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Australia’s First Peoples, Aboriginal and Torres Strait
Islanders,1 have a life expectancy at birth approxi-
mately 10 years less than that for non-Indigenous
Australians (females: 73.7 v 83.1 years; males: 69.1 v
79.7 years, respectively).1 Globally, this gap repre-
sents one of the largest within-country health in-
equalities and is largely underpinned by Indigenous
Australians’ elevated mortality from chronic disease.1

Despite the many government policies and pro-
grams aimed at addressing this disparity, it has
persisted within a wider sociopolitical and historical
context of social disadvantage and marginalization,
dispossession, forced separation of families, and
systemic and interpersonal racism.1,2 For statistical
purposes, the Australian Institute of Health and
Welfare define Indigenous status as someone who
identifies as an Aboriginal and/or Torres Strait Is-
lander person. This may be self-reported (eg, hospital
admissions data collected include self-reported
Indigenous status at point of contact) or informed by
other means (eg, coroners may use information on
Indigenous identification from family, medical prac-
titioners, or other sources to indicate Indigenous
status on a person’s death certificate).

Cancer and cardiovascular disease are the leading
causes of death for both Indigenous and non-
Indigenous Australians; accounting for almost one
third of the life-expectancy gap.1 The disparities in the
cancer burden have been well documented.1,3 Ad-
vancements in the early detection and treatment of
cancer have contributed to a gain in cancer survival for
Australians in general; however, 5-year survival for
Indigenous Australians diagnosed with cancer is 15
percentage points lower than for their non-Indigenous
counterparts.4 The cancer mortality gap is widening,
with themortality rate increasing by 21% in the past two
decades for Indigenous Australians, while decreasing
by 16% for non-Indigenous Australians.4 These dis-
parities are underpinned by a higher incidence of ag-
gressive cancer types, more frequent diagnosis at
advanced-stage disease, and lower rates of cancer
treatment of Indigenous patients.4 In addition, greater
exposure to risk factors, higher comorbidity levels, lower
rates of cancer screening, and reduced access to health

services and optimal care also contribute to poorer
cancer outcomes for Indigenous Australians.5

Cardiovascular disease accounts for a quarter of all
deaths among Indigenous Australians.1 There has
been a reduction in cardiovascular mortality in Aus-
tralia in recent decades1; during 1998 and 2012,
mortality rates declined similarly for Indigenous and
non-Indigenous Australians for ischemic heart disease
(48% and 49%, respectively) and stroke (41% and
34%, respectively).6 These improvements are thought
to be largely due to public health programs targeting
tobacco use coupled with advancements in our un-
derstanding and treatment of the disease.1 Smoking
rates declined between 2001 and 2011 to 2013 for
both Indigenous (49% and 42%, respectively) and
non-Indigenous (22% and 16%, respectively) people,1

although Indigenous Australians continue to have
a higher rate.1,6 In parallel, Indigenous Australians
continue to have a 50% higher risk of cardiovascular
disease mortality compared with non-Indigenous
Australians,1,6 60% higher for ischemic heart dis-
ease and 40% higher for stroke.6

Despite the extensive research as separate conditions,
little is known about the nexus between cancer and
cardiovascular disease. Limited data suggest that
cardiovascular disease is one of the most common
comorbidities among Indigenous patients with cancer.
It is estimated that approximately one quarter of In-
digenous Australian adult patients with cancer have
a preexisting cardiovascular condition at the time of
their cancer diagnosis,7 most commonly, hypertension
(14%), angina (5%), congestive heart failure (5%),
and cardiac arrhythmias (4%).8 There is no published
evidence of the proportion of Indigenous Australians
who at the onset of their cardiovascular disease have
a preexisting cancer diagnosis. In the last decade, the
recognition of the importance of the cancer–cardiovascular
disease relationship has increased.9 Given that car-
diovascular disease is the leading noncancer cause
of death among patients with cancer,10 more detailed
investigation on the nature, extent, and impact of the
relationship between cancer and cardiovascular dis-
ease is warranted.

