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Resuscitation, yes or no ? the criteria 2
for transferring patients with hematological
malignancies to intensive care. A qualitative

study
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Abstract

Background Having a hematological malignancy increases the risk of a poor-quality end of life and of dying in
intensive care. There is no prognostic score to predict survival on admission to intensive care, but many patients die
there. To identify the criteria used in deciding to transfer patients with hematological malignancies to intensive care.

Methods It is a qualitative study. For each patient with a hematological malignancy who died in intensive care, the
resuscitator and hematologist involved in the decision to transfer the patient to intensive care were contacted. The
study ran at Lyon Sud Hospital Center, between 1 November 2018 and 30 April 2019. Semi-structured interviews were
conducted with data triangulation. Seventeen doctors were contacted, and 17 interviews were conducted.

Results When transferring a patient with a hematological malignancy to intensive care, we identified (i) patient-
specific decision criteria for the transfer, namely prognosis of the disease and treatments received, and (ii) decision
criteria specific to hematologists and resuscitators, namely difficulty confronting management failure, convenience of
transfer to the ICU for hematologists, and attachment of hematologists to their patients.

Conclusion Organizational convenience of transfer to intensive care was the main criterion for hematologists, but
emotional attachment favored futile obstinacy, doing everything possible to the detriment of the patient’s comfort. It
would be useful to make an upstream appraisal of the impact that an early evaluation of the level of care of patients
with hematological malignancies could have on reducing deaths in intensive care.
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Background

Recent therapeutic advances have extended the life
span of cancer patients [1]. However, cancer remains
the leading cause of death in France [1]. Progress made
in intensive care has led to a better understanding of the
complications arising during cancer and their possible
reversibility [2]. However, 10-33% of cancer patients still
die in intensive care [3, 4]. The American Society of Clin-
ical Oncology (ASCO) recommends avoiding intensive
care admissions at end of life [5] owing to a risk of poor-
quality end-of-life care in such patients [5, 6].

The transfer of a patient to intensive care in response
to a life-threatening situation is justified [7]. However, the
purpose of transferring a cancer patient to intensive care
is to optimize the patient’s recovery [7], and reduce mor-
tality by early management [8], without yielding to futile
obstinacy [7]. There is no reliable individual prognostic
score for survival of a cancer patient in intensive care
at the time of admission [8—11]. The factors influencing
resuscitators in the admission of a patient to their depart-
ment are the prognosis of the underlying disease and that
of the acute disease [12], as recommended by the French
Association of Supportive Cancer Care (AFSOS) for can-
cer patients [7]. When a decision is made to transfer to
intensive care, cooperation between resuscitators and
onco-hematologists is necessary [13, 14].

The physicians responsible for transferring patients to
the ICU make their decisions through a process of indi-
vidual appraisal [15]. The rationales underlying these
decisions are multiple and depend on the physicians’
skills [15, 16], the representations they have of their pro-
fession [15], the patient’s medical situation [12, 16], the
wishes of patients and their relatives [15], and the general
organization of the hospital [15].

Some 20-30% of patients with onco-hematological
diseases die in intensive care [3, 4]. Patients with hema-
tological malignancies die more often in intensive care
than those with solid cancers [4, 17]. This is due to spe-
cific features of hematological malignancies that make
it more difficult for hematologists to discuss end-of-life
issues than for oncologists [18, 19]. These specific fea-
tures include the chronicity of the pathology, which
modifies the carer-patient relationship, intercurrent
complications, which can lead to spectacular improve-
ments in patients, strengthening the therapeutic opti-
mism of carers [14, 18, 19], the high technical level of the
care provided in the hematopoietic transplant depart-
ment, which devalues a patient’s transfer to intensive care
[14, 18, 19], and a state of consciousness maintained until
close to death [20].

Doctoral research at the Lyon Sud Hospital Center
(CHLS) found that 33% of deaths among patients with
hematological malignancies in 2015 occurred in intensive
care [21].
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We conducted a single-center qualitative study in
2019 among physicians involved in deciding to transfer
patients with hematological malignancies from a hema-
tology department to the intensive care unit who subse-
quently died there. Our main objective was to identify
the criteria used in deciding to transfer patients with
hematological malignancies to the ICU.

