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L es indications

A Les admissions programmées
I Contexte chirurgical
i Contexte medical

A Les admissions urgentes

I Internes (transfert)
| Externes (via les urgences)



Contacter le reanimateur pour admettee
pati ent en sol ns 1 n
étre problematique

A Souvent, il va falloir argumenter
ARapport souvent biais® entr



Decisions about Resuscitation: Inequities among Patients

with Different Diseases but Similar Prognoses
Robert M. Wachter, MD; John M Luce, MD; Norman Hearst, MD, MPH: and Bernard Lo, MD

Annals of Internal Medicine. 1989;111:525-532.



Table 1. Estimated Prognoses for Patients in the Four Diagnostic Groups Bascd on a Review of the Literature

Disease Reference Estimated Survival, 9%

At 1 year At 5 years
The acquired immunodeficiency syndrome 22-25 40 to 50 5to 10
Unresectable non-small-cell lung cancer 26,27 2510 35 3to5
Cirrhosis (history of esophageal varices) 28 30to 40 5to 10

Congestive heart failure (severe, with history of
coronary disease) 29-33 50 to 60 5to 10




Le pronostic




Not-for-resuscitation ordets in cancer patients — prmc1ples of
decision-making

lan E Haines, John Zalcberg and John D Buchanan

THE MEDICAL JOURNAL OF AUSTRALIA Vol 153 August 20, 1990



| e stade fonctionnel du cancer

A Stade |: diagnostic

A Stade II: traitement a visée curative

A Stade IlI: traitement a visée de controle
A Stade IV: stade pivot

A Stade V: soins palliatifs

Med J Aust. 1990:153:22829



Scoring systems in cancer patients admitted for an acute
complication in a medical intensive care unit

Jean-Paul Sculier, MD, PhD; Marianne Paesmans, MSc; Eveline Markiewicz, RN; Thierry Berghmans, MD

Objective: To validate and compare two severity scoring sys-
tems, the Acute Physiology and Chronic Health Evaluation
(APACHE) Il and Simplified Acute Physiology Score (SAPS) Il and
to determine their prognostic value for mortality during the hos-
pital stay and after discharge in a specific group of cancer
patients admitted to intensive care unit (ICU) for an acute medical
complication.

Design: Prospective cohort study.

Setting: The medical ICU of a European cancer hospital.

Subjects: A total of 261 consecutive cancer patients admitted
to ICU for an acute medical complication.

Measurements: Variables included into the APACHE Il and
SAPS |l scores, as well as characteristics of the cancer, were
collected during the first 24 hrs of the ICU stay. Hospital and
in-ICU mortalities, overall survival, and survival after day 30 were
measured.

Results: Observed hospital and ICU mortalities were 33% and
23%. Median survival time was 94 days and 1-yr survival rate was
23%. The mean predicted risk of death was 26.5% with APACHE
Il and 26.1% with SAPS Il. Correlation between both systems was
excellent. Calibration for mortality prediction ability of both scor-

ing systems was similar. Discrimination between survivors and
nonsurvivors was superior with SAPS Il according to the area
under the receiver operating characteristic curve but was better
with APACHE II for survivors using thresholds minimizing the
overall misclassification rates. Multivariate prognostic analysis
showed that the scoring systems were the only significant factors
for hospital and in-ICU mortalities, whereas characteristics re-
lated to the cancer (extent, phase) were the factors predicting
survival after discharge.

Conclusion: The prognosis of cancer patients admitted to ICU
for a medical problem is first determined by the acute physiologic
changes induced by the complication, as evaluated by the severity
scores. There is no major difference between the two assessed
scoring systems. They are, however, not accurate enough to be
used in the routine management of these patients. After recovery
from complications, characteristics related to the neoplastic dis-
ease, however, retrieve their independent influence on the further
survival. (Crit Care Med 2000; 28:2786-2792)

Key Worps: scoring; cancer; critical care; neoplasm; Acute
Physiology and Chronic Health Evaluation Il; Simplified Acute
Physiology Score Il



