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Il'y a 20 ans...

Mauvaise réputation des patients d’onco-
hématologie en réeanimation

o Mauvais pronostic suspecté des maladies malignes
« Ca ne vaut pas le coup »

o Mauvais pronostic en réanimation, mortalité élevée
Lloyd-Thomas AR. BMJ 1988
Brunet F. Intensive Care Med 1990

o Situations cliniques mal connues des réanimateurs

o Charge de travail lourde, codt élevé



Il y a 20 ans...

B
Coren ot Cane My ws
Copyright © 1959 by The Willianw & Wilking Lo

Carlon GCC CritCareMed 1989;17:106-7
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Just say no

Everything that Should Be Done —Not Everything that
Can Be Done

/
A

Schuster D.P. Am Rev Respir Dis 1992;145:508-9

Is Intensive Care Unit Justified for Patients with Hematological

Malignancies?

Brunet F. Intensive Care Med 1990



Il y a 20 ans: patients OH ventilés
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Evolution du pronostic des POH en milieu de reanimation
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Ce qui a changé: L’ameélioration du pronostic

Amélioration du pronostic en hématologie et en oncologie
o Nouvelles molécules de chimiothérapie
o Nouveaux protocoles

o «supportive care »

Amélioration de la sélection des patients: Stratégie d’admission
o Réflexions en amont (hématologues et oncologues)
o Reéanimateurs moins « réticents »
o Meilleure identification des patients pouvant bénéficier de la réanimation
o Projet thérapeutique

Ameélioration du pronostic en réanimation
- Prise en charge précoce
Song et al. Int Care Med 2012, 38
- Méthodes thérapeutiques et diagnostiques non invasives (VNI...)

Azoulay et al. AJRCCM 2010, 182, Hilbert et al. NEJM 2001, 344, ARDS Network. NEJM 2000, 342

- Amélioration de la prise en charge du choc Septique, Remplissage et antibiothérapie précoce
Rivers et al. NEJM 2001, 345 ; Dellinger et al. Crit Care Med 2004, 32



Evolution du pronostic des POH
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bost recent curses derivaed from SEER 197398 databaso, * including all
ethnic groups, both sexes, and all cancer sites apart from lung and bronchus.

THE LANCET = Vol 360 = Dotober 12, 2002 = warw. thelancer.com



Long-term survival rates of cancer patients achieved by the end of
the 20th century: a period analysis

Relative survival rate, % (SE)

Hermann Brenner 5 years 10 years 15 years 20 years
Cancer site
Summary Oral cavity and pharynx 56-7 (1-3) 44-2 (1-4) 37-5(1-6) 33-0(1-8)
) Oesophagus 14-2 (1-4) 7T-9(1-3) T-7(1-6) B5-4(2-0)
Background Lnng-ter_m s_ur".rn.-"al ra_tes for many types of Stomach 23.8 (1-3) 194 (1.4) 19.0(1-7) 14-9 (1-9)
cancer have substantially improved in past decades because
of advances in early detection and treatment. However, much Colon 61-7 (0-8) 55-4(1-0) 53-9(1-2) 52-3(1-6)
of this improvement is only seen many years later with Rectum 62-6 (1-2) 55-2(1-4) 51-8(1-8) 49-2(2-3)
traditional cohort-based methods of survival analysis. | aimed Liver and intrahepatic r5i(1-1) 58(1.2) 63(15) 7T-6(2-0)
to assess achievements in cancer patients’ survival by an bile duct
alternative method of survival analysis, known as period Pancreas 4.0 (0-5) 3-0(0-5) 2.7 (0-6) 2-7 (0-8)
analysis, which provides more up-to-date estimates of long- Larynx 688 (2-1) 56-T (2-5) 45-8(2:-8) 37-8(3-1)
term survival rates than do conventional methods. Lung and bronchus 150 (0-4) 10-6 (0-4) 81(0-4) 65 (0-4)
Methods The 1973-98 database of the Surveillance, Melanomas 89:0(0-8) 86-7(1-1) 83-5(1-5) 82-8(1-9)
Epidemiology, and End Results (SEER) programme of the US Breast 86-4 (0-4) 78-3(0-6) 71-3(0-7) 65-0(1-0)
Mational Cancer Institute was analysed by period analysis. Cervix uteri 70-5(1-6) &4-1(1-8) 62-8(2-1) 60-0(2-4)
Corpus uteri and uterus, 84-3(1.0) 83.2(1-3) 80-8(1-7) 792 (2-0)
Findings Estimates of S-vyear, 10-year, 15year, and 20-year MNOS
relative survival rates for all types of cancer were 63%, 57%, Ovary 55.0(1-3) 49.3 (1-6) 49-9(1.9) 49. (2-4)
53975. and 51%, respectively, by pericn:! analysis. T_hese Prostate 98-8 (0-4) 95-2 (0-9) 87-1(1-7) 81-1(3-0)
estimates ware 1?6. %%, _115'6. and 11% higher, respectn.r_ely. Testis 94.7 (1-1) 94-0 (1-3) 91-1 (1-8) 882 (2-3)
than corresponding estimates by cohort-based survival )
analysis. By period analysis, 20vear relative survival rates Uﬁnar}rbladder _ 82:1(1-:0) 75-2(1-4) 70-3(1-9) 67-9(2-4)
were close to 90% for thyroid and testis cancer, exceeded Kidney and renal pelvis 61-8 (1-3) 54-4 (1-6) 49-8(2-0) 47-3 (2-6)
80% for melanomas and prostate cancer, were about 80% for Brain and other nernvous 320 (1-4) 292 (1-5) 27-6(1-6) 26-1(1-9)
endometrial cancer, and almost 70% for bladder cancer and system
Hodgkin's disease. A 20-vear relative survival rate of €5% Thyroid 96-0 (0-8) 95.8(1-2) 94-0(1-6) 95-4 (2-1)
was estimated for breast cancer, of 60% for cervical cancer, Hﬂﬂgkian disease B5.1 [1-” 79.8 {2':” 73.8 |:24} 671 {23}
and of about 50% for colorectal, ovarian, and renal cancer. NonHodgkin lymphomas 57-8 (1-0) 46-3 (1-2) 38-3 (1-4) 34-3 (1-7)
Interpretation Timely detection of improvements in longterm Multiple myelﬂma 29-5(1-6) 12-7(1-5) 7-0(1-3) 4-8(1-5)
Leukzemias 42:5(1-2) 32-4(1-3) 297 (1-5) 26-2 (1-7)