Methods

The interviews were conducted by a female practi-
cioner, who worked in the Mobile Palliative Care Team
of the Lyon Sud Hospital Center (CHLS). It was her fisrt
research experience. She knew participants through her
work with the Mobile Palliative Care Team by giving
advices for patients’ management. This study was ini-
tially performed for a student’s medical practice thesis.
The interview guide used in the study was developed by
two practioners, one of them had extensive experience
as a palliative care researcher and had worked in pallia-
tive care for a long time and a psychologist. The study has
never been published elsewhere (supplementary file). The
participants were physicians and they were informed that
the interviews were being conducted as part of a research
project. This was a qualitative study underpinned by
grounded theory with phenomenologic interpretative
analysis orientation. We can explain this choice because
we studied the feelings of practitioners who had to do
decision-making process. We needed to clarify some of
their answers by using reformulations and it would not
have been possible with closed questions or standardized
questionnaires.

For each patient from the CHLS hematology depart-
ment who died in the ICU at the CHLS, the hematologist
and the resuscitator who managed the patient and were
involved in the decisions were contacted.

Contact was made by e-mail and, if necessary, by pro-
fessional telephone. Physicians were contacted in the
order of the patient deaths, from most to least recent,
between 1 November 2018 and 30 April 2019.

The interviews were conducted individually with the
investigator in a quiet room at the workplace. Some
interviews were repeated when the same physician had
been involved in several clinical situations.

The study was registered with the French data protec-
tion agency (CNIL) at Hospices Civils de Lyon (HCL)
under No. 19-062. All experimental protocols were
approved by a licensing committee : the Hospices Civils
de Lyon (HCL) Ethics Committee who waived the need
of informed consent because the participants were phy-
sicians and the study concerned situations involving
deceased patients. All methods were carried out in accor-
dance with Declaration of Helsinki.

We contacted all the hematologists and resuscita-
tors involved in deciding to transfer a patient with a
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hematological disease from a hematology department to
the ICU at the CHLS who subsequently died there. Some
physicians were eligible to be potentially included and
when approached they refused participation.

The interviews were conducted according to an inter-
view guide drawn up by the steering committee, which
was modified after two test interviews. They were
recorded with a Dictaphone, transcribed in full and ano-
nymized to facilitate analysis. No fields note was written
during the interviews. The questions in the interview
guide were open-ended, allowing free expression of rep-
resentations. Follow-up questions were included to allow
the completion of a sentence or idea. Once transcribed,
the interviews were not returned to the participants.

The interviews were pursued until data saturation was
reached. Data saturation is defined as when two succes-
sive interviews yield no new data, and so collecting fur-
ther information provides little additional knowledge.
Data saturation was achieved by the 17th interview.

Analysis
The results were analyzed and the analysis report was
drafted with the help of two associate investigators who
were two palliative practioners and a psychologist.

They first independently carried out open coding on
each interview, reviewing the transcripts multiple times
to identify and categorize data. The second step divided

10 patients included

|

17 physicians contacted
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up the interview into ‘units of meaning; to highlight what
the participants wanted to express. We than completed
this open coding using axial coding to make connections
between the interviews. In this last step, all items were
categorized into major themes. We didn't use a soft-
ware to code. One of the authors transcribed the quotes
verbatim. Participant’s didn’t provide feedbacks on the
findings.

The interviews underwent qualitative analysis. Quotes
from the participants are included to support our con-
clusions, and editing was kept to a minimum to preserve
authenticity. Ellipses (...) indicate that the quote is cut
and irrelevant information deleted. When contextual
clarification is necessary, information is added in square
brackets [...].

This article meets the Consolidated Criteria for Report-
ing Qualitative Research guidelines.

Results
The interviews were held from May to July 2019. They
lasted 17.5 min on average [10-22].

Our sample, drawn from 10 clinical situations, con-
sisted of 17 physicians: eight resuscitators and nine
hematologists. Of these, three were not included : one
hematologist refused to take part, one hematologist could
not be reached, and one resuscitator could not remember
the relevant patient. We conducted 17 interviews until

1 physician unreachable

|

14 physicians included and

questioned

A4

1 refusal

1 could not remember the deceased patient

7 resuscitators

7 hematologists

Fig. 1 Flow chart of the study
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the data were saturated. Two doctors had several inter-
views. Figure 1.

Of the physicians surveyed, 100% of the hematologists
and 72% of the resuscitators were female. Median age was
39 years [33—47] for hematologists and 33 years [33-37]
for resuscitators. The hematologists had a median of 6
years [2—13] of professional experience, and the resusci-
tators 5 years [2—6]. None had training in palliative care.
Table 1.

