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Hubert GHEERBRANT

Facteurs associés a la survie chez les patients atteints d'un cancer solide

sortant vivant de réanimation entre 2005 et 2013.

RESUME :
Introduction : Lors de 1’admission en unité de soins intensifs (USI), le pronostic a la sortie
d’USI des patients avec un cancer est une question importante mais difficile. Notre objectif était

d'évaluer les facteurs associés a la survie a 3 et 6 mois de ces patients a la sortie d’USI.

Meéthodes : A partir de la base de données OutcomeRea ™, nous avons inclus les patients
d’oncologie sorties vivants de I’'USI de 1’hdpital universitaire de Grenoble entre décembre 2005

et novembre 2013.

Résultats : Sur les 361 patients atteints d’un cancer avec une admission non programmée en
USI, 253 (70%) sont sortis vivant. Le cancer primitif était principalement digestif (31%) et
thoracique (26%). La mortalité a 3 et 6 mois était respectivement de 33% et 41%. Les facteurs
pronostics indépendants a 6 mois comprenaient un indice de performance du groupe d'oncologie
coopérative orientale (ECOG-PS) de 3 ou 4 (OR: 3,71; IC 95%: 1,67-8,23), une maladie
métastatique (OR, 2,24; IC 95%: 1,22. —4,09), une admission liée a la progression du cancer
(OR: 2,64; IC 95%: 1,32-5,30), un score physiologique aigu simplifié 11 (SAPS II) de 45 a 58
(OR: 4,41; 1C 95%: 1,85-10,53), et une décision de limitation des traitements a 1’admission en
USI (OR: 3,89; IC 95%: 1,60-9,43). Parmi les patients avec un ECOG-PS de 0 ou 1 a
I'admission (n= 114), 61% (n= 57) ont récupéré un ECOG-PS de 0-2 & 6 mois. A 3 mois, 74
patients (55%) bénéficiaient un traitement anticancéreux, tandis que 13 (8%) étaient en soins

palliatifs.
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Conclusion : Les facteurs pronostics a 6 mois sont presque les mémes que ceux associés a la
survie en USI. Nous observons que la plupart des patients ont récupéré un bon ECOG-PS a 6

Mois et pouvaient bénéficier d’un traitement anticancéreux.

MOTS CLES : Cancer solide, réanimation, traitement oncologique, performans status, pronostic

FILIERE : Pneumologie et Physiologie, CHU Grenoble Alpes, France
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Hubert GHEERBRANT

Factors associated with survival of patients with solid cancer alive after

intensive care unit discharge between 2005 and 2013.

RESUME :
Introduction : At intensive care unit (ICU) admission, the prognosis after ICU discharge of
patients with cancer is an important but difficult issue. Our objective was to assess the factors

associated with 3 and 6 month survival of ICU cancer survivors.

Méthodes : Based on the French OutcomeRea™ database, we included solid cancer patients
discharged alive, between December 2005 and November 2013, from the medical ICU of the

University Hospital in Grenoble, France.

Résultats : Of the 361 cancer patients with unscheduled admissions, 253 (70%) were discharged
alive from ICU. The main primary cancer sites were digestive (31%) and thoracic (26%). The 3
and 6 month mortality rates were 33% and 41%, respectively. Factors independently associated
with 6 month mortality included Eastern Cooperative Oncology Group performance status
(ECOG-PS) of 3-4 (OR: 3.71; 95%CI: 1.67-8.23), metastatic disease (OR: 2.24; 95%CI: 1.22—
4.09), admission for cancer progression (OR: 2.64; 95%CI: 1.32-5.30), high simplified acute
physiologic score 1l (SAPS IlI) of 45 to 58 (OR: 4.41; 95%CI: 1.85-10.53), and treatment
limitation decision at ICU admission (OR: 3.89; 95%CI: 1.60-9.43). About the patients with an
ECOG-PS 0-1 at admission, 61% (n=57) displayed an ECOG-PS 0-2 at 6 months. At 3 months,

74 (55%) patients received anticancer treatment, with 13 (8%) given exclusive palliative care.
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Conclusion : The factors associated with 6 month mortality were almost the same as those
known to be associated with ICU mortality. We have highlighted that most patients recovered an
good ECOG-PS at 6 months and could benefit from an anticancer treatment following ICU

discharge.

