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Clinical Heart Failure Guidelines: are they 
different for cancer patients?  

Guidelines for cardiac monitoring 



Do we need a guideline for cardiac 
monitoring in oncologic patients? 
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Do we need a guideline for cardiac 
monitoring in oncologic patients? 

• A guideline to prevent. 
• A guideline to determine which patients should be monitored and how. 
• A guideline to early diagnose. 
• A guideline to avoid unnecessary disruptions of oncologic treatment. 
• A guideline to follow up. 



Key recommendations:  
• A monitoring schedule that assesses baseline and on-treatment cardiac function (every 4 months) 
• Simplified recommendations for trastuzumab treatment interruption and restarting 
• Clear advice on initiating an ACE inhibitor and when to consult a cardiologist.  
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Increasing responsibility to identify patients with adverse 
health outcomes related to past cancer treatments  

Feb 2016 



11 
recommendations 

Quality of 
evidence 

2 high 

6 moderate 

4 low 

Strength of 
recommendation 

3 strong 

4 weak 

4 “suggestions” 
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Sept 2016 



• Myocardial dysfunction and heart failure 
• Coronary artery disease 
• Valvular heart disease 
• Arrythmias and QT 
• Arterial hypertension 
• Throembolic disease 
• Peripheral vascular disease and stroke 
• Pulmonary hypertension 
• Pericardial complications 



1. Which patients with cancer are at increased risk for developing cardiac dysfunction?  
2. Which preventive strategies minimize risk before initiation of therapy?  
3. Which preventive strategies are effective in minimizing risk during the administration of potentially 

cardiotoxic cancer therapy?  
4. What are the preferred surveillance and monitoring approaches during treatment in patients at risk for 

cardiac dysfunction?  
5. What are the preferred surveillance and monitoring approaches after treatment in patients at risk for 

cardiac dysfunction? 
6. No recommendations can be made regarding continuation or discontinuation of cancer therapy in 

individuals with evidence of cardiac dysfunction. 

J Clin Oncol 35:893-911  

• Focused on HF and LVEF 
monitoring 
 

March 2017 



J Clin Oncol 35:893-911  

25 recommendations 

Quality of 
evidence 

1 high 

13 intermediate 

11 low 

Strength of 
recommendation 

10 strong 

12 moderate 



• Evaluate left ventricular ejection fraction (LVEF) prior to and during treatment.  
• The optimal frequency of LVEF assessment during adjuvant trastuzumab therapy is not known.  
• The FDA label recommends LVEF measurements prior to initiation of trastuzumab and every 3m during 

therapy.  

https://www.nccn.org/professionals/physician_gls/ pdf/breast.pdf.  



Trastuzumab FDA label 





The meeting 
points between 
the guidelines 

• Identifying the high-risk population 

 Patient related factors 

 Therapy related factors  

• CV risk factors control and life-style intervention 

• Detection and Prevention of Cardiotoxicity 

 Evaluation of LVEF before initiation of cancer treatments 
known to cause impairment in LV function. 

 Whenever needed, monitoring with the same imaging 
technique. 

 Subclinical LV dysfunction evaluation using novel 
echocardiographic techniques  

 Utility of cardiac biomarkers for the early detection of 
chemotherapy-mediated cardiotoxicity  

• Baseline ECG and periodic monitoring of the QTc interval in 
patients receiving QT-prolonging drugs  

• Recommendations for a Multidisciplinary Approach to 
Cardio-oncology  



The gaps 

• Feasibility 

• Cost effectiveness 

• It is unclear if early detection strategies decrease the burden of 
CVD and ultimately improve the outcome of cancer survivors  

• Lack of high-quality evidence for effective primary and 
secondary prevention strategies.  

• When to stop a cancer therapy in individuals with evidence of 
cardiac dysfunction.  

• Urgent need for collaborative studies to help guide patient 
management. 

  Large prospective registries that enable the development 
of risk models. 

  Multicentre randomized controlled trials for primary and 
secondary interventions.  

 Genetic and epigenetic characterization to define 
susceptibility to cardiotoxicity 





 Edad……………Sexo……….....Peso……….Talla…………IMC……………TA…………….. 

 Diagnóstico………………………………………………………………………….…………………………………………………..….. 

 Esquema terapéutico………………………………………………………………………………………………………………………. 