In the interviews conducted, most of the physicians
endorsed the transfer of the patients to intensive care,
and the care decisions made.

Patient-specific criteria for decisions to transfer to the
ICU for hematologists and resuscitators were as follows:

— The patient’s age, “quite a big criterion. (...) I think
it’s harder to let go when [the patient is young]” H7.

— The patient’s general state before transfer to the ICU.
Although this influenced the decision to transfer to
the ICU, a poor general condition was not a criterion
for non-admission. One hematologist stated that
“[the patient’s] condition was relatively stable — poor,
but stable” H2.

— The patient’s wishes were not always taken as
a reason for transfer to intensive care. In the
interviews, some physicians emphasized taking
account of “advance directives, or knowing what the
patient wanted. (...) This is really the central point
(-..) of medicine and for the doctor generally, to know
how to respect the patient’s wishes.” R3. For others,
because the patient was not fully informed of the
seriousness of their situation, their wishes could not
be taken into account: “We didn’t tell him everything
we told the family” HS.

The criteria for ICU transfer decisions for hematologists
and resuscitators specific to the tumor pathology and the

acute event were as follows:

— The reversibility of the acute event did not always
influence the decision to transfer to intensive care.

Table 1 Population characteristics

Hematologists Resus-
N=7) citators
(N=7)
Female, n 7 (100%) 5(72%)
Age (range), years 39 (32-62) 33(31-40)
Professional experience
>10years, n 2 (29%) 1 (14%)
5-10years, n 2 (29%) 2 (29%)
<5years,n 3 (42%) 4 (58%)

Training in palliative care, n
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One hematologist stated that “In reality, we knew
that [the patient] wasn’t going to recover” H7.

— The fact that the acute event was secondary to
the oncological treatment was an argument for
transferring to the ICU. For hematologists, “I¢’s
always difficult to let patients die from serious
toxicities. This is where I think we're perhaps a little
over-eager about indications for resuscitation. (...)
We try to take on the toxicities of the treatment right
through to the end” H7. Similarly, for resuscitators,
if the acute event is linked to specific cancer
treatments, then this was an argument for doing
“full ICU (...) since it was clearly secondary to the
treatment. R9.

— The prognosis of the tumor pathology was one
criterion in decisions to transfer to the ICU, with
the objective of transferring “people for whom we
have hope that the treatment we've just initiated (...)
may be effective (...). Although it could have been
discussed because we were dealing with a disease
that was refractory to a new line of chemotherapy
with a very fragile man” HS.

In our study, we found criteria for decisions to transfer
to intensive care that were more specific to hematologists
and resuscitators. For both hematologists and resuscita-
tors, there was a difficulty confronting failure in their dis-
ciplines, because “it’s always infuriating to lose patients
like that. Even if we know that we can lose some in those
first weeks, it’s still infuriating (...). But there you have it,
it immediately brings me back to my failures” HI.

“[The resuscitator] didn’t want to accept [the patient’s
death], because in a way it meant abandoning him.” R3.

The attachment of hematologists to patients influences
the decision to transfer them to the ICU because “when
you know them, when you've been following them for a
very long time, when there’s a therapeutic alliance (...) it's
sometimes difficult not to go to intensive care even if it’s
probably not of much use and perhaps you should stop
sooner” H7. A hematologist thought that “sometimes we
transfer patients as a kind of release, sometimes because
of intense emotion and the intensity of (...) what we are
experiencing” H1.

Transfer to intensive care facilitates organization and
management for hematologists: “it’s also sometimes so
easy just to transfer (...) — we'll transfer him, they’ll put
him to sleep, they’'ll intubate him, the family will have the
impression we're doing everything we can — and that’s it
(-..)” “[Transferring to intensive care] saves us having to
hold ethical meetings beforehand (...). There’s no discus-
sion, we transfer him (...). If we decide not to transfer her,
it means that everyone has to be briefed beforehand. It
demands a lot of time and effort from us”
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Discussion

This study identifies the decision criteria for the transfer
of a patient with a hematological malignancy to an ICU
by hematologists and resuscitators. Some of the criteria
for deciding whether to transfer are specific to the patient
— life prognosis and treatments received, and some are
specific to hematologists and resuscitators — difficulties
facing up to a management failure, convenience of trans-
fer to the ICU and emotional attachment to the patient.