KEY WORDS : Solid cancer; intensive care unit; prognosis; anticancer treatments; performance

status
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Abréviations

Cl: confidence interval

ECOG: Eastern Copperative Oncology Group

ICU: intensive care unit

IQR: Interquartile Range

MD: missing data

OR: odds ratio

PS: performance status

TLD: treatment limitation decision

WHO: World Health Organization
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INTRODUCTION

In 2018, the World Health Organization (WHQO) estimated the number of new cancer
occurrences at 18.1 million worldwide, and the specific cancer-related mortality at about
10 million. In addition, the WHO estimates that the global cancer incidence would increase by
more than 63% in 2040 as compared to 2018 (1). Furthermore, improvements in anticancer
treatments have improved the overall survival, which is associated with a significant increase of
cancer prevalence worldwide (2, 3). Nevertheless, improving patients’ life expectancy does not
exclude their fragility, given that approximately 5-10% of them will develop a life-threatening
disease requiring intensive care unit (ICU) admission (4).

This is an issue facing intensive care physicians, both in terms of the ICU admission of
these patients, as well as their management; These patients represent 15-20% of all ICU
admissions (5-8). Despite therapeutic improvements for cancer patients, an ICU admission is
still associated with a very poor medium-term prognosis (9, 10). While intra-hospital mortality is
estimated around 25-35% (5,6,11), with no significant difference as compared to patients
without cancer (11-13), the 1-year mortality often exceeds 70% (14-16). A better understanding
of the prognostic factors associated with ICU survival has been associated with an improved
patient selection upon ICU admission (4). However, while the factors associated with patients’
being still alive at ICU discharge are much less known, they are likewise less taken into account
at admission (17). Thus, it appears necessary to better understand these factors in order to better
identify the cancer patients that most likely could benefit from the ICU stay (18). The mortality
has proven to be largely associated with the general patient condition (Eastern Cooperative
Oncology Group performance status [ECOG-PS]) at ICU discharge (10, 19). This association
can be partly explained by the fact that the cancer management strategy is dependent on a
patient's ECOG-PS conditions (20, 21). To our knowledge, the evaluation of the oncologic
management pertaining to these patients discharged alive from intensive care has not been fully

assessed.
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This research work sought to further determine the factors associated with the survival
of cancer patients still alive at ICU discharge. We also sought to describe their general condition

and anticancer treatments following their ICU stay.

MATERIALS AND METHODS

Design and Setting

We conducted a retrospective analysis involving a French multicenter prospective observational
cohort entered into the OutcomeRea™ database (22). The study was approved by the appropriate
ethics committee (Comité d’éthique des Centres d’Investigation Clinique de 1’inter-région
Rhoéne-Alpes-Auvergne). An information letter was sent to each living patient providing him the
opportunity to refuse study participation.

The primary objective was to identify the factors associated with 3- and 6-month
mortality after ICU discharge. The secondary objectives were to assess the ECOG-PS and

anticancer treatments at 3- and 6-months .

Study Population

We included solid tumor patients admitted, between December 2005 and November 2013, to the
medical ICU of the Grenoble Alpes University Hospital in France. Patients were retrieved from
the OutcomeRea™ database, and we selected only those with an International Statistical
Classification of Diseases by the World Health Organization (ICD-10) related to solid tumor
(CO0 to C97). Exclusion criteria were patients under 18 years of age at admission, cancer in
remission for over 5 years, hematological malignancy, lack of histological or cytological cancer
diagnosis upon ICU admission, programmed hospitalization for post-surgery or central venous

line placement, as well as referral from another ICU. Two different admissions for the same
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patient were independently considered, provided that they were separated by more than 3

months. If they were closer, only the first was taken into account.