There are multiple plausible explanations for the co-
existence of cancer and cardiovascular disease.
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Although unlikely, it could be a chance occurrence with no
etiologic connection, what Sarfati and Gurney refer to as
common conditions occurring commonly.11 It is plausible
that cancer could cause cardiovascular disease,9,11 and it is
also recognized, albeit more recently, that heart disease
may lead to increased cancer diagnosis. Specifically, ret-
rospective and registry data in multiple patient populations
suggest that cancer is more common in patients with a prior
diagnosis of heart failure.12,13 More recently, a possible
mechanistic link has been provided from murine experi-
ments, suggesting that a number of potential circulating
factors secreted by the failing heart may promote tumor
growth.14

There is ample evidence that cancer therapies can lead to
the development or worsening of various cardiovascular
diseases. It has been extensively documented that most
cancer therapies are associated with adverse cardiovas-
cular events, ranging from accelerated hypertension,
thromboembolic events, and arrhythmias, to myocardial
infarctions and overt heart failure.15,16 These adverse
events were first recognized in 1967,17 and, more recently,
this discovery has led to the development and advance-
ment of cardio-oncology, a specific subspecialty of
cardiology.9 However, although well described in in-
ternational cohorts,18,19 only limited Australian research has
explored cardiovascular outcomes after cancer treatment.
Significant cardiac dysfunction has been reported in more
than 10% of patients treated with anthracycline
chemotherapy.20 Seven percent of patients with breast and
hematologic cancer (6% of Indigenous patients) treated
with chemotherapy were hospitalized for heart failure
during the 3.3-year median follow-up period, with lower
survival rates for those who developed heart failure.21,22

Survival of Indigenous patients who did and did not develop
heart failure was not explored.21 In addition, treatment of
cardiovascular disease may influence cancer risk. For

example, patients treated with statins for dyslipidemia were
found to have improved survival in prostate cancer,23 head
and neck cancers,24 and esophageal cancers.25 Other
findings suggest that antihypertensive treatment with renin-
angiotensin-aldosterone system inhibitors may provide
some protective effects in patients with prostate cancer.26

Preexisting comorbidity may also influence doctor-patient
decisions related to treatment options, uptake, and com-
pletion. For example, patients with cancer with cardio-
vascular comorbidity are typically precluded from certain
anticancer therapies, such as trastuzumab and anthracy-
cline chemotherapy.27 Likewise, heart failure therapy has
been found to be underutilized among patients with cancer
who experience significant cardiac dysfunction.20

Furthermore, cancer and cardiovascular disease may co-
exist because of shared risk factors, such as smoking, poor
diet, lack of physical activity, obesity, alcohol consumption,
dental disease, and chronic infection.28 These factors can
induce inflammation, which underlies the development of
both diseases.29 Prevention is critical to reduce cardio-
vascular risk after a cancer diagnosis. There is some evi-
dence that people with cancer who quit smoking at the time
of their diagnosis have a similar median survival time to
former smokers and nonsmokers, and significantly higher
survival than those who continue to smoke after cancer
diagnosis.30 In addition, anti-inflammatory treatments,
such as aspirin, may offer cardioprotection for patients with
cancer during treatment.31 Finally, cancer and cardiovas-
cular disease could plausibly codevelop through the effects
of a third disease. For example, diabetes, hypertension, and
hyperlipidemia are each implicated in both cancer and
cardiovascular risk, although it is unclear whether there is
a critical sequence in which the diseases develop. In
a previous study of Indigenous Australian patients with
cancer, diabetes was the most common comorbidity
(30%), followed by cardiovascular disease (23%).7

CONTEXT

Key Objective
This commentary summarizes the state of cardio-oncology evidence and practice in Australia and calls for equity to be at the

heart of the development of this new multidisciplinary field.
Knowledge Generated
Cardiovascular disease is common among people diagnosed with cancer, largely due to shared risk factors and the cardiotoxic

nature of some cancer therapies. Cardio-oncology aims to prevent, screen, treat, and monitor cardiovascular risk among
people diagnosed with cancer. Although cardio-oncology guidelines have been developed for some countries, this field is
still in its infancy in Australia, and fundamental research questions largely remain unanswered. Furthermore, to ensure
equity in the development of this new field, an organized, multidisciplinary and Indigenous-led approach is necessary.

Relevance
Indigenous Australians experience a greater burden of cancer and cardiovascular disease than non-Indigenous Australians.