Hematologists find it hard to make decisions to forgo
life-sustaining therapy (DFLSTs).

Among the physicians interviewed, the vast majority
did not dispute the indication for transfer to the ICU or
the maintenance of the level of care of patients hospital-
ized in the ICU. The only cases that were discussed after
the fact were when the death was unexpected. The teams
were keen to scrutinize how they had dealt with a clinical
situation with a good prognosis.

When patients had a less favorable prognosis, the situ-
ations were not further discussed. This medical optimism
could not be challenged by the resuscitators owing to
their lack of knowledge in hematology.

In the population interviewed, death was experienced
as a failure. However, in the palliative approach, death is
defined as a natural process [22].

There is a conflict between the healing objectives
inherent in resuscitation and hematology, and death as a
possible outcome in certain situations within these spe-
cialties. Repositioning death as a natural process thus
seems essential in all situations where the disease is at
an advanced stage. This implies assessing the stage of the
disease early enough.

This study shows that the transfer to the ICU allows
hematologists to distance themselves physically from the
patient, thus buffering their experience of failure and the
attachment they have to their patients.

The transfer of patients to the intensive care unit is also
organizationally easy and time-saving for hematologists.
It lets them avoid discussions about the worsening of the
disease and having to announce a decision to stop spe-
cific treatments.

The iatrogenicity of oncological treatment was stated
in interviews as an argument for transfer to the ICU. The
initiation of a treatment implies anticipating complica-
tions and side effects. There is an escalation of commit-
ment in the management of unfavorable developments in
the ICU [23].

In our study, the patient’s wishes had little influence in
the treatment decisions. Discussing the patient’s wishes
or poor prognosis with the patient was difficult for the
medical teams in the ICU and hematology. The patient’s
state of consciousness did not always allow it, but this
was not the sole reason. The optimism of the hematol-
ogy and resuscitation teams regarding the potential
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effectiveness of their treatments and difficulties dealing
with death were also a real brake on these discussions.

In intensive care, the ability to act and react quickly
is necessary. This ability is a quality that must be main-
tained to provide optimal patient care.

In the population of physicians interviewed, the desire
to “take the right action” and to “do everything possible
for the patient” is strongly present. This entails a risk of
misguided obstinacy.

Regular collaboration with palliative care physicians,
who have a different vision and medical practice, is thus
essential from the start of the palliative phase or after
several days of hospitalization in the ICU [24, 25].

This study shows that a patient’s wishes have little
impact on the decision process for transfer to the ICU,
and that patients are not questioned before the transfer.

This study also shows that the transfer to the ICU can
enable hematologists to distance themselves physically
from their patient, thus buffering their experience of fail-
ure and the attachment they have to their patients.

The transfer of patients to the ICU is organizationally
easy and time-saving for hematologists. It enables them
to avoid discussing the patient’s level of care beforehand
with the team, and having to explain to the families the
worsening of the pathology and announce the cessation
of specific treatments.

Limitations anx strenghts of the study
Few studies of this type have been conducted to date.
Most of the physicians taking part in the study knew
the physician conducting the interviews, which may have
introduced a selection bias in the responses recorded.
Initially, this study was performed for a student’s medi-
cal practice thesis. Time constraints limited us to a single
site. It is a limit. It would have been better to make a mul-
ticentric study.
The number of interviews conducted was low although
data saturation was achieved.

Conclusion
Our study shows that the criteria used to decide whether
to transfer patients with a hemopathy to intensive care
are multiple. There are criteria specific to the patient and
the disease, such as age, prognosis of the tumor pathol-
ogy, the reversibility of the acute event, the iatrogenicity
of the oncological treatment as a cause of the acute event,
and the patient’s wishes. There are also criteria specific to
hematologists and resuscitators such as their experience
of failure in their discipline, the attachment of hematolo-
gists to their patients, and the convenience of transfer to
intensive care for hematologists.

Greater cooperation between hematologists, resusci-
tators and palliative care physicians is needed for more
beneficent decision-making at end of life. Training of
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resuscitators and hematologists in palliative care is nec-
essary to improve the overall management of patients
with hematological malignancies and improve the quality
of their end of life.

