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most of these patients, and they could finish 
their cancer therapy.

In the study by Tajstra et al,1 there was also 
a large group of patients with a cardiac implant­
able electronic device qualified for radiotherapy, 
with an indication for magnetic resonance im­
aging (MRI), and with a clinical indication for 
cancer surgery who were evaluated by the cardio­

‑oncology service.
As a result of aging, the number of patients 

with cardiac implantable electronic devices re­
quiring radiotherapy is rising. The device can 
sustain damage due to radiotherapy.3

It has been generally agreed that MRI is con­
traindicated in this group of patients with cardi­
ac implantable electronic devices, including pace­
makers, cardiac defibrillators, and loop record­
ers.4 A magnetic wave field is generated during 
the imaging which can negatively affect the elec­
tric components of an electronic device as well as 
the image produced by the MRI.5 The magnetic 
field generates currents that can displace com­
ponents within the device and damage it, and it 
can even potentially generate life‑threatening 
arrhythmias. At least half of the patients with 
cardiac implantable electronic devices are pre­
dicted to have a clinical indication for MRI dur­
ing their lifetime after the device implantation.6

In order to solve this problem, in recent years, 
the manufacturers of cardiac implantable elec­
tronic devices have developed MRI‑conditional 
cardiac implantable electronic devices, which 
are considered to have minimal risks associated 
with MRI scans within a specific magnetic reso­
nance environment; however, despite this, clini­
cians are still hesitant to perform MRIs on pa­
tients with cardiac implantable electronic devic­
es because it has historically been considered as 
a contraindication for MRI. In addition, there is 
little guidance on how to appropriately perform 
MRI scans in patients with cardiac implantable 
electronic devices. The risk of adverse events is 

The first thing to consider when creating a ser­
vice for patients is to define its objectives and 
functions. The field of cardio‑oncology has de­
veloped into an important pillar for patients 
with cancer and (or at risk of) cardiovascular 
disease. It has experienced exponential growth 
in the last few years, and there is an important 
heterogeneity of its functions.

The article “Two professions against two killer 
diseases: the rationale, organization, and ini­
tial experience of a cardio‑oncology service” by 
Tajstra et al1 from this issue of Kardiologia Pol-
ska (Kardiol Pol, Polish Heart Journal) describes 
the initial experience of a cardio‑oncology ser­
vice, in order to serve as a valuable tool for those 
who are going to develop this field. Their service 
is designed to include 2 major domains: gener­
al cardio‑oncology and electrotherapy consul­
tations. All cancer patients referred to the car­
dio-oncology service between March 2016 and 
December 2019 were included in the observa­
tional study, with information about baseline 
demographics, cancer type, the reason for re­
ferral, cardiac evaluation, and initial clinical 
outcomes. In 18% of patients, the reason of re­
ferral was cardiovascular complications related 
to cancer treatment. The most common cancer 
was breast cancer.

The role of cardiac management in patients 
undergoing chemotherapy with potential 
cardiotoxicity is crucial and able to improve 
the outcomes of these patients. In a recent ar­
ticle by Santoro et al,2 female patients with 
HER2‑positive breast cancer undergoing che­
motherapy were enrolled. Patients underwent 
Doppler echocardiography at baseline and ev­
ery 3 months during cancer therapy. In all pa­
tients who developed a drop in left ventric­
ular ejection fraction or global longitudinal 
strain, cardioprotective treatment was initi­
ated (ramipril and carvedilol). This resulted in 
left ventricular ejection fraction recovery in 
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relatively low and seems to be consistent with 
the conclusions of the reported studies, includ­
ing devices that are considered nonconditional.

The European Society of Cardiology Position 
Paper7 summarizes all the available evidence on 
cardio‑oncology with the aim of assisting health 
professionals in selecting the best management 
strategies for oncologic patients, considering 
the impact on outcome, as well as the risk–ben­
efit ratio of particular diagnostic or therapeu­
tic means. It should help health professionals to 
make decisions in their daily practice.

We should identify the needs and priorities of 
this group of patients, and observational stud­
ies are necessary for this purpose.8

A competent cardio‑oncology service should 
include an oncologist, a cardiologist qualified in 
the field of oncology (possible interactions, an­
ticoagulation and antiplatelet treatment, com­
plications of the treatment, etc.), a cardiologist 
qualified in cardiac imaging, and a cardiologist 
qualified in arrhythmias and electrophysiolo­
gy for patients with pacemakers and other de­
vices. The oncologic patient with or at high risk 
of cardiovascular disease should be referred 
to the cardio‑oncology service, and protocols 
should be created and followed so that the pro­
cess is as systematic as possible and the patients 
receive the optimal care.
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