survival rates might help to prevent clinicians and their
patients from wundue discouragement or deprassion by
outdated and often overly pessimistic survival expectations.
It also adds to the value of cancer surveillance as a basis for
appropriate public-health decisions.

Lancet 2002; 360: 1131-35

Rates derived from SEER 1973-98 database (both sexes, all ethnic groups).*
MOS=not otherwise specified.

Table 4: Most recent period estimates of relative survival

rates, by cancer site



Prognostic factors and treatment of pediatric acute lymphoblastic leukemia.
Lee [W!, Cho B!
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Fig. 1. The 10-year event-free survival (EFS) according to overall risk group
for patients treated at our institution: low risk 91.2%+3.7%, standard risk
98.1%=1.9%, high risk 81.5%+4.3%, very high risk 59.4%=+5.3%.
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Final results of a single institution experience with a pediatric-based regimen, the
augmented Berlin-Frankfurt-Miinster, in adolescents and young adults with acute
lymphoblastic leukemia, and comparison to the hyper-CVAD regimen.
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Figure 1.
Survival (A) and complete remission duration (B) with ABFM and hyper-CVAD. Survival
with the two regimens among patients <21 years (C), and those =21 years (D).

& m ] Hematol. 2016 Aug;91(8):819-23. doi: 10.1002/ajh.24419. Epub 2016 Jun 30.
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Long-term survival and late events after allogeneic stem cell transplantation from HLA-
matched siblings for acute myeloid leukemia with myeloablative compared to reduced-
intensity conditioning: a report on behalf of the acute leukemia working party of
European group for blood and marrow transplantation
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Owverall survival after allogeneic stem cell transplantation in patients age 50-55 years (a) or >55 years (b)

Shimoni et al. Journal of Hematology & Oncology (2016) 9:118



Superior efficacy of rituximab-based chemoimmunotherapy as an initial therapy in newly
diagnosed patients with B cell indolent lymphomas: long-term results from a single center in
China.
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Fig. 1 The comparison of outcomes between R-based chemoimmunotherapy and chemotherapy groups in 334 BNHLs patients. a Patients with
R-based chemoimmunotherapy had superior PFS than patients with chemotherapy (110 vs. 49 months, = 0001). b Patients with R-based
chemoimmunotherapy had superior 0% than patients with chemaotherapy (120 vs 72 months, £ < 0.001)
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BMC Cancer. 2015 Jul 29;15:555.
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Favorable outcomes in elderly patients undergoing high-dose
therapy and autologous stem cell transplantation for non-