These two diseases account for one third of the persistent life-expectancy gap between Indigenous and non-Indigenous
Australians.
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There is robust evidence indicating the detrimental impact
of such multimorbidity on the levels of disability, costs of
care, adverse treatment-related events, and overall mor-
bidity and mortality among cancer survivors.32,33 Beyond
deepening our understanding of the mechanisms un-
derpinning the relationship between cancer and car-
diovascular disease, the broader social context and
implications of such a link need to be considered. Previous
studies highlight the significant role of socioeconomic
disparities in both the prevalence and impact of
multimorbidity.34,35 Among people with cancer, rates of
depression, anxiety, coronary heart disease, chronic ob-
structive pulmonary disease, and diabetes have been
shown to vary significantly according to socioeconomic
status, with a rate that is close to double for the most so-
cioeconomically disadvantaged compared with the least
disadvantaged people.34 Given the substantial economic,
health, and social challenges experienced by many In-
digenous Australians, multimorbidity and Indigenous
people with cancer require close attention.

Addressing the determinants of multimorbidity and its
impact on health outcomes necessitates important
changes to existing models of health care provision.35 To
reduce disparities in chronic disease outcomes, such
service and systems improvements must be equitable, as
well as efficacious and of high quality.35 Reducing the
disparate burden of multimorbidity for Indigenous Aus-
tralians requires an understanding of the barriers to optimal
and culturally safe health care, identifying unmet needs
among this patient group, and building the capabilities of
health care services to engage Indigenous people. More-
over, strengthening the capabilities of all health pro-
fessionals to recognize and respond to barriers and needs is
a key element of any such strategy. Developments in this
field have identified core curricula requirements and re-
lated competencies in Indigenous health for medical and
other health professionals.36 Promoting tailored pathways
into health professional education and training for In-
digenous people is an important element of promoting
Indigenous leadership of health care and Indigenous health
policy,37 and is likely to result in more appropriate and
effective health services.

From a health system perspective, understanding the
current economic burden of multimorbidity among patients
with cancer is imperative to ensure the efficient and eq-
uitable allocation of finite resources for prevention and
treatment. There is a scarcity of Australian studies identi-
fying the distribution of health system costs by treatment
pathways or of the costs associated with the interactions
between multiple chronic diseases. Cost is a known barrier
to accessing care for both Indigenous and non-Indigenous
Australians.38 A recent report found that 8% of people
15 years of age and older delayed seeking care because of

cost in 2016 to 2017.39 People with cancer may delay or
skip treatment because of the cost,40 and there is growing
concern about financial toxicity for people diagnosed with
cancer.41 Recently, Callander et al42 reported that In-
digenous people with cancer had lower out-of-pocket costs
compared with their non-Indigenous counterparts, but also
accessed significantly fewer Medicare services. An in-
crease in the number of multimorbidities and the associ-
ated complexity of care may increase the cost to the
individual, which may be a barrier to accessing appropriate
and timely care.

An important question that warrants attention is whether
existing models of precision medicine in cancer care are
adaptable to the challenges of multimorbidity and the
populations most affected. As addressing multimorbidity
becomes more widely recognized as a priority for cancer
care, some studies have begun to explore these issues in
a limited manner43 and few with research among In-
digenous people. Other pressing clinical implications of
multimorbidity for all Australians with cancer also warrant
attention, but perhaps most pertinently for Indigenous
Australians. Such issues include better understanding of
(1) the extent to which baseline risk assessments of car-
diovascular and other comorbidities are performed for
patients with cancer before cancer treatment and how the
need and impact of this assessment are communicated to
patients and their families, (2) patients’ experiences of
coping with multimorbidity alongside their cancer care, (3)
the impact of multimorbidity on patient-clinician commu-
nication about treatment options and shared decision
making, (4) what clinicians consider in terms of patients’
social and health disparities and multimorbidity when
making clinical decisions regarding cancer care and
treatment, and (5) how clinicians across disciplines (eg,
oncologists, cardiologists, primary care providers) com-
municate important patient information among themselves
and what impact this has on patient experiences and
outcomes. Because patients with multimorbidity are typi-
cally excluded from clinical trials of cancer treatments and
models of care, there is a need to identify and use ap-
propriate and robust epidemiologic methods to generate
such information for patients with multimorbidity.

Cardio-oncology is an emerging field that addresses the two
leading causes of death in Australians and has the potential
to reduce the persistent gap in life expectancy between
Indigenous and non-Indigenous Australians. Critically, re-
ducing such inequities will require policy and service de-
livery improvements that address underlying determinants
and shared risk factors of multimorbidity. The development
of models of care to successfully achieve this will require an
organized, multidisciplinary, and Indigenous-led approach
and, given the rise in multimorbidity, the time for action
is now.