Data Collection

Data related to both the ICU admission and stay were extracted from the OutcomeRea™
database. Complementary data relating to cancer history before and at 3- and 6-months
following ICU admission were retrieved from the patients’ computerized medical charts.
Primary tumor sites were defined as digestive (gastrointestinal, esophageal, liver, and pancreas),
thoracic (lung and mesothelioma), head and neck, genitourinary (including testicles),
gynecological (including breast), and other (endocrine, skin, brain, sarcoma, and rare cancers).
Other cancer-related data retrieved were: metastatic status at ICU admission, time from
diagnosis, anticancer treatments, and cancer status at the last oncological evaluation (newly
diagnosed or in recurrence, controlled or in remission for less than 5 years, progression). At
admission, we recorded the ECOG-PS (23), comorbidities using the Charlson comorbidity index
(24), reason for admission (thrombotic event, bleeding, complications of oncology therapy, or
not cancer-related), sepsis-related organ failure assessment (SOFA) score, as well as simplified
acute physiologic score Il (SAPS 1lI). Treatments applied within the ICU were also collected
(vasoactive drugs, invasive mechanical ventilation, or renal replacement therapy), along with
potential limitations regarding care decisions. Data regarding ECOG-PS and new anticancer
treatments administered were collected at 3- and 6-months following ICU discharge. The
follow-up was completed for all patients by either consulting the hospital medical chart or

providing a call to the place of birth.

18



Statistical Analysis

Continuous variables have been expressed as median (25-75% interquartile range [IQR]), and
categorical variables as numbers (percentage). The SAPS Il and SOFA scores have been
expressed in points. Survival curves were obtained using the Kaplan-Meier method and
compared by means of the log-rank testing. Patients lost to follow-up on July 2017 were
considered censored. Multivariate analyses of variables associated (P <0.20) in a univariate
analysis with 3- and 6-month mortality following ICU discharge were performed using stepwise
logistic regressions. Results were expressed as odds ratios (ORs), with 95% confidence intervals
(Cls) and P values.
All tests were two-sided, and P values <0.05 were considered statistically significant.

All statistical analyses were performed using SAS 9.4 (SAS Institute, Cary, NC, USA).

RESULTS

Patient Characteristics

Of the 6,608 patients admitted between December 2005 and November 2013 to the Grenoble
ICU and recorded into the OutcomeRea™ database, 779 concerned cancer patients (Fig. 1).
After considering inclusion and exclusion criteria, 361 ICU admissions were selected. ICU
mortality was 30% (n=108), resulting in 253 studied patients. The median follow-up following
ICU discharge was 250 days (IQR 25-75%: 41-748).

Patient characteristics have been reported in Table 1. The main primary tumor sites
were digestive (n=79, 31%) and thoracic (n= 65, 26%). Almost half of the patients (n= 108,
45%) had a metastatic disease at ICU admission and 167 (68%) patients displayed a newly
diagnosed cancer or cancer in progression. Most patients (n=149, 59%) were treated by

chemotherapy prior to ICU admission. The ECOG-PS at admission was lower or equal to 2 for
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192 (76%) patients. The main reasons for ICU admission were tumor progression in 60 (24%)
patients and not cancer-related in 117 (46%).
The median ICU length of stay was 4 days [IQR 25-75%, 2-9]. Upon their ICU stay,

the decision to withhold or withdraw life-sustaining treatments was made for 40 (16%) patients.

Outcome Analyses

After ICU discharge, the median hospital stay length was 12 days [IQR 25-75%, 5-23], and the
median survival was 173 days [IQR 25-75%, 18-622]. The 3- and 6-month mortality rates were
33% (n=83/249) and 41% (n=102/248), respectively (Fig. 1).

The univariate analysis results aimed to identify factors associated with 3- and 6-month
mortality are listed in Table 1. The multivariate analysis results are displayed in Table 2. The
main determinants of 3- and 6-month mortality were an ECOG-PS of 3 or 4, metastatic disease at
ICU admission, ICU admission for cancer progression, and treatment limitation decision taken
within the 2 days preceding ICU discharge. Having been treated with chemotherapy prior to ICU
admission was associated with an improved 3-month survival. A high SAPS Il was only
associated with 6-month mortality.

The median survival was 332 days [IQR 25-75%, 35-1476] in patients previously treated
with chemotherapy, and 286 days [IQR 25-75%, 54-690] in those never treated with
chemotherapy prior to ICU admission (Supplementary Table 1). With respect to survival

curves (Supplementary Fig. 1), we observed that the curves crossed between 3- and 6-months .

Patient Presentations Following ICU Discharge

Of the patients with an ECOG-PS of 0-1 at admission, 70% (n=66) and 61% (n=57) displayed

an ECOG-PS of 0-2 at 3- and 6-months , respectively (Fig. 2). Only 11 (23%) and 8 (17%)
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patients with an ECOG-PS 3-4 at admission exhibited an ECOG-PS of 0-2 at 3 or 6 months,
respectively.