Hodgkin lymphoma.
Dahi PB!, Tamari R?, Devlin SM3,
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Long-term results and competing risk analysis of the H89 trial in patients
with advanced-stage Hodgkin lymphoma: a study by the Groupe d'Etude des
Lymphomes de 1'Adulte (GELA).
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Figure 2. Estimated overall survival according to treatment arms. Broken line
indicates MOPP/ABV %8 (patients at risk, n = 92; deaths, n = 21; 10-year estimate,
78%); solid black line, ABVPP <8 (patients at risk, n = 116; deaths, n = 11; 10-year
estimate, 90%); light gray line, MOPP/ABV <6 with RT (patients at risk, n = 114;
deaths, n = 18; 10-year estimate, 82%); and dark gray line, ABVPPx6 with RT
(patients at risk, n = 96; deaths, n = 23; 10-year estimate, 77%).
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Sélection des patients

« Comment identifier les patients pouvant bénéficier
de laréanimation?

* Quels éléments doit-on prendre en compte pour
admettre un patients d’onco-hémato en réanimation?



Comment considérer la maladie sous-jacente?

La commission d’éthique de la SFH propose d’évaluer les patients selon leur situation :

.Patients dont I'objectif de prise en charge est clairement curatif : premiere ligne de traitement
sans évaluation de la réponse, rémission compléte, excellente réponse au traitement. Ces

patients doivent étre admis en réanimation.

.Patient en situation palliative ou dont I'espérance de vie est trés réduite, du fait de la
maladie hématologique ou des conséquences de son traitement : Ces patients ne doivent
pas étre admis en réanimation et cette décision de non-admission doit étre anticipée, discutée

avec le patient et son entourage et notée dans le dossier médical

.Patients de pronostic hématologique incertain : réponse partielle, rechute avec
chimiosensibilité, échec de premiére ligne avec des chances raisonnables de réponse a une
deuxiéme ligne de traitement. La décision d’admission ou non en réanimation nécessite une
réflexion collégiale prenant en compte en particulier I’age, le performans status, les

comorbidités, I'intensité des défaillances d’organe et le pronostic de I’hémopathie



- Admission précoce :
- Pour privilégier les thérapeutiques non invasives.

- Ne pas attendre la défaillance multiviscérale
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Outcomes of Critically Ill Patients With Hematologic
Malignancies: Prospective Multicenter Data From France
and Belginm—A Groupe de Recherche Respiratoire en
Réanimation Onco-Hématologique Study

Elie Azouwlay, Djamel Mokars, Frédéric Péme, [Erame Lambers, Achille Kowarches, Julien Mapar,
Frangois Vincent, Martine Nyunga, Fabrice Bruneel, Lowise-Marie Laisne, Anfoine Rabbar, Chreistine Lebers,
Pierre Perez, Marine Chaize, Anne Renauit, Anne-Pascale Meers, Dominique Benoit, Rebecon Hamidfar,
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ORIGINAL ARTICLE: CLINICAL

Delayed intensive care unit admission is associated with increased
mortality in patients with cancer with acute respiratory failure
Djamel Mokart?, Jerome Lambert?, David Schnell?, Louis Fouché!, Antoine Rabbat?, Achille Kouatchet=>,

Virginie Lemiale®, Francois Vincent”, Etienne Lengliné?, Fabrice Bruneel®, Frederic Pene®,
Sylvie Chevret? & Elie Azoulay?®

Abstract

Acute respiratory failure (ARF) is the leading reason for intensive
care unit (ICU) admission in patients with cancer. The aim of this
study was to identify early predictors of death in patients with
cancer admitted to the ICU for ARF who were not intubated at
admission. We conducted analysis of a prospective randomized
controlled trial including 219 patients with cancer with ARF in
which day-28 mortality was a secondary endpoint. Mortality
at day 28 was 31.1%. By multivariate analysis, independent
predictors of day-28 mortality were: age (odds ratio [OR] 1.30/10
years, 95% confidence interval [CI] [1.01-1.68], p = 0.04), more
than one line of chemotherapy (OR 2.14, 95% CI [1.08-4.21],

p=0.03), time between respiratory symptoms onset and ICU 02 TTT Gy petween respistor symgtoms ansel and U admssion
admission > 2 days (OR 2.50, 95% CI [1.25-5.02], p=0.01),

oxygen flow at admission (OR 1.07/L, 95% ClI [1.00-1.14], 0.0+  togrank test p=0.005

p=0.04) and extra-respiratory symptoms (OR 2.84, 95%CI 0 -I, 114 2‘1 2'8
[1.30-6.21], p=0.01). After adjustment for the logistic organ Days since ICU admission

dysfunction (LOD) score at admission, only time between
respiratory symptoms onset and ICU admission > 2 days and
LOD score were independently associated with day-28 mortality.
Determinants of death include both factors non-amenable to
change, and delay in ARF management. These results suggest
that early intensive care management of patients with cancer ®
with ARF may translate to better survival.

