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B
efore embarking on a discussion of the lung cancer
patient in intensive care, it is important to clarify that
this editorial will not be referring to the group of

patients with a good prognosis having undergone surgery with
a curative intent, but to patients whose malignancies more or
less determine the outcome in terms of survival time, and who
are suffering from acute or subacute deterioration in the form
of a complication resulting either from the underlying disease
or tumour or from treatment-related sequelae. In such cases,
most doctors’ knowledge and experience will be confounded
with those dark emotions that serve to sustain a misconception
that is still associated with lung cancer patients, despite certain
advances in treatment achieved through multimodal regimes
and ‘‘new drugs’’.

As the technical possibilities of intensive medicine, including
in particular the improvement of ventilation techniques with
varying degrees of invasiveness, increase, it seems desirable to
take a fresh look at the survival and prognostic factors in lung
cancer patients admitted to a medical intensive care unit (ICU).
ADAM and SOUBANI [1] have taken up this challenge. Their
results are reported in the present issue of the European
Respiratory Journal. At first sight, the range of reasons leading
to referral for intensive care appears quite familiar and
unspectacular: first, pneumonia, followed by exacerbated
chronic obstructive pulmonary disease, pulmonary oedema
and haemoptysis. As with most studies of this kind [2, 3], the
analysis is retrospective. However, that does not, by any
means, detract from its evidential value, since the criteria on
which referrals of critically ill patients with nonmalignant
disease to intensive care have been based to date fail to do
justice to lung cancer patients with their complex requirements
[4, 5]. As in other recent studies published in the field [2, 3, 6],
it was found that short-term mortality is mainly related to the
severity of organ dysfunction and not to the characteristics of
the malignancy [1].

Like other authors before them, ADAM and SOUBANI [1]
confirm, once again, that the most complex task facing the
ICU physician is deciding on the indication for and performing
ventilation therapy in lung cancer patients. However, unlike
older studies, the study by ADAM and SOUBANI [1] reveals an
encouraging trend towards improved results for certain
groups of patients, which can be attributed to three factors:
1) patients with poor functional status or patients with no life-
prolonging treatment may be denied admission to the ICU [7];
2) earlier referral of cancer patients to the ICU for noninvasive
diagnostic and therapeutic strategies, provided that these
strategies do not delay intubation and optimal management
[8]; and 3) a better knowledge of certain complications that
develop in critically ill patients with malignancies.

What is more important and far exceeds anything that can be
learnt from figures is that the authors finally come to the
conclusion that to undergo intensive care, including mechan-
ical ventilation, is by no means fruitless for lung cancer
patients. However, while the authors rightly call for prospect-
ive studies, we must ask how, apart from employing
algorithms based on the prognosis and other factors generally
taken into account in clinical research on intensive care, future
studies can be designed in such a way that they help to arrive
at a sounder basis for making decisions. Put another way, why
is the lung cancer patient an exceptional case?

In a more general way, where ICU care does not seem
obviously futile, the intensivist may propose unlimited
management for a limited period if patients and/or family
are willing [7], after which the patients’ clinical course should
be re-evaluated. Evaluating the course of organ dysfunction
after 3 days [9, 10] or 5 days of ICU care [11] may be a better
way to establish confidence for decisions to decide against life-
sustaining therapies, if the re-evaluation shows clinical
deterioration with no available therapeutic options. However,
the use of broader criteria for ICU admission could be
associated with an increase in the proportion of deaths
occurring after decisions to limit treatment in the ICU. This
could lead to an increase in the burden on nurses and
physicians and a higher rate of conflicts [12]. If this option is
adopted, importance should be attached to the involvement of
pulmonologists and/or oncologists directly in the decision and
in the communication with the patient’s family.

The authors of a survey carried out on behalf of the European
Respiratory Society to assess end-of-life practices in patients
admitted to European respiratory intermediate care units and
high dependency units [5] came to the conclusion that all the
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largest studies, consensus conferences [13] and reviews
regarding end-of-life decisions have unfortunately been
performed in acute patients admitted to the ICU, and thus
may not necessarily apply to chronic respiratory patients and
respiratory physicians or associated personnel. In view of the
regrettable fact that ,85% of all lung cancer patients are still
dying of cancer in the long term, with every step in the
direction of more invasive treatment, the question immediately
arises as to the arguments for not employing more invasive
treatment, i.e. for establishing criteria for limiting treatment
[14]. If lung cancer that can no longer be treated curatively is
classified as belonging to the group of advanced chronic lung
diseases, we find that among the features that these diseases
share are not only a clearly reduced life expectation, but also a
permanently impaired quality of life [15]. We need to attach far
more weight to these factors when evaluating intensive care
than in the past. Irrespective of the usual main goal of intensive
therapy, i.e. to eliminate life-threatening conditions or compli-
cations, patients with chronic lung disease were found to have
an increased rate of depression, communication problems and
fear of death and pain after undergoing mechanical ventilation,
which calls the success of the treatment into question [16].