At 3 months post-1CU discharge, 74 (55%) patients received anticancer treatments, while
13 (8%) were in exclusive palliative care (Table 3). The other patients had no anticancer
treatment indication. Most patients with a newly diagnosed cancer, cancer recurrence (n=40,
69%), or cancer in progression (n=19, 68%) and still alive at 3 months were treated, mostly with
chemotherapy. At 6 months, 46 (44%) patients received anticancer treatment, while 13 (9%)
were in exclusive palliative care.

Concerning the 40 patients with a treatment limitation decision prior to ICU discharge, 12
(30%) were alive at 3 months, and 9 (23%) at 6 months. At 3 months, four (33%) benefited from
anticancer treatment, five (42%) had no treatment indication, whereas one was in exclusive

palliative care.

DISCUSSION

In this large mono-center study, we have reported the 3- and 6-month survival data, along with
the characteristics of cancer patients discharged alive from ICU. The usual prognostic factors
were proven to be associated with 3- and 6-month survival. Most patients with an ECOG-PS of
0-1 at ICU admission displayed a good ECOG-PS (0-2) at 3 (70%) and 6 (61%) months. Of
note is that 2/3 of the patients admitted in ICU with newly cancer/cancer recurrence/cancer
progression and alive at ICU discharge did benefit from anticancer treatment at 3 months.

One of the study strengths include the large variety of data recorded, such as data relating
to ICU admission and care, cancer history before ICU to 6 months after ICU discharge with only
few missing data (less than 2% for vital status at 6 months). To our knowledge, this is only the
second study that specifically investigated the prognostic factors of cancer patients following
ICU discharge (18), with only very few studies having reported patient characteristics following

ICU discharge (19, 25, 26). Nevertheless, there are several limitations to our study. The single-
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center patient recruitment limits to a certain extent the extrapolation of our results to other
centers. In spite of only few missing data concerning patient characteristics at ICU admission
and survival, it proved difficult to retrospectively collect the ECOG-PS at 3- and 6-months .
Moreover, as the inclusion period was until 2013, we were unable to investigate patients treated
with targeted therapy or immune checkpoint inhibitors.

The ICU mortality of our patient cohort was 30%, thus in line with other studies (5, 11,
12, 17). The 3- and 6-month mortality rates (33% and 41%) of patients alive at ICU discharge
were likewise similar to the 90-day mortality rate reported in the Auclin et al. (28%) study and
120-day mortality rate from the Vincent et al. study (41.6%) (12, 18). In our study, the factors
independently associated with 3- and 6-month mortality were in accordance with data previously
published for ICU-admitted cancer patients (ECOG-PS, metastatic disease, cancer progression,
SAPS Il and treatment limitation decision) (12, 27, 28). No cancer primary site was identified as
a prognostic factor, conversely to other studies that reported lung cancer to be an independent
predictor of in-hospital mortality (18). Interestingly, we have revealed that prior chemotherapy
was independently associated with a superior 3-month survival. This had not been described
previously, but may be partly explained by our interest in an ICU survivor cohort. Furthermore,
we have observed that the survival curves actually crossed, with a superior survival of patients
pretreated with chemotherapy before 6 months and a poorer survival for those pretreated with
chemotherapy thereafter.

In ICU survivors, most patients with an ECOG-PS of 0-1 at ICU admission displayed an
ECOG-PS of 0-2 at 3- and 6-months . Conversely, numerous patients with an ECOG-PS of 3-4
at ICU admission died prior to 3 months post-discharge. No other study has so far reported the
ECOG-PS data following ICU discharge in relation with prior ECOG-PS. It is of note that
Soares et al. revealed the ECOG-PS at 6 months to be 3-4 in 9.5% of hospital survivors (17).

With respect to anticancer treatment at 3- and 6-months post-ICU discharge, we reported

that most patients with an anticancer treatment indication at ICU discharge could be treated,
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typically with chemotherapy. Interestingly, only few patients alive at 3- and 6-months were in
exclusive palliative care. However, we were unable to assess whether palliative care
implementation was modified or delayed by ICU admission. Only very few studies have reported
anticancer treatments following ICU discharge. Considering patients still alive at hospital
discharge, Soares et al. reported that 37% of these patients benefited from anticancer treatment,
such as surgical resection (7%), radiation therapy (34%), and chemotherapy (80%) (17). In 35
(34%) patients, the initially scheduled anticancer treatment plan required either reduction or
modification. These authors also reported that poor ECOG-PS was the only factor associated
with a lower probability of receiving the initially scheduled treatment plan (OR, 0.20; 95%CI
0.05-0.87; P = 0.032). In a smaller cancer patient cohort, 30 patients (68%) of the 44 ICU
survivors with available clinical information were able to undergo a specific anticancer treatment
following hospital discharge. In brief, one patient underwent surgical treatment, two received a
combination of chemotherapy and radiation therapy, and 27 remaining ones were treated with

chemotherapy alone (29).