 Riesgos cardiovasculares potenciales del tratamiento  

 I. Cardiaca     Cardiopatía isquémica      Arritmias      Enf. Vascular periférica         Trombosis       HTA/DM/Dislipemia 

• Fumador/exfumador----------------------------------------- 

• Hipercolesterolemia (Objetivo LDL < 100) ------------ 

• Hipertensión arterial (Objetivo < 130/80 mm Hg) --------- 

• Diabetes (Objetivo HbA1C <7,5-8) ----------------------- 

• Insuficiencia renal moderada-severa -------------------- 

Sí No 

Sí No 

Sí No 

Sí No 

Optimizar tratamiento 

(solicitar interconsulta 

electrónica rápida en 

caso necesario) 

• Quimioterapia cardiotóxica ------------------------------- 

• Esquema………………………………. 

• Radioterapia  torácica ------------------------------------- 

• Fecha fin tratamiento…………………. 

• Cardiotoxicidad  -------------------------------------------- 

• Cardiopatía  conocida ------------------------------------------ 

Cualquier respuesta Sí 

 

Enviar a consulta de 

Cardio-Oncología 

(3CAR07) 

 

Seguir protocolos 

específicos según 

patología 

Sí No 

Sí No 

Sí No 

Sí No 

• Sospecha cardiopatía --------------------------------------- 

 Disnea de esfuerzo          Síncope o presíncope 

 Edemas                            Dolor precordial  

Sí No 

Unidad multidisciplinar de Cardio-Oncología. Visita inicial 

Antecedentes de 

Factores de riesgo cardiovascular 

Pruebas complementarias basales 

 

 Todos 

 

  

 Ecocardiograma si: 

 >65 años 

 > 2 FRCV 

• Si ECG o ECO anormal 

• Si Troponina  elevada 

 Analítica basal + 

 Troponina  

 Perfil lipídico 

 Hb A1c 

 ECG basal 

Sí No 



• Control estricto de FRCV 

• ECG  1, 2 y 5 años post tratamiento 

• ECO  a los 5 años si FRCV, antraciclinas, radioterapia torácica o tratamiento con <15 años.  

• Interconsulta a la unidad de cardio-oncología 

1. Cáncer + síntomas nuevos o mal control de FRCV a pesar de ajuste de medicación 

2. Alteraciones nuevas en el ECG 

3. Tratamiento con cardiotóxicos sin monitorización específica durante el tratamiento 

4. Antes de una gestación 

• Síntomas nuevos con sospecha de cardiopatía---------- 

(disnea de esfuerzo, arritmias, síncope, edemas, dolor precordial) 

• Elevación de TnI ---------------------------------------- 

Sí No 

ECG 

•  En tratamientos que prolonguen el QT seguimiento individualizado 

•  Fin de tratamiento 

 Ecocardiograma:  

•  Cada 6 m en pacientes con >2FRCV y tratamiento prolongado con ANT, HER2, MEKi, TKi 

•  Previo a trasplante de progenitores hematopoyéticos (TPH)  y a los 100 días 

•  Fin de tratamiento a todos (en los siguientes 6-8 meses) 

Seguimiento durante el tratamiento   

Largos supervivientes  

Otras pruebas complementarias durante el tratamiento  

Sí No 

• Fumador/exfumador----------------------------------------- 

• Hipercolesterolemia (Objetivo LDL < 100) ------------ 

• Hipertensión arterial (Objetivo < 130/80 mm Hg)-------- 

• Diabetes (Objetivo HbA1C <7,5-8) -------------------- 

• Insuficiencia renal moderada-severa -------------------- 

Sí No 

Sí No 

Sí No 

Sí No 

Optimizar tratamiento 

(solicitar interconsulta 

electrónica rápida en 

caso necesario) 

Factores de riesgo cardiovascular 

Cualquier respuesta Sí 

 

Enviar a consulta de 

Cardio-Oncología 

(3CAR07) 

Pruebas complementarias 

TnI antes de cada ciclo iv / trimestral en tratamientos orales si ANT, anti HER2, MEKi, TKi 

Pacientes tratados sólo con radioterapia torácica 

• Visita inicio: Check List  de FRCV, cardiopatía y tratamientos previos 

  

  

 

• Seguimiento clínico. Control de FRCV. Si sospecha de cardiopatía remitir al cardiólogo 

• Fin de tratamiento: ECG y ECO al año 

 Analítica (Perfil lipídico y Hb A1c )             ECG   

 ECO (alteraciones ECG, cardiopatía o tratamientos antitumorales 

previos) 

Sí No 



Key messages 

• We should continue to look for a more cost-effective way of detecting 
cardiotoxicity, with the primary objective to improve outcomes.  

• Additional research is needed to better define monitoring guidelines. 

• An effective cardio-oncology team work is crucial in order  to improve 
CV health in cancer patients. 

 



• 31 y.o pregnant woman 
(week 36) 

• Admitted for acute 
pulmonary edema 

• Hodgkin lymphoma 13 years 
before (QT and RT) 

• Obese, BMI 36 

• Sedentary 

•  Arterial HT 

 