Figure 1. Survival according to time between respiratory symptoms
onset and ICU admission.




Intensive Care Med (2003) 29:1688—-1695
DOT 10.1007/s00134-003-1957-¥

Jérome Larché
Elie Azoulay
Fabienne Fieux

Abstract Objective: To identify pre-
dictors of 30-day mortality in criti-
cally ill cancer patients with septic
shock. Design: Retrospective study
over a 6-year period. Sefting: Twelve-
bed medical intensive care unit
(ICL)y. Patients: Eighty-eight pa-
tients (55 men, 33 women) aged 55
(43.5—63) vears admitted to the TCUI
for septic shock. Imterventions: None.
Measuremenits and main results:
Eighty (90.99%:) patients had hemato-
logical malignancies and eight
{(9.19:) had solid tumors;

47 patients (53 4%) were neutropen-
ic, 19 (21.6%) were hematopoietic
stem cell transplantation (HSCT) re-
cipients, and 27 (30.7%) were in re-
mission. Microbiologically docu-
mented infections were found in 60
(68.2%) patients. The Simplified
Acute Physiologic Score 11 (S APS
IT) and Logistic Organ Dyvsfunction
(LOD) scores at ICTU admission were
66 (47—89) and 7 (5—10), respective-
ly, and the LOD score on day 3 was
B (4—10). Sixty-eight (78.1%) pa-
tients received invasive mechanical

ORIGINAL

Improved survival of critically ill cancer patients
with septic shock

ventilation (MWV), 12 (13.6%) nonin-
vasive MV, 22 (25%9) dialysis. Thir-
tv-day mortality was 65.5% (57/88).
By multivariable analvsis, mortality
was higher when time to antibiotic
treatment was =2 h [odds ratio (OR),
T.05; 95% confidence interval (95%
CI). 1.17—42.21] and when DLOD
(day 3—day 1 LOD scorefday 3 LOD
score) was high (OR, 3.47; 95% CI.
1.44—8.39); mortality was lower
when admission occurred between
1998 and 2000 (OR., 0.23; 955 CI,
0.05—0.98) and when initial antibiot-
ics were adapted (OR., 0.24; 95% (1,
0.06—0.09),. Conclusions: Earlier
ICU admission and antibiotic treat-
ment of critically ill cancer patients
with septic shock is associated with
higher 30-day survival. The LOI»
score change on day 3 as compared
to admission is useful for predicting
surviwval.

Kevwords Critically ill cancer
patients - Septic shock - LOD score -
Mortality - Treatment delays -
Antibiotics

Table 4 Multivariable analysis
to identify independent risk

factors of 30-day mortality.
Goodness-of-fit chi-square P
value =0.05. {DLOD [(LOD

score on day 3—day 1)/LOD
score on day 3]}

Odds ratio Q5% Cl1 P value
ICL admission between 1998 and 2000 0.231 0.054-40.988% .04
Lymphoma 5.6 0.40-16.60 0.07
Time to antibiotic administration =2 h U5 1174221 .03
DLOD ratio 347 1.44-8.39 (.005
Colloid on day 1 343 0.63-18-69 .15
Antibiotic adaptation 0.245 0.06-0.95 0.04




Admission précoce:

- Pour privilegier les therapeutiques non invasives.

- Et avant l'apparition de defaillance multiviscérale
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Short- and long-term outcomes in onco-hematological patients
admitted to the intensive care unit with classic factors of poor
prognosis
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Received: October 2%, 2015 Accepted: February 23, 2016 Published: March 8, 2016