Cancer and Cardiovascular Disease in Australia’s First Peoples

JCO Global Oncology 117

Downloaded from ascopubs.org by Edith Cowan University on September 28, 2020 from 139.230.253.013
Copyright © 2020 American Society of Clinical Oncology. See https://ascopubs.org/go/authors/open-access for reuse terms.



AFFILIATIONS
1Menzies School of Health Research, Casuarina, Northern Territory,
Australia
2University of Newcastle, Callaghan, New South Wales, Australia
3Hunter Medical Research Institute, New Lambton, New South Wales,
Australia
4John Hunter Hospital, New Lambton, New South Wales, Australia
5University of New England, Armidale, New South Wales, Australia
6University of Calgary, Calgary, Alberta, Canada
7James Cook University, Townsville, Queensland, Australia

CORRESPONDING AUTHOR
Abbey Diaz, PhD, Menzies School of Health Research, Charles Darwin
University, Northern Territory, Australia; Twitter: @AbbeyDiaz_says;
e-mail: Abbey.diaz@menzies.edu.au.

AUTHOR CONTRIBUTIONS
Conception and design: Abbey Diaz, Aaron L. Sverdlov, Brian Kelly,
Gail Garvey
Collection and assembly of data: All authors
Data analysis and interpretation: All authors
Manuscript writing: All authors
Final approval of manuscript: All authors
Accountable for all aspects of the work: All authors

AUTHORS’ DISCLOSURES OF POTENTIAL CONFLICTS OF
INTEREST
The following represents disclosure information provided by authors of
this manuscript. All relationships are considered compensated.
Relationships are self-held unless noted. I = Immediate Family Member,

Inst =My Institution. Relationshipsmay not relate to the subject matter of
this manuscript. For more information about ASCO’s conflict of interest
policy, please refer to www.asco.org/rwc or ascopubs.org/jgo/site/misc/
authors.html.

Aaron L. Sverdlov
Honoraria: Bayer, Novartis
Research Funding: Biotronik
Patents, Royalties, Other Intellectual Property: Patent on use of biomarkers
in cardiovascular disease
Travel, Accommodations, Expenses: Bayer

No other potential conflicts of interest were reported.

ACKNOWLEDGMENT
A.D. is supported by the National Health and Medical Research Council
(NHMRC)-funded Centre of Research Excellence in Targeted Approaches
to Improve Cancer Services for Aboriginal and Torres Strait Islander
Australians (TACTICS; #1153027) and a Menzies Early Career Support
Fellowship. A.L.S. is supported by the Heart Foundation of Australia
Future Leader Fellowship (Award ID 101918), Royal Australasian College
of Physicians Foundation The Servier Staff Barry Young Research
Establishment Award, and John Hunter Hospital Charitable Trust.
D.T.M.N. is supported by the New South Wales Health Early/Mid Career
Researcher Fellowship (Australia) and Cameron Family Health & Medical
Research Grant (Hunter Medical Research Institute, Australia). G.G. is
supported by NHMRC Early Career Research Fellowships (#1105399).
The views expressed in this publication are those of the authors and do
not necessarily reflect the views of the funders. The authors acknowledge
the assistance of Hana Hoberg in formatting the publication for
submission.

REFERENCES
1. Australian Institute of Health and Welfare: The health and welfare of Australia’s Aboriginal and Torres Strait Islander peoples 2015. Canberra, Australia, AIHW,

2015

2. Paradies Y: Colonisation, racism and indigenous health. J Popul Res (Canberra) 33:83-96, 2016 [Erratum: J Popul Res (Canberra) 33:197, 2016]

3. Condon JR, Zhang X, Baade P, et al: Cancer survival for Aboriginal and Torres Strait Islander Australians: A national study of survival rates and excess mortality.
Popul Health Metr 10.1186/1478-7954-12-1, 2014

4. Australian Institute of Health and Welfare: Cancer in Aboriginal and Torres Strait Islander people of Australia. Canberra, Australia, AIHW, 2018

5. Cunningham J, Rumbold AR, Zhang X, et al: Incidence, aetiology, and outcomes of cancer in Indigenous peoples in Australia. Lancet Oncol 9:585-595, 2008

6. Australian Institute of Health and Welfare: Cardiovascular disease, diabetes and chronic kidney disease – Australian facts: Aboriginal and Torres Strait Islander
people. Canberra, Australia, AIHW, 2015