CONCLUSIONS

Considering the cancer patients alive at ICU discharge, 52% had an ECOG-PS of 0-2 at 3
months, while 55% benefited from an anticancer treatment. Of note, most patients with a good
ECOG-PS before ICU admission displayed a good ECOG-PS following ICU discharge. These
results should be taken into account when deciding upon ICU admission. At that particular time,
it is paramount to have a sound concept concerning the patient’s general condition and his/her
anticancer treatment opportunities following ICU discharge. Moreover, it would be of great
interest to evaluate how ICU admission actually does modify oncological projects. Only a well-

designed prospective study would be able to provide answers to this question.
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Figure 1. Patient Flow chart. ICU = intensive care unit.

6608 ICU admissions at the Grenoble
University Hospital
From Dec 2005 to Sep 2013

779 ICU admissions of patients with
solid tumor coding

418 patients excluded

n=237, planned admission

n=142, absence of cancer diagnosis or
cancer in remission for > 5 years

n=8, hematological malignancies
n=8, re-admission < 3 months

n=23, missing data

361 ICU admissions

108 patients died on ICU stay

253 patients alive at ICU
discharge

55 patients died during hospital stay
28 patients died following hospital
discharge

4 patients lost to follow-up

166 patients alive
at 3 months

19 patients died
1 patient lost to follow-up

146 patients alive
at 6 months
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Figure 2. ECOG performance status at 3- and 6-months according to ECOG performance

status at intensive care unit admission (40 missing data at 3 months and 46 missing data at

6 months). PS = performance status.
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TABLE 1. Main Patient Characteristics Associated With 3- and 6-Month Mortality From Intensive Care Unit Admission in Patients Who Were

Discharged Alive From ICU (Univariate Analysis)

Censored at 3 Months Censored at 6 Months
(n=249, MD=4) (n=248, MD=5)
At Admission
OR (95%Cil) p-value OR (95%Cil) p-value
(n=253)
Patient Characteristics
Female gender 77 (30) 1.12(0.63-1.99) 069  0.91(0.52—1.59) 0.75
Age (/ year) 64 [55 — 71] 1.02 (1 -1.04) 0.13  1.01(0.99 - 1.04) 0.17
ECOG-PS (MD=10) <0.01 <0.01
0-1 114 (47) 1 1
2 78 (32) 1.83 (0.96 — 3.5) 2.12 (1.15-3.9)
3-4 51 (21) 4.86 (2.38 — 9.95) 5.07 (2.48 — 10.39)
Charlson comorbidity index 1[0-3] 1.02 (1 -1.03) 0.80 0.94 (0.82 -1.09) 0.44

Cancer Characteristics

Type of cancer
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Digestive
Thoracic
Head and Neck
Gynecological
Genito-urinary
Other
Metastatic disease (MD=12)
Time since cancer diagnosis (days) (MD=6)
Previous anticancer treatment
Surgery
Radiotherapy
Chemotherapy
Cancer status (MD=6)
Controlled or in remission for <5 years
Newly diagnosed / recurrence

In progression

79 (31)
65 (26)
32 (13)
29 (12)
28 (11)
23 (9)
108 (45)

222 [72 — 841]

119 (47)
81 (32)

149 (59)

80 (32)
102 (41)

65 (26)

27

1.22 (0.69 - 2.14)
1.49 (0.83 - 2.67)
0.42 (0.17 - 1.06)
1.13 (0.49 — 2.56)
1.0 (0.43 — 2.33)
0.68 (0.26 — 1.80)
2.29 (1.33 - 4)

1.0(1-1)

0.60 (0.35 — 1.02)
0.71 (0.4 — 1.27)

0.71 (0.42 — 1.21)

1
1.41 (0.73 — 2.69)

1.92 (0.95 — 3.89)