In the current practice of lung cancer treatment, it is only very
rarely the case that patients, their relatives and significant
others are asked for their views at an early stage, before
situations such as acute respiratory insufficiency or sepsis and
the possible sequelae of intensive care arrive. If this were done,
it could help to establish a more reliable basis for future
decision-making as the disease progresses for all concerned.
Where the scope for medical interventions is limited, both
patients’ and their relatives’ acceptance of the proposed
measures are decisively influenced by the participation and
communication skills of all involved. A dialogue of this kind
should take into account not only current developments in
medical technology, but also differences in ethical views and
legislative requirements in different countries [5]. It seems
absurd that these aspects are not mentioned at all in current
reports on the improvements in the results of the intensive care
of cancer patients [7].

There is another reason why there are many more layers to the
discussion in patients with advanced malignant disease. It has
been established that noninvasive ventilation can be employed
not only to treat acute respiratory insufficiency, but also as a
useful palliative measure in the terminal phase, i.e. without
any prospects of or intent to prolong life [17]. However, from
an ethical point of view, even though the level of invasiveness
is lower, it is still necessary to inform the patient about it just as
for intubation, since it is definitely a form of full ventilation
[15]. Caution is required especially where the use of
noninvasive ventilation is a routine measure as, for example,
in a specialised hospital department, since there is a risk that
mask ventilation will be used in patients with multiple
conditions without consulting them sufficiently beforehand.
Decisions on purely palliative interventions in intensive care
require social and communication skills similar to those
required in the management of diseases of the internal organs.
Wherever possible, dialogue should take precedence over
making decisions without consulting the patient, which
doctors who are accustomed to being action orientated are
naturally prone to do. However, if such a dialogue is regularly

sought, this is likely to eliminate the risk of making this error
in decisions on whether to initiate intensive care more
permanently and rapidly than a mere refinement of the
classical algorithms of intensive care. Ideally, such ethical
and communicative aspects that affect the selection of patients
to be transferred to an intensive care unit should also be
stipulated as criteria for inclusion in study protocols. The
question is, how?

Notwithstanding these uncertainties, what aspects of currently
available studies can be summarised with sufficient reliability
to really be of help in decision-making? What is most evident
from these studies is that attempts to resuscitate incurable lung
cancer patients are almost always doomed to fail, i.e. the
patient dies within a short time. The prognosis of treatment of
acute respiratory insufficiency depends on tumour stage and
morphology and thus it differs so widely that it no longer
seems possible to formulate an algorithm based on scalable
parameters. While there is a substantial difference between
patients with nonsmall cell lung carcinoma in stages I and IV
(25 versus 88% 30-day mortality) [2], this figure alone is of little
help when it comes to making a decision. None of the studies
published to date are suitable, purely in terms of sample size,
for drawing conclusions regarding tumour-specific treatment
criteria. From the pneumological and oncological standpoints,
it is decisive whether patients are at the beginning or the end of
their treatment career, but this has never been discussed in the
literature. The decision is also not made easier by the fact that
it has recently been shown that, even without an objective
response, patients may have a favourable prognosis and a
good quality of life as long as time to progression can be
prolonged [18]. Moreover, a patient’s age should not be used as
a criterion for deciding for or against intensive care. Research
on the evaluation of tumour-specific therapy has already
demonstrated that the prognosis is mainly by the stage of the
tumour and that it is important not to fall prey to the
temptation to make a greater effort to treat particularly young
patients than is justified by the stage of their tumours [19].
Comorbidities can be both a reason to limit treatment and an
indication for intensive care and can thus only be assessed by
taking the whole situation into consideration. Leaving inter-
pretations aside, there are no further recommendations for
medical interventions apart from a more or less reliable
injunction not to resuscitate [1].

There is, however, one thing that we should definitely do and
that is espouse an interdisciplinary approach, both in practice
and in our studies, much more than in the past. In addition to
the importance of taking the patient’s wishes into account, it
can only further the decision-making process if representatives
of other disciplines, such as psychologists, members of an
ethics committee or a hospital chaplain, play a substantial role.
To date we are still far from having achieved such a basis for
decision making. What usually happens is that a single doctor
or team of doctors act on their own. In view of the need for
interdisciplinary co-operation in the field of tension between
curative and palliative medicine, technology, ethics and
legislation, this recommendation would seem even more
crucial. Although this may not shift the balance between the
indication for intensive care and for limiting treatment for
ethical reasons, there is good reason to believe that in the
future the debate on the justification for intensive care will
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become more objective and less emotional. This is the strategy
that needs to be followed if we aspire to achieve a truly
objective evaluation of all relevant prognosis parameters
involved, the subjective evaluations of which are currently
still causing a rift between doctors and patients.
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