Abbreviations
ICU Intensive care units

ASCO American society of clinical oncology
AFSOS  Association francaise de soins de supports oncologiques
CHLS Centre hospitalier lyon sud

HCL Hospices civils de lyon
DFLSTs  Decisions to forgo life-sustaining therapy

Supplementary Information
The online version contains supplementary material available at https://doi.or
9/10.1186/512904-024-01624-y.

[ Supplementary Material 1 ]

Acknowledgements
We thank Richard Ryan for the English translation.

Author contributions

VB, MF and CS were responsible for the conception and original study design.
VB was responsible for the data collection. VB, MF, and CS worked on the
analysis and interpretation of the data. BP was responsible of statistic analysis.
VB wrote the first draft and MF, VG, and CT contributed to reviewing and
editing the final draft.

Funding
This study did not receive any funding.

Data availability
The data that support the findings of this study are available from the
corresponding author upon reasonable request.

Declarations

Ethical approval and consent to participate

The HCL Ethics Committee was consulted. The study was registered with the
French data protection agency (CNIL) at Hospices Civils de Lyon (HCL) under
No. 19-062. The Hospices Civiles de Lyon (HCL) Ethics Committee did not feel
that its approval was necessary and waived the need of informed consent
because the participants were physicians and the study concerned situations
involving deceased patients. All methods were carried out in accordance
with relevant guidelines and regulations in ethics approval and consent

to participate section. All methods were carried out in accordance with
Declaration of Helsinki.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Received: 21 September 2023 / Accepted: 11 December 2024
Published online: 19 December 2024

References

1. ER1312.pdf. [cité 7 nov 2024]. Disponible sur: https://drees.solidarites-sante.g
ouv.fr/sites/default/files/2024-10/ER1312.pdf

2. Azoulay E, Thiéry G, Chevret S, Moreau D, Darmon M, Bergeron A, et al. The
prognosis of acute respiratory failure in critically ill cancer patients. Med
(Baltimore) Nov. 2004:83(6):360-70.

Page 6 of 6

Beaussant Y, Daguindau E, Chauchet A, Rochigneux P, Tournigand C, Aubry

R et al. Hospital end-of-life care in haematological malignancies. BMJ Sup-
portive Palliat Care. 2018;8(3):314-324. https://doi.org/10.1136/bmjspcare-20
17-001446. Epub 2018 Feb 6. PMID: 29434048.

Hui D, et al. Quality of end-of-life care in patients with hematologic malignan-
cies: a retrospective cohort study. Cancer May. 2014;120(10):1572-8.

5. Ferrell BR, Temel JS, Temin S, Alesi ER, Balboni TA, Basch EM, et al. Integration
of Palliative Care Into Standard Oncology Care: American Society of Clinical
Oncology Clinical Practice Guideline Update. JCO 28 Oct. 2016;35(1):96-112.

6.  Earle CC, Landrum MB, Souza JM, Neville BA, Weeks JC, Ayanian JZ. Aggres-
siveness of cancer care near the end of life: is it a quality-of-care issue? J Clin
Oncol 10 Aug. 2008;26(23):3860-6.

7. Aide a ladécision de. transfert ou non transfert en réanimation d'un patient
atteint de cancer -AFSOS. Association Francophone des Soins Oncologiques
de Support. [cited 07 Novembre 2024]. http://www.afsos.org/fiche-referentiel
/aide-a-la-decision-de-transfert-non-transfert-reanimation/

Azoulay E, Afessa B. The intensive care support of patients with malignancy:
do everything that can be done. Intensive Care Med 1 Jan. 2006;32(1):3-5.

9. Kostakou E, Rovina N, Kyriakopoulou M, Koulouris NG, Koutsoukou A. Criti-
cally ill cancer patient in intensive care unit: issues that arise. J Crit Care Oct.
2014;29(5):817-22.

10.  Aygencel G, Turkoglu M, Turkoz Sucak G, Benekli M. Prognostic factors in criti-
cally ill cancer patients admitted to the intensive care unit. J Crit Care Aug.
2014;29(4):618-26.

11. Thiéry G, Azoulay E, Darmon M, Ciroldi M, De Miranda S, Lévy V, et al.
Outcome of cancer patients considered for intensive care unit admission: a
hospital-wide prospective study. J Clin Oncol 1 July. 2005;23(19):4406-13.

12. Escher M, Perneger TV, Chevrolet J-C. National questionnaire survey on what
influences doctors' decisions about admission to intensive care. BMJ 21 Aug.
2004;329(7463):425.