Table 1. Principal patient characteristics

No. of Patients %
Total number of patients 261 100
Median age (yrs) 63 —
Range 15-86 —
Type of cancer
Hematologic 61 23
Lymphoma 17 7
Acute leukemia 12 5
Chronic leukemia 8 3
Myeloma 8 3
Myelodysplastic syndromes 14 5
Other 2 1
Solid tumors 200 77
Organ
Lung cancer 67 23
Breast cancer 41 20
Head and neck cancer 18 9
Brain tumor 16 8
Digestive cancer 14 7
Gynecologic cancer 10 5
Other 34 17
Extent
Locoregional 65 33
Metastatic 124 62
Unknown 11 6
Neoplastic disease phase
Diagnostic 17 7
Curative 63 24
Controllable 143 55
Pivotal 35 13
Palliative 3 1
Cancer status
Induction treatment 110 42
Complete remission
Off therapy 29 11
Under therapy 6 2
Partial remission 23 9
No change 8 3
Progression 69 26
Unknown 22 8
Causes of admission
Cardiac complications 73 28
Respiratory complications 64 25
Hematologic and infections complications 54 21
Metabolic complications 34 13
Neurologic complications 31 12
Digestive complications 15 6

—, not applicable.
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Table 3. Comparison of the scoring systems performances to predict intensive care unit (ICU) and hospital mortalities

ICU Mortality

Hospital Mortality

Mortality
APACHE II predicted, 26.5%
SAPS 1I predicted, 26.1%
Goodness-of-fit
Calibration curves
Lemeshow-Hosmer method

Discrimination
Area under the ROC curve

Classification tables

Correct classification rate at best
threshold

Prediction in survivors

Prediction in nonsurvivors

Prognostic factor analysis

Observed, 23%

SAPS II = APACHE II
SAPS Il = APACHE 1I (p = .25 vs. < .05 for
APACHE 1I)

SAPS 1II (area = 0.70) = APACHE II (area = 0.63)

APACHE 1I, 81% at 70% SAPS I, 78% at 60%

APACHE II = SAPS II (Correct prediction, 99% vs.

94%; p = .006)

APACHE IT = SAPS 1I (Correct prediction, 20% vs.

25%; NS)
SAPS IT = APACHE II (p << .001)

Observed, 33%

SAPS II ~ APACHE 11
SAPS 1T = APACHE 1I (both p < .001)

SAPS 1I (area = 0.67) = APACHE 1I (area =
0.60)

APACHE II, 70% at 70% SAPS 11, 70% at 60%

APACHE II = SAPS II (Correct prediction, 99%
vs. 95%; p = .04)

APACHE II = SAPS II (Correct prediction, 14%
vs. 21%; NS)

SAPS 1T = APACHE II (p < .001)

APACHE, Acute Physiology and Chronic Health Evaluation; SAPS, Simplified Acute Physiology Score; ROC, receiver operating characteristic.



Table 4. Univariate prognostic factors for intensive care unit (ICU) and hospital mortality

ICU Hospital
Mortality Mortality
Variables RR p Value RR p Value
APACHE 1I score (continuously assessed) 1.1 <.001 1.07 .0003
SAPS 1I score (continuously assessed) 1.05 <.001 1.05 <.001
Mean blood pressure (continuously assessed) 1.03 .02 1.02 .02
Pulse 1.02 .001 1.01 .02
Arterial pH 37.1 .005 51.3 .04
Hematocrit 0.96 .06 0.96 .02
Glasgow Coma Scale score 0.22 .006 0.32 .009
Platelet count 0.99 .005 0.98 .02
Leukocytosis 0.82 003 0.86 .06
Acute renal failure 2.84 002 1.9 .04

RR, relative risk; APACHE, Acute Physiology and Chronic Health Evaluation; SAPS, Simplified
Acute Physiology Score.

In multivari-
ate analysis, the only hazard ratio signif-
icant variable was SAPS II (HR = 1.02;
p = .001).



We also performed the same analysis
considering only those patients alive after
hospital discharge to determine the prog-
nosis after intensive care. A total of 174
patients were available for this analysis
with a median follow-up of 703 days
(range, 0-1,295 days). The scoring sys-
tems, APACHE II and SAPS II, were not
more significant factors for survival, but
the variables related to the neoplastic dis-
ease were the explanatory selected covari-
ates, namely locoregional cancer (p =
.008) and diagnostic or curative disease

phase (p = .0002).



hen a cancer

patient is ad-

mitted to an
intensive care unit for an
acute problem, the short-
term prognosis essentially
depends on the acute physi-
ologic changes induced by
the complication, as re-
flected by the identification
of the severity of illness
scores in the mullivariate
analysis as the only signifi-
cant factor. The severity
scores, however, are not ac-
curate enough to be used in
the routine management of

these patients.




Confirmé par une étude avec le score
spécifique

Support Care Cancer (2004) 12:234-239 .
DOI 10.1007/s00520-003-0580-3 ORIGINAL ARTICLE

N b rghmans Is a specific oncological scoring system better
J. P. Sculier at predicting the prognosis

of cancer patients admitted

for an acute medical complication
in an intensive care unit

than general gravity scores?