ABSTRACT

Although the overall mortality of patients admitted to intensive care units
(ICU) with hematological malignancy has decreased over the years, some groups
of patients still have low survival rates. We performed a monocentric retrospective
study including all patients with hematological malignancy in a ten-year period, to
identify factors related to the outcome for the whole cohort and for patients with
allogeneic hematopoietic stem cell transplantation (HSCT), neutropenia, or those
requiring invasive mechanical ventilation (IMV). A total of 418 patients with acute
leukemia (Nn=239; 57%), myeloma (n=69; 17%), and lymphoma (n=53; 13%) were
studied. Day-28 and 1-year mortality were 49% and 72%, respectively. The type of
disease was not associated with outcome. The disease status was independentity
associated with 1-year mortality only. Independent predictors of day-28 mortality
were IMV, renal replacement therapy (RRT), and performance status. For allogeneic
HSCT recipients (n=116), neutropenic patients (n=124) and patients requiring IMV
(n=196), day-28 and 1-year mortality were 52%, 54%, 74% and 81%, 78%, 87%,
respectively. Multivariate analysis showed that IMV and RRT for allogeneic HSCT
rﬁCIpIEntS; perfurmance status and IMV fnr neutropemc patients, and RRT for patients

These results suggest that IMV is the strongest predictor of I"I"Iﬂl‘talltf in

hematological patients admitted to ICUs, whereas allogeneic HSCT and neutropenia
do not worsen their short-term outcome.




Table 6: Dav-28 logistic regression analysis according to the freatment/condition

;:’tllugeneif HSCT ; ; Neutropenia ;

(n=116) (n=124)
Charlson score NA NA
PS (per point) NS 1.69 [1.04-2.76]¢
Neutropenia NA NA
IMV® 4.09 [1.80-9.30T 9.69 [3.86-24 33]
RRT* 3.78 [1.34-10.65]° NS

Vasopressors® \ NA / \ NS f
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Figure 3: Kaplan-Meier survival curves for neuntropenic patients. A Imvasive mechaniczl ventilation (IV). B. Performance
status (PS).
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Figure 2: Kaplan-Meier survival curves for allogeneic hematopoietic stem-cell transplantation recipients. A Invasive
mechanical ventilation (IMMV). B. Fenal replacement therapy (FET).



NONINVASIVE VENTILATION IN IMMUNOSUPPRESSED PATIENTS WITH
PULMONARY INFILTRATES, FEVER, AND ACUTE RESPIRATORY FAILURE

GILLES HILBERT, M.D., DiDIER GRuUsON, M.D., FREDERIC VARGAS, M.D., Rupby VALENTINO, M.D.,
GEORGES GBIKPI-BENIssaAN, M.D., MicHeL Duron, M.D., Josy REelFFers, M.D., AND JEaN P. CARDINAUD, M.D.

ABSTRACT

Backgroxnd Avoiding intubation is a major goal
in the management of respiratory failure, particularly
in imMmmunosuppressed patients. MNewvertheless, there
are onbhy limited data on the efficacy of noninvasive
wventilation in these high-risk patients.

Methods We conducted a prospective, random-
ized trial of intermittent noninvasive wventilation, as
compared with standard treatment with supplemen-
tal oxywgen and no ventilatory support, in 52 immmu-
nosuppressed patients with pulmonary infiltrates, fe-
wer, and an earhy stage of hypoxemic acute respiratory
failure. Periods of nonimvasive wventilation deliverad
through a face mask were alternated every three hours
with periods of spontaneocus breathing with supple-
mental oxygen. The ventilation periods lasted at least
45 minutes. Decisions to inmubate were made accord-
ing to standard, predetermined criteria.

Resmelts The base-line characteristics of the two
groups were similar; each group of 26 patients in-
cluded 15 patients with hematologic cancer and neu-
tropenia. Fewer patients in the noninvasive-ventilation
group than in the standard-treatment group regquired
endotracheal intubation (12 ws. 20, P=0.03), had se-
rious complications (13 ws. 21, P=0.02), died in the
intensive care unit (10 ws. 18, P=0.03), or died in the
hospital (13 ws. 21, P=0.02).

tients with pneumonitis and acute respiratory failure,
early initiation of nonimvasive ventilation is associat-
ed with significant reductions in the rates of endotra-
cheal intubation and serious complications and an
improved likelihood of survival to hospital discharge.

T : : =) . e m - , -
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TABLE 2. OUTCOMES OF TREATMENT.®