0.50

0.19

0.07

0.78

0.44

<0.01

0.67

0.06

0.25

0.20

0.19

1.05 (0.61 — 1.82)
1.9 (1.07 - 3.36)
0.38 (0.16 — 0.92)
1.1 (0.5 — 2.45)
0.7 (0.3 - 1.63)
0.93 (0.39 — 2.24)
2.46 (1.45 — 4.16)

1.0 (1-1)

0.60 (0.36 — 1)
0.86 (0.5 — 1.48)

1(0.6—1.67)

1
1.65 (0.88 — 3.08)

2.57 (1.29 - 5.11)

0.86

0.03

0.03

0.81

0.41

0.87

<0.01

0.25

0.05

0.58

0.99

0.03



ICU Admission
From home / emergency vs other hospital ward 120 (47) /133 (53) 1.0 (0.59 — 1.69) 1 1.35(0.82 — 2.25) 0.24

Reason of ICU admission?

28

Tumor progression 60 (24) 2.67 (1.47-4.88) <0.01 2.72 (1.49 — 4-95) <0.01
Thrombotic event 18 (7) 1.66 (0.63 — 4.39) 0.30 2.44 (0.91 - 6.54) 0.08
Bleeding 28 (11) 1.13(0.49-2.56)  0.78 1.1 (0.5 - 2.45) 0.81
Complications of anticancer treatment 61 (24) 0.84 (0.45-1.59) 0.60 1.14 (0.63 — 2.06) 0.67
Not related to cancer 117 (46) 0.53(0.31-0.91) 0.02 0.4 (0.24 - 0.68) <.01
Glasgow score 15[12 - 15] 1.00 (0.93 - 1.06) 0.87 1.00 (0.94 — 1.06) 0.90
SAPS II 46 [36 — 58] 1.02 (1-1.03) 0.03 1.02 (1.0 - 1.03) 0.02
SOFA score 4[1-T] 1.07 (1 -1.14) 0.06  1.06(0.99 —1.13) 0.12
ICU Stay
\Vasopressors 88 (34.8) 1.17 (0.68 — 2.03) 0.57 1.04 (0.61 - 1.77) 0.88
Number of days 4[2.5-5] 1.03(0.95-1.13) 045  1.02(0.90 —1.15) 0.82
Invasive ventilation 103 (40.7) 0.8 (0.46 — 1.37) 041 0.78 (0.47 —1.31) 0.35
Number of days 6[3-12] 0.99 (0.96 -1.02)  0.55 0.99 (0.96 — 1.03) 0.65



Renal replacement therapy 22 (9) 0.93 (0.36 — 2.37) 0.87 0.82 (0.33 - 2.03) 0.66

Chemotherapy 4 (2)
TLD before ICU discharge 40 (16) 6.53 (3.11-13.74) <0.01 3.22 (1.25-8.29) <0.02
Length of stay in ICU (days) 412-9] 0.99 (0.96 — 1.02) 0.42 0.99 (0.96 — 1.01) 0.30

CI = confidence interval, ICU = intensive care unit, OR = odds ratio, MD = missing data, PS = performance status, TLD = treatment limitation

decision.

&Variables not mutually exclusive.
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TABLE 2. Multivariate Analysis of Characteristics Associated With 3- and 6-Month Mortality

Censored at 3 Months Censored at 6 Months

(n=249, MD=4) (n=248, MD=5)

OR (95%Cl) p-value OR (95%Cl) p-value

ECOG-PS 0.005 0.006
0-1 1 1
2 1.41 (0.70 - 2.84) 1.44 (0.74 - 2.83)
3-4 3.72 (1.68 — 8.25) 3.71 (1.67 - 8.23)
Metastatic disease 2.45(1.26-4.74)  0.008 2.24(1.22-4.09)  0.009

Previous anticancer treatment
Chemotherapy 0.38 (0.20-0.75)  0.005

Reason for ICU admission

Cancer progression 1.99 (1.00 - 3.94) 0.05 2.64 (1.32 - 5.30) 0.006
SAPS I 0.01
[0 - 35] 1
[35-45] 2.35 (0.96 — 5.74)
[45-58] 4.41 (1.85 —10.53)
[58-160] 2.56 (1.05 — 6.25)
TLD before ICU discharge 4.85(2.12-11.06) 0.0002 3.89 (1.60—9.43) 0.003