En oncologie thoracique



Auteur (année) N de patients Mortalité a Mortalité Mortalité a long

Type de patients I 6USI hospitaliere terme
Ewer (1986) (21) 46 85% 91% 98%
65% CBNPC
Boussat (2000) 57 66% 75%
(24) 75% CBNPC
81% stade llI-1V
Jennens (2002) 20 85%
an CBPC
60% étendu
Thyrault (2002) 67 46%
@7 71,6% CBNPC
66,7% stade IV
Lin (2004) (19) 81 73% 85%
77% CBNPC
96% stade llI-1V
Reichner (2006) 47 43% 60%
(16) 83% CBNPC
59% stade llIB-1V
Soares (2007) 143 42% 59% 67%
(15) 83% CBNPC, 59%
stade IlIB-IV
Sculier (2007) 302 13%
(34)
Adam (2008) (28) 139 22% 40% 48%
69% CBNPC
Sharma (2008) 9942 41,3%
®) >66ans
stade IlIB ou IV
Rogues (2009) 105 43% 54% 73%
(14) 83% CBNPC
83% stade III1B-1V
Toffart (2011) (23) 103 31% 48% 63% a 3 mois
68% CBNPC 88% alan
75% stade llIB-1V
Andréjak (2011) 76 47,4% 65,6%
13) 64% CBNPC
64% Stade IlIB-1IV
Bonomi (2012) 1134 33% 71% a 3 mois
(8) >65 ans CBNPC 90% & 1 an
stade IlIB et IV
Chou (2012) (22) 70 58,6%
stade Ill et IV
Slatore (2012) 49373 24% 65% a 6 mois
(20) 80,3% CBNPC,

45,7% stade IV



Auteur (année) Mortalit® | 6USI Mortalité hospitaliere Mortalité a long terme
Analyse univariée Analyse multivariée | Analyse univariée Analyse multivariée | Analyse univariée Analyse multivariée
Ewer (1986) (21) Durée de la

ventilation mécanique
> 6 jours

Boussat (2000) (24)

Histologie, stadeRS,
maladie pulmonaire
aigue, VMI,
défaillan@
SAPSII

dobéor

PS, maladie
pulmonaire aigue,

Histologie,stadg PS,
maladie pulmonaire
aigue, VMI,
def ai ||
SAPSII

anc

PS, maladie
pulmonaire aigue,

Stade

Thyrault (2002) (27)

Age, sexe, histologie,
métastases, durée
évolution du cancer,
complication directe
du cancerQDIN,
IGSII, insuffisance
respiratoire aigue,

VMI, durée du

séjour en

réanimation
Reichner (2006) Score SOFA, VMI,
(16) CBNPC stade IV

Soares (2007) (15)

Age, sexe, histologie,
extension du cancer,
statusdu cancer, PS,
obstruction voie
aérienne par cancer
perte de poids,
comorbidités, BPCO,
infection, VMI,
vasopresseur, n
organes défaillants

Age, extension du
cancer PS
infection, VMI
vasopresseustatus
du cancer,
obstruction voie
aérienne par cancer
comorbidités, n
organes défaillants




Adam (2008) (28)

Age, sexeethnicité,
tabagisme, histologie,
stade, traitement anti
cancéreuysepsis
SAPSIII, Apache I,
vasopresseurs, VMI,
lactate, albumine
calcium, sodium,
créatinine, bilirubine,
hématocrite, plaquettes
bactériémie

Vasopresseurs OR 8.7
(2.8127,p=0.0001) et
d®f ail l ance
(OR 40.8 5.1328.3 p=
,0.0001)

Roques (2009) (14)

Age,PS,BPCO,
histologie, nouveau
cancer, stade, métastase
obstruction voie aérienne
insuffisance respiratoire
aigue, progression cancer
hémoptysiesadmission
cardiovasculaire,
neurologiquesepsis,
SAPS Il, SOFA, VM,
vasopresseurs

PS, insuffisance
respiratoire aigue, stade,
hémoptysiessepsis,
SAPS II, SOFA, VM,
vasopresseurs

Age, PS, BPCO,
histologie, nouveau
cancer, stade, métastase
obstruction voie aérienne
insuffisance rgsratoire
aigue,progression
cancer,hémoptysies,
admission
cardiovasculaire,
neurologique, sepsis,
SAPS II,SOFA, VM,
vasopresseurs

Toffart (2011) (23)