NONINVASIVE- STANDARD-
Venmamon Groue  Teavent Grour P ReLaTve Risk
QuTcome (N=28l IN=2¢l VaLue (95% CI)
Intubation — no./total no. (%) 12/ 26 (44) 20/26 {77) 003 060 (0.38-094)
Immunosuppression from hemarologic cancer and neutropenia B/15 (53) 14/15(93) 002 057 {0.35-0.93)
Drug-induced immunosuppression 379 (33 3/9 (56) 032 0.40(0.20-1.79)
Immunosuppression from the acquired immunodeficiency syndrome 1/2 (30 1/2 (500 083 LO00{0.14-7.10)
[nitial improvement in FaOy ROy — no. (%) 12 (46) 4 (15) 002
Sustained improvement in PaO;:F0, withour intubation — no. (%) 13 {3l 2 (1 002
Death in the ICU — no./total no. (%) 10/ 26 { 38) 18/26 (6% 003 0.56{0.52-0.96)
Immunosuppression from hemarologic cancer and neutropenia 7715 (47) 13/15(87) 002 0.54(0.30-0.94)
Drug-induced immunosuppression 39 (33) 4/9 (#4) 050 075(0.13-244)
Immunosuppression from the acquired immunodeficiency syndrome /2 1/2 (500 050 0.50(0.13-2.00)
Total duration of any ventilatory assistance — days
Among all patients b3 et (.59
Among survivors 3+ 3+h 0.12
Length of ICU stay — days
Among all patients 7+3 0+4 0.11
Among survivors 73 10+4 0.06
Death in the hospital — no,/total no. (%) 13/26 (50 /26 (81)  0.02 0.62(040-095)
Immunosuppression from hematologic cancer and neutropenia 8/ 15 [3a) 14/15 |"'}S} ol s/ [H.EE—U.UE}
Drug-induced immunosuppression 4/9 [44) 6/9 (67)  0.32 047 (0.28-1.58)
Immunosuppression from the acquired immunodeficiency syndrome 1/2 (50 /2 (500 083 L00{0.14-7.10)




Predictors of noninvasive ventilation failure in patients with
hematologic malignancy and acute respiratory failure®

Melanie Adda, MD; Isaline Coquet, MD; Michaél Darmon, MD; Guillaume Thiery, MD;
Benoit Schlemmer, MD; Elie Azoulay, MD, PhD
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Figure 3. Survival according to failure of noninvasive ventilation (NIV) (i.e., need fDr intubation) or to
success. ICU, intensive care unit.
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ABSTRACT

Table 6: Day-28 logistic regression analysis according to the treatment/condition
#

Allogeneic HSCT Neufropenia IMV?
(n=116) (n=124) (n=190)
Charlson score NA NA NS
PS (per poit) NS 1.69[1.04-2.76]" NA
HNemifopenta NA NA N>

MV 409 [1.80-930f 9.69 [3.86-24 33 NA
RRT 378 [1.34-10.657 NS 2,08 [1.00-433]
Vasopressors’ NA NS \_ NA ]
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The role of neutropenia on outcomes of
cancer patients with community-acquired
pneumonia

S. Aliberti**, J.A. Myers”, P. Peyrani®, F. Blasi*, R. Menendez’, P. Rossi",
R. Cosentini’, G. Lopardo**, L. de Vedia®* and J.A. Ramirez”

ABSTRACT: Although the presence of neutropenia may predispose cancer patients to develop
community-acquired pneumonia, the role of neutropenia on their outcomes has not been
investigated. The purpose of the present study was to compare clinical outcomes of cancer
community-acquired pneumonia patients with and without neutropenia.

Patients with cancer, identified in the Community-Acquired Pneumonia Organization database,
were divided into two groups according to the type of cancer and the presence of neutropenia:
patients with solid cancer without neutropenia wversus those with functional or absolute
neutropenia. Among the 3,106 community-acquired pneumonia patients enrolled, 135 had cancer
without neutropenia and 75 had cancer with neutropenia.

No significant difference was found between patients with and without neutropenia regarding
mean time to clinical stability (5.4+2.7 versus 4.9+2.7 days, respectively), mean length of
hospital stay (9.2+7.7 versus 9.9+9.6 days) and in-hospital mortality (18 wversus 15%,

respectively). Using a multiple logistic regression model, neutropenia was not associated with
mortality in cancer patients when adjusting for significant covariates (odds ratio 1.30).

Lack of neutropenia, during the initial evaluation of a cancer community-acquired pneumonia
patient, should not be considered an indicator of better clinical outcome.

Meutropenia
COFD
Cerebrovascular accident S
FP3l Risk Class V- =
CRB-65 Score 3—4
BUM =30 mg-dL™"
Haematocrit <30 % ——
Sodium <130 mmol-L™’ »
Compliant ABT

+ t

L

»

0 1 2 3 4 5
OR (95% CI)

FIGURE 5. Multivarable analysis of mortality in patients with comnmunity-
acquired pneumonia and cancer. All varables included in the model weme
dichotomised: yes versus no. OR: odds ratio; Cl confidence interval, COPD:
chronic obstructive pulmonary disease; PSl: pneurnonia severity index; CRBE-65:
confusion, respiratory rate =30 breaths-min™, low blood pressure (systolic value
<890 mmHg or diastolic value =60 mmHg) and age =65 yrs, BUN: blood urea
nitrogen; ABT: antibiotic therapy.

