
The critically ill haematology 
patient

Time to think differently? 



Background
● The number of patients living with HMs has increased 

over last 2 decades

● Patients with HMs require admission to ICU for life 
threatening events related to
● Complications related to malignancy
● Complications related to treatment
● Complications due to immunosuppression



Patient: 23 years old 
● Relapsed Hodgkins and allograft 

● Previous ICU admission with Klebsiella pneumonia

● D + 15 post transplant

● In extremis: oxygen sats 85% on FIO2 1.0, BP 60/45

● ICNARC ICU predicted mortality 55%



Overview for today 

• Outcomes

• Triaging admission to ICU 

• Defining treatment goals in ICU  

• Collaborative approach 



AML survival







Predicting ITU outcome
● Historic data

● Retrospective

● Single centres

● Conflicting data





Predicting outcome: old myths
● Age 

● Disease status 

● Neutropenia

● Sepsis

● Recent chemotherapy

● Mechanical Ventilation

● Renal replacement therapy

● ICU predicted mortality score 



Outcome: no change
1. Bedridden patients

2. No lifespan extending treatment options

3. Elderly patients with significant comorbidities

4. Patients with multiple comorbidities

5. Less than 6months life expectancy

6. Allogeneic BMT/HSCT with uncontrolled GVHD

7. Invasive pulmonary aspergillosis requiring MV

8. Persistent MOF

9. Newly diagnosed unresponsive to chemo on ICU

10. Recurrent life threatening event post discharge from ICU+/- residual organ dysfunction



What does predict outcome

● Organ failure 

● Progression of organ failures 

● Allogeneic BMT Recipients 



Initial SOFA score

Cornet et al, Eur J Haematol 2005



Progression of organ failures



Predicting outcome in ICU
● Good outcome

● Autograft

● Younger age

● Respiratory failure● Pulmonary Oedema● Bacterial Pneumonia

● Ventilation for less than 7 days

● Poor outcome

● Allograft● GVHD, VOD

● Increasing Age

● Respiratory failure● DAH● IPS● BOOP● CMV, RSV● Aspergillosis

● Ventilation for more than 7 days



Triaging admission to ICU 
● Admit and full escalation of organ support 
● Pre-engraftment
● No recurrence

● Trial of organ support
● Unknown disease status
● Recurrence with available treatment options

● Refusal
● Disease recurrence with no treatment options
● Bedridden
● Severe GVHD



Treatment goals in ICU 
● Non-invasive diagnostic and therapeutic strategies 

● Remove indwelling lines in septic shock 

● Combination therapy (aminoglycosides) 

● Monitor levels of organ support 



BSH and ICS 

Guidelines for admission 
and management of 
critically ill haematology 
patients (2015)



But…







Variation in morality
● Volume of cases 

● Presence of haematologist

● Cytogenetics and organ dysfunction 

● Criteria used by haematologist for ICU referral



New admission policies
● Early admission may increase survival or prevent 

progression of organ failures

● When is ‘early’ early enough? 

● Prophylactic admission for high risk patients? 

● Review admission policies e.g.allografts?



Non invasive ventilation    
● What is the benefit? 

● Does it delay treatment?

● NIV versus HFN? 

● Palliative NIV? 



Trial of organ support
● How long for? 

● Risks disproportionate care

● Applying findings from studies to individual 
patients 



Longer term outcomes
● Risk factors for adverse events in ICU 

● Disease burden and control

● QUALY

● Decision making for patients with long stay



Frailty
● Common across all ages 

● Association with high disease burden, early non-relapse 
morbidity, late death post transplant 

● Frailty phenotype?

● Assessment?  Prehabilitation? Follow-up?



 Consent



Freeman
Transplant MDT 

Collaborative approach

Early ICU input 

Communication 



Conclusions  
● ICU and one year mortality rates are improving 

● Short term outcome is predicted by severity of acute 
illness 

● ICU trial with reappraisal of organ failure scores after 5 
days 

● Collaboration and clear communication is crucial

● Further research is needed 



Thank you   