Age, sexePS>2,status
du cancermétastases
durée depuis le diagnosti
du cancer, chirurgie du
cancer, insuffisance
respiratoire, chocyMlI
dans les 72h de

I 6 ad mjVilisdans les

72h de 1 a |
vasopresseurs dans les
72h de | dadi

SAPS II, LOD




Andréjak (2011)
(13)

Age, sexe, période
avant 2002,
comorbidités, stade,
histologig traitement
anticancéreux,
cause dobad
liée au traitement du
cancer, infection,
SAPS Il, APACHE II,
globules blancs,
hémoglobine,
plaquettes,calcium,
albumine,
PaO2/FiO2 n
organes défaillants,
insuffisance
respiratoire aigue,
VM, VMI , VNI,
duréeVM,
vasopresseurs,
insuffisance rénale
aigue, hémodialyse,
chimiothérapie a

| 6 US I cothérapig
1l 6USI

Vasopresseurs, VM,
plaguettes

Bonomi (2012) (18)

Age, sexe, ethnie,
status marital, stade
du cancer, histologie,
traitement
anticancéreux avant

| 6admi ssi o
comorbiditésVMI

Admissions liée a un
probléme
respiratoire (OR:
2.34;95% CI. 1.48
3.82),sepsigOR:
5.06; 95% CI: 3.04
8.43),insuffisance
rénale

(OR: 2.28; 95% CI:
1.025.10)VMI
(OR: 4.69; 95% ClI:
3.027.30)




Chou (2012) (22)

Age, sexe, histologie,
stade, VEMSPS,
comorbidités, VMI,
durée USI, APACHE
Il, SOFA, Glasgow,
origine sepsis,
PaO2/FiO2, choc,
SDRA, neutropénie,
hémodialyseCIVD,
albumine

SOFA, albumine,
CIvD, PS

Slatore (2012) (20)

Age, sexe ethnie,
comorbidités,
histologie, stade,
durée depuis

| 6admjngdes i o
lits> 450, hépital
universitaire, VMI,
type doéUSI

Age, sexe ethnie,
comorbidités,
histologie, stade,
durée depuis

| 6admjngls i o
lits> 450, hépital
universitaire VMI,
type doéUSI

Anisoglou (2013)
(35)

Age, sexe, n jours
hépital avant
admi ssign
APACHEIIl, SOFA
PS,tabagisme
traitement
anticancéreux,
comorbidité sévere
durée de VMI> 24h,
vasopresseurs, n
organes défaillants,
insuffisance rénale,
sepsis hémoglobine,
créatinine,
plaquettes,calcium,
albumine
bactériémie




La sélection des patients




fFvaluer | O ®t at ddavan
décider de la reanimation.

Le stade fonctionnel du
cancer (phase selon le

_ " _ Variable Mortalite
projet thérapeutique) : hospitaliére
. . APACHE Il < 0,001
A Stade I: diagnostic GS I <0001
] N Extension du cancer NS
A Stade II: traitement a Phase du cancer NS
Vvisée curative
A Stade IlI: traitement a
visée de contrble o .
_ Avec | i ntenti o
A Stade IV: stade pivot

proposer la reanimationen
A Stade V: soins palliatifs cas de déabsen
thérapeutigue efficace



Sélection initiale

ETAPES DE LA MALADIE INDICATIONS POUR LA

CANCEREUSE REANIMATION
A diagnostic A +
A traitement a visée curatived +
A traitement a visée de A + (ou réanimation
rémission doattent e)
A stade pivot A - sauf traitements

A soins palliatifs expérimentaux (phase )



Le statut des patients

A DNR
ANTBR (DNI ¢é)
ANT



Le probleme pratique = le stade piv

Pas de statut

ctade nivol

Fronti re doéadmsSsi o-w
FouUS Soins palliatifg




Il faut savoir gerer cette phase

Le mieux = prise en charge intégrant
oncologie et réanimation



| e statut en réanimation
oncologique

Meert et al., J Palliative Care Med 2012, 2.3

Palliaﬁve (ﬁal'e & h’ledi(:ine http: / /dx.doi.org/10. 4172/ 2165-T386.1000107

Causes of Death and Incidence of Life-support Techniques Limitations in
Oncological Patients Dying in the ICU: A Retrospective Study

Anne-Pascale Meert®, Séverine Dept, Thierry Berghmans and Jean-Paul Sculier

Department of Intensive Care and Thoracic Oncology and Jules Bordet Instifute, Centre of tumors of the Free University of Brussels (ULB), Brussels, Belgium