EUROPEAN RESPIRATORY JOURMAL



- Admission précoce:

- pour privilégier les thérapeutiques non invasives.
- et avant I'apparition de défaillance multiviscérale

Réévaluation concertée 3-4j :

- Préciser le nombre d’organes défaillants et redéfinir le projet
thérapeutique



The ICU Trial: A new admission policy for cancer patients
requiring mechanical ventilation™

Lucien Lecuyer, MD; Sylvie Chevret, MD, PhD; Guillaume Thiery, MD; Michael Darmon, MD;

Benoit Schlemmer, MD; Elie Azoulay, MD, PhD

401 who were admitted (Fig. 2). Among

Crit Care Med 2007 Vol. 35, No. 3

103 patients alive on day 5. Among these

ures on day 6 and mortality. Mortality

811
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. . . -
ure on dav 6, 55% in patients with two
organ failures, 85% in patients with five
organ failures, and 95% in patients with
six organ failures. Figure 2 depicts LOD
score changes during the ICU stay in pa-
tients who survived 5 daws. From day 3
onward, the LOD score was significantly
worse In nonsurvivors than in survivors.
Time to mitiation of Life-sustaiming treat-
ments was also linked to mortality (Fig.
4). Among patients who survived 5 days,
all patients who reguired initiation of en-
dotracheal mechanical ventilation, vaso-
pressors, or dialvsis after 3 davs in the
ICU died. The discrimination of the LOD
score for predicting hospital mortality in
patients who survived 5 days was evalu-
ated using receiver operating curves. The
score on day 6 (area under the curwve
[AUC] 0.73 10.69—0.80]) was more accu-
rate than the score at admission (AUC
0.41 [0.36-0.47]) or on day 3 (AUC 0.63
[0.57-0.69], p = .001 between LOD6 and
LOD1, and p = .02 between LODS and
LOD3). Similarly, the ALOD score on day
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Entre J1 et J5 In time-

limited trials among refractory patients,

daily MODS may be a simple and objec-

tive tool for intensivists to argue for with-

Augmentation d’1 ou plus holding, withdrawing, or challenging a
—> mortalité hosp : 80 % new therapeutic trial,

Diminution de 2 ou plus
—> mortalité hosp : 29 %

Massion P. Crit Care Med 2002



L'absence d'amélioration ou aggravation
d’'une déefaillance multiviscérale apres
3 a 5 jours de réanimation intensive

!

Evolution défavorable

Larché et al. Intensive Care Med 2003, 29
Lecuyer et al. Crit Care Med 2007, 35
Azoulay et al. Intensive Care Med 2006, 32
Massion et al. Crit Care Med 2002, 30
Toffart et al. Chest 2011, 139



Accumulation de facteurs de risque 7 la mortalité

104
l fﬂ:‘!l.ﬂ.‘lulu
Mortalité & 60 mois / : . A
-Age > 60 ans l G e
- Performance Status : 3 ou 4 5 oaff
- Nombre de défaillance d'organe > 2 i“"
- Cancer non contrélé
e
=
0 < || a8 a0 120 150 18 U
Survival Time (dayps

Fg 3. Surviva cunves for patents with reral dysfunction stratfied according 1o
the number of indapandant risk factors (log-rank test = 7899; P < 001

Soares et al. Journal Clin Oncology 2006, 24



WOLURE 31

JOURNAL OF CLINICAL ONCOLOGY

Suthor giilizsbons apesar at s and of
iz arica.

PublisFead oning siasd of prind &t
W joo.oig on Jume 10, 2013

Supporied by Gant Mo, FHFC 208
08225 trom the Framch Mmnesty ol
Hesith and Frarech Soocaby Tor Crebcal
Cars,

Suthors” disciomares. ol pobonial oo
Mecls of mies! ard suthor contribu-
oS aie found at e and of this
articla

Cormosponding author Elg Seoulay,
KO, Hopral Saimi-Lowts, Rlodcal KU, 1
Tvenue Clauda Vallaloux: T5010 Fans,
Franca; oumaill clc ancsdossS=l= aphp fr.