Cl = confidence interval, ICU = intensive care unit, OR = odds ratio, TLD = treatment limitation

decision.
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Table 3. Anticancer Treatment at 3- and 6-months Following Intensive Care Unit Discharge

Cancer status at admission in ICU (MD=3)

Controlled Cancer or Patients With Newly Patients With
in Remission Diagnosed Cancer / Cancer in
<5 Years Recurrence Progression
At 3 months n=166 n=59, MD=11 n=66, MD=8 n=38, MD=10
Anticancer treatment? 74 (55) 14 (29) 40 (69) 19 (68)
Chemotherapy 51 (38) 10 (21) 26 (45) 14 (50)
Radiotherapy 17 (13) 2 (4) 15 (26) 0
Surgery 7(5) 0 6 (10) 1(4)
Other® 12 (9) 4 (8) 3(5) 4 (14)
No treatment indication 48 (29) 29 (49) 14 (21) 5(13)
Palliative care 13 (8) 5(8) 4 (6) 4 (11)
At 6 months n=146 n=56, MD=15 n=58, MD=15 n=29, MD=9
Anticancer treatment? 46 (44) 15 (37) 17 (40) 13 (29)
Chemotherapy 28 (27) 7(17) 11 (26) 9 (45)
Radiotherapy 33 1(2) 2 (5) 0
Surgery 4 (4) 1(2) 2 (5) 1(5)
Other 15 (14) 7 (17) 4 (9) 3 (15)
No treatment indication 46 (32) 23 (41) 20 (34) 3 (10)
Palliative care 13 (9) 3(5) 6 (10) 4 (14)

ICU = intensive care unit, MD = missing data.

23 missing data regarding cancer status at 3- and 6-months ; "Targeted therapy, immunotherapy,

hormone therapy.
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Supplementary figure 1. Estimation of survival according to previous chemotherapy

(Kaplan Meier).
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SUPPLEMENTARY TABLE 1. patient Characteristics According To Previous

Chemotherapy
No Chemotherapy Chemotherapy p-value
Before ICU Before ICU
Admission Admission
n=104 n=149
Survival (Kaplan Meier) 332 (35-1476) 286 (54 — 690) 0.17
Type of cancer
Digestive 33 (32) 46 (31) 0.88
Thoracic 17 (16) 48 (32) <.01
Head and Neck 14 (13) 18 (12) 0.75
Gynecological 7(7) 22 (15) 0.05
Genito-urinary 24 (23) 4 (3) <.01
Metastatic disease 26 (27) 82 (56) <.01
(MD=12)
Cancer status (MD=6) <.01
Controlled or in 39 (39) 41 (28)
remission for <5 years
Newly diagnosed / 48 (48) 54 (37)
recurrence
In progression 13 (13) 52 (35)

Survivals have been expressed as median (IQR 25%-75%).
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THESE SOUTENUE PAR : Hubert GHEERBRANT

TITRE :

FACTEURS ASSOCIES A LA SURVIE CHEZ LES PATIENTS ATTEINTS D'UN
CANCER SOLIDE SORTANT VIVANT DE REANIMATION ENTRE 2005 ET 2013.

CONCLUSION :

A notre connaissance, c’est la deuxiéme étude qui étudie spécifiquement le pronostic des
patients d’oncologie aprés un séjour en réanimation. Elle compléte la premiére étude sur le sujet
en intégrant des données sur ’état général et la prise en charge oncologique de ces patients avant
et aprés la sortie de réanimation.

Ainsi, on a mis en évidence que 51% de ces patients avaient un ECOG-PS de 0-2 a 3 mois, et
55% ont bénéficié d'un traitement anticancéreux. Il est a noter que la plupart des patients ayant
un bon ECOG-PS avant leur admission a la réanimation ont affiché un bon ECOG-PS aprés leur
sortie de réanimation.

Ces résultats devraient étre pris en compte au moment de décider de I'admission en réanimation
d’un patient d’oncologie. En effet, il est primordial d'avoir une évaluation la plus juste possible
concernant l'état général du patient et ses possibilités de traitement anticancéreux apres sa sortie
de réanimation.

Par la suite, il serait trés intéressant d'évaluer comment l'admission en réanimation modifie
réellement les projets oncologiques. Seule une étude prospective bien congue serait en mesure de
répondre a cette question.
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