7. Diaz A, Moore SP, Martin JH, et al: Comorbidities amongst Indigenous cancer patients: Impact on treatment and survival. Int J Epidemiol 44: i2-i3, 2015
(suppl 1)

8. Pule L, Buckley E, Niyonsenga T, et al: Developing a comorbidity index for comparing cancer outcomes in Aboriginal and non-Aboriginal Australians. BMC
Health Serv Res 18:776, 2018

9. Kostakou PM, Kouris NT, Kostopoulos VS, et al: Cardio-oncology: A new and developing sector of research and therapy in the field of cardiology. Heart Fail Rev
24:91-100, 2019

10. Ye Y, Otahal P, Marwick TH, et al: Cardiovascular and other competing causes of death among patients with cancer from 2006 to 2015: An Australian
population-based study. Cancer 125:442-452, 2019

11. Sarfati D, Gurney J: What is comorbidity? in Koczwara B (ed): Cancer and Chronic Conditions. Singapore, Springer, 2016, pp 1-33

12. Banke A, Schou M, Videbaek L, et al: Incidence of cancer in patients with chronic heart failure: A long-term follow-up study. Eur J Heart Fail 18:260-266, 2016

13. Hasin T, Gerber Y, Weston SA, et al: Heart failure after myocardial infarction is associated with increased risk of cancer. J Am Coll Cardiol 68:265-271, 2016

14. Meijers WC, Maglione M, Bakker SJL, et al: Heart failure stimulates tumor growth by circulating factors. Circulation 138:678-691, 2018

15. Curigliano G, Cardinale D, Dent S, et al: Cardiotoxicity of anticancer treatments: Epidemiology, detection, andmanagement. CA Cancer J Clin 66:309-325, 2016

16. Zamorano JL, Lancellotti P, Rodriguez Muñoz D, et al: 2016 ESC position paper on cancer treatments and cardiovascular toxicity developed under the auspices
of the ESC Committee for Practice Guidelines: The Task Force for cancer treatments and cardiovascular toxicity of the European Society of Cardiology (ESC). Eur
Heart J 37:2768-2801, 2016

17. Tan C, Tasaka H, Yu KP, et al: Daunomycin, an antitumor antibiotic, in the treatment of neoplastic disease. Clinical evaluation with special reference to
childhood leukemia. Cancer 20:333-353, 1967

18. Babiker HM, McBride A, Newton M, et al: Cardiotoxic effects of chemotherapy: A review of both cytotoxic and molecular targeted oncology therapies and their
effect on the cardiovascular system. Crit Rev Oncol Hematol 126:186-200, 2018

Diaz et al

118 © 2020 by American Society of Clinical Oncology

Downloaded from ascopubs.org by Edith Cowan University on September 28, 2020 from 139.230.253.013
Copyright © 2020 American Society of Clinical Oncology. See https://ascopubs.org/go/authors/open-access for reuse terms.

mailto:Abbey.diaz@menzies.edu.au
http://www.asco.org/rwc
http://ascopubs.org/jgo/site/misc/authors.html
http://ascopubs.org/jgo/site/misc/authors.html
http://ascopubs.org/doi/full/10.1186/1478-7954-12-1


19. Mehta LS, Watson KE, Barac A, et al: Cardiovascular disease and breast cancer: Where these entities intersect: A scientific statement from the American Heart
Association. Circulation 137:e30-e66, 2018

20. Khan AA, Ashraf A, Singh R, et al: Incidence, time of occurrence and response to heart failure therapy in patients with anthracycline cardiotoxicity. Intern Med J
47:104-109, 2017

21. Clark RA, Berry NM, Chowdhury MH, et al: Heart failure following cancer treatment: Characteristics, survival andmortality of a linked health data analysis. Intern
Med J 46:1297-1306, 2016

22. Versace VL, Berry NM, Chowdhury MH, et al: Characteristics of patients with haematological and breast cancer (1996-2009) who died of heart failure-related
causes after cancer therapy. ESC Heart Fail 3:253-260, 2016

23. Van Rompay MI, Solomon KR, Nickel JC, et al: Prostate cancer incidence andmortality among men using statins and non-statin lipid-lowering medications. Eur
J Cancer 112:118-126, 2019

24. Gupta A, Stokes W, Eguchi M, et al: Statin use associated with improved overall and cancer specific survival in patients with head and neck cancer. Oral Oncol
90:54-66, 2019