0 201E by Amarican Socioby of Chinical
mw"'

OF - 1B A= 122w ZE T IwEZ 0000
Do 10120000 20 2 47 F3ES

NMNUBMBMBER 22

AUuEGusT 1 ZO13

OoORIGINAL REPORT

Outcomes of Critically Ill Patients With Hematologic
Malignancies: Prospective Multicenter Data From France
and Belginm—A Groupe de Recherche Respiratoire en
Réanimation Onco-Hématologique Study

Elie Azouwlay, Djamel Mokars, Frédéric Péme, [Erame Lambers, Achille Kowarches, Julien Mapar,

Frangois Vincent, Martine Nyunga, Fabrice Bruneel, Lowise-Marie Laisne, Anfoine Rabbar, Chreistine Lebers,
Pigrre Perez, Marine Chaize, Anne Renanlrn, Anne-Pascale Meers, Dowrinigue Benoir, Rebecon Hamidfar,
Mercé fourdain, Michael Darmoen, Benoit Schierumer, Syplvie Chevrer, and Virginie Lemiale
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Purpose

Patients with hamatologic malignancies are increasingly admitted to the imtensive carg umit {1CL]
winen [ife-threataning evants ocour. We souwght to report outcomes and progrnostic factors in
thesa patiants.

Patients and Methods

Curs was a oohort study of critically ill paetionts with hematologic
malignancias. Healthralated guality of life (HRCOOL) and disease status weare collacted aftar 2 to
& months.

i i Esiom, ared
SCT, |r'r:IL.||::||r'r;| 145 all-::-ge-nep:]
1L adrnlssl-::n was mnstll,' reqmre-:l for a-::ute- raaf.m ratm fallure- 162 5% ) andior shock (42 3961 On
dayl, T332 patients [72.5%) recaived life-supporting intervaniions. Hospital, day-290, and 1-year
surdival rates wera 607 %, 52 5%, and 43 2%, raspectivaly. By multivarizte analysis, cancar
remission and time to ICU admission less than 24 hours wene associsted with better hospital
surdival. Poor perffiormance status, Charlson comorbidity imdex, allogensaic HSCT, organ dysfunc-
tion soore, cardiac amast, acute respiratory failure, malignant organ infiltration, and invasive
aspargillosis wara associzgted with highar hospital mortality. Maechamical vantilation {47 9% of
patiants), vasoaciive drugs (51.2% ), and dialysis (25.9%] waora associatad with moriality rates of
60 5%, b7 5%, and B9 2%, respactivaely. Om day 90, B0% of survivors had no HRQOL ahlterations
[piny=sical and mental haalth similar to that of the overall cancer population). After & months, 80%
of survivors had o change in treatment intensity companed with similar patients not admitted to
thie ICU, and 80% wera in remission.

Conclusion

Critically ill patients with hemastologic malignancies hawve good survival, disesse control, and
post-ICU HROOL. Earlier 1CU admission is associated with better sunsival.




Considered for ICU) admission

N =1,276)
Admitted to the ICU Mot admitted to the ICU
(n =1,032) (n = 344; 25%])
Included in the study Declined study They were too They were too
(n=1,011) participation sick to benefit well to benefit
(n =21} {n = 300) (n = A44)
I I
ICU deaths in=279; 27.6%) Hospital survival Hospital survival
Post-ICU deaths (n=118) (n =T8; 26%) (n = 239; 88.6%)
Hospital survival
(= 297;: 61.79%)
" Lost to follow-up {n = 58)
Deaths (n = 56)
D-90 survival o Assessment of health-related quality of life
(453 of 953; 52.5%) {n = 2B88; 63.6%)
" Lost to follow-up (n = 39)
Deaths {n = 65)

After 6

months, the hematologists reported that all but seven ICU survivors were
continuing their cancer treatment, that ICU admission did not influence
therapeutic intensity in 80% of ICU survivors, and that 80% of ICU
survivors were in complete or partial remission.

One-year survival
(518 of 914; 43.3%)



CONCLUSION

- Amélioration du pronostic des POH
mm) |g réanimation doit suivre

« Collaboration réanimateur / onco-hématologue
mmmm) Réflexion d’amont primordiale

- Début de traitement - Patients en
- Induction de chimiothérapie echappement ou en

: .. soins palliatifs
- Patient en remission,
complication en cures de
consolidation

- Admission « préeventive » 1

- Mauvais etat général

Pas de transfert en réa

Traitement maximalise



CONCLUSION

La neutropénie ne constitue pas un facteur
pronostic.

Admission précoce +++
VNI
Ne pas attendre la défaillance multiviscérale



Antibiothérapie
Transfusion
Ventilation
Catécholamines
Dialyse...
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