citologia del liquido pericardico ............. PRIMO PIANO -1 PIANO 89.43 TEST CARDIOVASCOLARE DA SFORZO CON CICLOERGOMETRO
- - - — 89.44.1 PROVA DA SFORZO CARDIORESPIRATORIO
8.3.1.2 Percorso dei versamenti pericardici CARDIOCHIRURGIA | PIASTRA EMODINAMICA PUDDU
neoplastici tamponati ... PIANO TERRA PIANO TERRA 89.50 ELETTROCARDIOGRAMMA DINAMICO (HOLTER)
8.3.2 Tromboembolismo venoso : TEV ... ANGIOLOGIA PADIGLIONE PUDDU 89.52 ELETTROCARDIOGRAMMA
- SECONDO PIANO
8.3.2.1 Trattamento del TEV in fase acuta ......... Tutte le UU.0O. ove sia ricoverato un paziente che rientri nel PDTA 89.61.1 MONITORAGGIO CONTINUO DELLA PRESSIONE ARTERIOSA
8.3.2.2 Filtro €avale ... 89.7 VISITA SPECIALISTICA
8.3.2.3 Trattamento del TEV a lungo termine ... 'Z% i I‘!.'I_JE B @ gumea | | @ 91.49.2 PRELIEVO DI SANGUE VENOSO
- | 5 P 92.05.2 SCINTIGRAFIA MIOCARDICA CON INDICATORI DI LESIONE
8.3.2.4 Durata del trattamento anticoagulante & | ‘@ Jl =i = 5@. mll |
del TEV ... 8 - _‘D - [k 92.05.3 ANGIOCARDIOSCINTIGRAFIA DI PRIMO PASSAGGIO (FIRST PASS)
8.3.2.5 Recenti opzioni terapeutiche : DOACs = @ - L L 92.09.2 TOMOSCINTIGRAFIA MIOCARDICA (SPET) DI PERFUSIONE A RIPOSO O DOPO
8.3.2.6 Terapia contenitiva rom | S N— = STIMOLO
1 - -
8327 Scostamenti ed eccezion , Q@ | e — A 92.09.9 TOMOSCINT. MIOCARDICA DI PERFUSIONE A RIPOSO ( SOLO PER PAC )
........................ : .
T . " = o, raguaste £15 D % . : .
8.3.2.8 Terapia delle trombosi da catetere ........ @:m — ﬁ ‘g Crubou 92.10.1 TOMOSCINT.MIOCARDICA PERFUSIONE DOPO STIMOLO ( SOLO PER PAC )
— ; bracdam ena P — o
8.3.3 Fibrillazione atriale ... 3 ‘ o, | M
— - &= ‘ZE &
8.3.4 Tossicita cardiovascolare ... % ez
e Glanicolense
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Azienda Ospedaliera San Camillo-Forlanini
SERVIZI CARDIOLOGICI INTEGRATI
Ambulatorio di Cardio-Oncologia
Piano terra Padiglione Puddu
065870 -4489 - 3724-4482 (FAX)

UNITA OPERATIVA
Ambulatorio / DH Oncologia Ambulatorio /DH  Breast Unit io /DH | DH Pneumo Oncologia
Radioterapia Altro ospedale

NOME E COGNOME DATA DI NASCITA

MOTIVO DELLA RICHIESTA

Pre-chemioterapia Controllo programmato Controllo per complicanze Controllo per tossicita Pre trapianto Follow up

FARMACI

Antrecicline Trastuzumab Huoropirimidine Anti VEGF Inibitori delle tirosinchinasi