25. Lacroix O, Couttenier A, Vaes E, et al: Statin use after diagnosis is associated with an increased survival in esophageal cancer patients: A Belgian population-
based study. Cancer Causes Control 30:385-393, 2019

26. Santala EEE, Rannikko A, Murtola TJ: Antihypertensive drugs and prostate cancer survival after radical prostatectomy in Finland-A nationwide cohort study. Int
J Cancer 144:440-447, 2019

27. Nohria A: Prevention of cardiomyopathy in patients with cancer. https://www.acc.org/latest-in-cardiology/articles/2016/09/29/13/25/prevention-of-
cardiomyopathy-in-patients-with-cancer?w_nav=TI

28. Coviello JS: Cardiovascular and cancer risk: The role of cardio-oncology. J Adv Pract Oncol 9:160-176, 2018

29. Koene RJ, Prizment AE, Blaes A, et al: Shared risk factors in cardiovascular disease and cancer. Circulation 133:1104-1114, 2016

30. Tabuchi T, Goto A, Ito Y, et al: Smoking at the time of diagnosis andmortality in cancer patients: What benefit does the quitter gain? Int J Cancer 140:1789-1795,
2017

31. Albini A, Pennesi G, Donatelli F, et al: Cardiotoxicity of anticancer drugs: The need for cardio-oncology and cardio-oncological prevention. J Natl Cancer Inst
102:14-25, 2010

32. Gross CP, Guo Z, McAvay GJ, et al: Multimorbidity and survival in older persons with colorectal cancer. J Am Geriatr Soc 54:1898-1904, 2006

33. Mazza D, Mitchell G: Cancer, ageing, multimorbidity and primary care. Eur J Cancer Care doi: 10.1111/ecc.12717, 2017

34. Barnett K, Mercer SW, Norbury M, et al: Epidemiology of multimorbidity and implications for health care, research, and medical education: A cross-sectional
study. Lancet 380:37-43, 2012

35. NCD Countdown Collaborators: NCD Countdown 2030: Worldwide trends in non-communicable disease mortality and progress towards Sustainable De-
velopment Goal target 3.4. Lancet 392:1072-1088, 2018

36. Commonwealth of Australia Department of Health: Aboriginal and Torres Strait Islander Health Curriculum Framework. Canberra, Australia, Commonwealth
Department of Health, 2014

37. Jones R, Crowshoe L, Reid P, et al: Educating for Indigenous health equity: An international consensus statement. Acad Med 94:512-519

38. Australian Health Ministers’ Advisory Council: Aboriginal and Torres Strait Islander health performance framework 2017 report. Canberra, Australia, AHMAC,
2017

39. Australian Institute of Health and Welfare: Patients’ out-of-pocket spending on Medicare services, 2016–17. Canberra, Australia, AIHW, 2018

40. Callander EJ, Corscadden L, Levesque J-F: Out-of-pocket healthcare expenditure and chronic disease - Do Australians forgo care because of the cost? Aust
J Prim Health 23:15-22, 2017

41. Gordon LG, Merolini KMD, Lowe A, et al: Financial toxicity – What it is and how to measure it. Cancer Forum 41(2), 2017

42. Callander E, Bates N, Lindsay D, et al: Long-term out of pocket expenditure of people with cancer: Comparing health service cost and use for indigenous and
non-indigenous people with cancer in Australia. Int J Equity Health 18:32, 2019

43. Salisbury C, Man MS, Bower P, et al: Management of multimorbidity using a patient-centred care model: A pragmatic cluster-randomised trial of the 3D
approach. Lancet 392:41-50, 2018

n n n

Cancer and Cardiovascular Disease in Australia’s First Peoples

JCO Global Oncology 119

Downloaded from ascopubs.org by Edith Cowan University on September 28, 2020 from 139.230.253.013
Copyright © 2020 American Society of Clinical Oncology. See https://ascopubs.org/go/authors/open-access for reuse terms.

https://www.acc.org/latest-in-cardiology/articles/2016/09/29/13/25/prevention-of-cardiomyopathy-in-patients-with-cancer?w_nav=TI
https://www.acc.org/latest-in-cardiology/articles/2016/09/29/13/25/prevention-of-cardiomyopathy-in-patients-with-cancer?w_nav=TI
http://dx.doi.org/10.1111/ecc.12717

	Nexus of Cancer and Cardiovascular Disease for Australia’s First Peoples
	REFERENCES