Carfilzomib/Bortezomib Immunoterapia Altro

Data inizio Data fine

SEDE NEOPLASIA

ESAM RICHIESTI

ECG +VISITA CARDIOLOGICA ECOCARDIOGRAMVA () ECG per calcolo QT

DATA E ORA APPUNTAMENTI

ECG + visita

ECO

Holter

R= RESFUNOADILE L= LUINVULIU I =

Test da sforzo

(*) solo per pz sottoposti a con i elo

| PAZIENTI CARDIOPATICI DEVONO ESSERE INVIATI CON RACCOMANDAZIONE

DI PORTARE DOCUMENTAZIONE CARDIOLOGICA

DH RADIOTERAPIA Attivita Medico Medico Infermiere Infermiere Medico
PNEUMO-ONCOLOGIA cardiologia oncologia cardiologia oncologia cardiologia
Operatore interventista
AMBULATORIO cinbm-oncomem Compilazione modulistica per ambulatorio di | I R 1 C
PG e
I © Invio istica per io di cardiologi 1 i C R
VAL:?‘A’;TDNE VALU—L‘“;;?;;&:&T&‘EOG[CA DOCUMENTO Comunicazione data appuntamenti 1 I R c
CARDIOLOGICA CARDIOVASCOLARI PG e
Valutazione pazienti a rischio R c 1 1 I
DO::MENTO Valutazione collegiale pazienti ad alto rischio R* R* 1 1 R*
+ tempistica i di ritorno R c 1 1
ANTRACICLINE TRASTUZUMAB RADIOTERAPIA IRIMIDINE IMMUNOTI PIA —
(flow chart 2-3- (flow chart 7) t §-9) (flow chart 11) appuntamenti i richieste | C T R T
urgenti
Esame clinico R 1 C 1
VALUTAZIONE ETrTTTrT——
SEL RiSCHIO - Prescrizions terapia cardiologica R < T T
Esecuzione test da sforzo R I C I I
DOCUMENTO TRATTAMENTO
ALTO PG .. Lettura test da sforzo R I C I I
Esecuzione ECG C I R
0
Lettura ECG R I 1 1
Coronarografia C I 1 1 R
Ecocardiografia R 1 C 1
Esecuzione Holter C I R 1
Lettura Holter R I C 1
INDICATORE VALORE RESPONSABILE
STANDARD
! o 100% Responsabili
Documentazione correttamente distribuita uuU Cp)O
Disponibilita della documentazione nei luoghi ove la | 100% Coordinatore
documentazione stessa deve essere applicata. Uu.oo
- . ’ . - . 80% delle -
Tempi di esecuzione della prima visita cardiologica < 1 | " " Cardiologo
) richieste
settimana
Tempi di esecuzione di ecocardiogramma basale <1 | 80% delle | Cardiologo
settimana richieste
Esecuzione combinata di visita cardiologica ed | 80% delle | Cardiologo
ecocardiogramma richieste
- - .- - . FUIETIR 9 i
Esecuzione di visita cardiologica per sospetta tossicita efo B_Oh/‘_’ ¢ delle | Cardiologo
complicanze entro 24 -48 ore richieste
. . - . . - o, i i
Esecuzione di ecocardiogramma a fine CT con antracicline ggz/ioenti dei | Cardiologo

ad alte dosi, a 6 mesi, 1 anno

1P



RETE ITALIANA DEGLI AMBULATORI DI
CARDIONCOLOGIA

7 \ERI
E ?Nﬂg(lzcl CARDIOLOG\ OSPEDAL
oo ora, 36 - 50121 Fi

Questionario informativo

P Pe N0 \ONE NAZION irenze ;
€ )) B
o 9 & Tol, +39 05551011~
iNni A
somministrato durante la raccolta =

, JONCOLOGIA
c . . . . . g@ﬁﬂﬂﬂuﬂwﬂM&ﬁiT’/
dati indirizzata a 612 Unita Operative di Cardiologia

30.1.2022
OENTROIL 50
DA RISPEDIRE ALLA SEGRETEW: x:fae i pax +39 055151013

PER E-MAIL se! reterial anmco.i
Al questionario informativo in merito -

all'attivita degli Ambulatori di Cardioncologia hanno risposto
145 centri

«capy «Citta» «PrOV?

[4 - faxstru»
O . elstru» Fax:

no. «
% Telefo!

Intendi aderire alla Rete Italiana degli Ambulatori di Cardig|

NOME e COGNOME

Telefono/Cellulare

— Si =133
—No=12

ESi ENo



Questionario informativo per gli ambulatori di Cardioncologia

Esiste un percorso condiviso regolamentato a livello
locale/aziendale?

Non risponde

Risultato in base agli 81 centri che hanno 50,

un ambulatorio di Cardioncologia:

— Si149

— No 30

Si

— Non risponde 2 61%

ESi ENo M Nonrisponde
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