13.  Azoulay E, Péne F, Darmon M, Lengliné E, Benoit D, Soares M, et al. Managing
critically Il hematology patients: Time to think differently. Blood Rev Nov.
2015;29(6):359-67.

14, Manitta VJ, Philip JAM, Cole-Sinclair MF. Palliative care and the hemato-onco-
logical patient: can we live together? A review of the literature. J Palliat Med
Aug. 2010;13(8):1021-5.

15. Willmott L, White B, Gallois C, Parker M, Graves N, Winch S, et al. Reasons
doctors provide futile treatment at the end of life: a qualitative study. J Med
Ethics. 2016;42(8):496-503.

16.  Frost DW, Cook DJ, Heyland DK, Fowler RA. Patient and healthcare profes-
sional factors influencing end-of-life decision-making during critical illness: A
systematic review. Crit Care Med. May 2011,39(5):1174-89.

17. da Cruz VM, Camalionte L, Caruso P. Factors associated with futile end-
of-life intensive care in a cancer hospital. Am J Hosp Palliat Care May.
2015;32(3):329-34.

18.  Special considerations for. haematology patients in relation to end-of-life
care: Australian findings. Eur J Cancer Care March. 2007;16(2):164-71.

19.  Odejide O, Cronin A, et al. Barriers to Quality End-of-Life Care for Patients With
Blood Cancers. J Clin Oncol Sept. 2016;34(26):3126-32.

20. John Libbey Eurotext. - Hématologie - Les limitations thérapeutiques en
hématologie: réflexions et propositions éthiques de la Société Francaise
d'Hématologie. [cited 07 Nov 2024]. https://www.jle.com/fr/revues/hma/e-d
ocs/les_limitations_therapeutiques_en_hematologie_reflexions_et_proposit
jons_ethiques_de_la_societe_francaise_dhematologie_266895/article.phtml

21, Violaine Bordier. Patients atteints de cancer au Centre Hospitalier de Lyon
Sud en service de réanimation: états des lieux en 2015 et comparaison avec
2010. Université Claude Bernard Lyon 1; 2018.

22. Hanks G. White Paper on standards and norms for hospice and palliative care
in Europe: Part 1. Eur J Cancer Jan. 1994,30(4):425.

23. Braxton CC, Robinson CN, Awad SS. Escalation of Commitment in the Surgical
ICU. Crit Care Med April. 2017,45(4).e433-6.

24.  Prod’homme C, Jacquemin D, Viallard M-L, Aubry R. Discussion précoce
autour de la fin de vie: le point de vue des hématologues, étude qualitative.
Médecine Palliative: Soins de Support - Accompagnement - Ethique. 1 June.
2017;16(3):131-42.

25. Elia F, Vergano M, Di Meglio L. Feb. The patient who fell off a skyscraper.
Intensive Care Med 24 2018.

Publisher’s note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.


https://doi.org/10.1186/s12904-024-01624-y
https://doi.org/10.1186/s12904-024-01624-y
https://drees.solidarites-sante.gouv.fr/sites/default/files/2024-10/ER1312.pdf
https://drees.solidarites-sante.gouv.fr/sites/default/files/2024-10/ER1312.pdf
https://doi.org/10.1136/bmjspcare-2017-001446
https://doi.org/10.1136/bmjspcare-2017-001446
http://www.afsos.org/fiche-referentiel/aide-a-la-decision-de-transfert-non-transfert-reanimation/
http://www.afsos.org/fiche-referentiel/aide-a-la-decision-de-transfert-non-transfert-reanimation/
https://www.jle.com/fr/revues/hma/e-docs/les_limitations_therapeutiques_en_hematologie_reflexions_et_propositions_ethiques_de_la_societe_francaise_dhematologie_266895/article.phtml
https://www.jle.com/fr/revues/hma/e-docs/les_limitations_therapeutiques_en_hematologie_reflexions_et_propositions_ethiques_de_la_societe_francaise_dhematologie_266895/article.phtml
https://www.jle.com/fr/revues/hma/e-docs/les_limitations_therapeutiques_en_hematologie_reflexions_et_propositions_ethiques_de_la_societe_francaise_dhematologie_266895/article.phtml

	﻿Resuscitation, yes or no ? the criteria for transferring patients with hematological malignancies to intensive care. A qualitative study
	﻿Abstract
	﻿Background
	﻿Methods
	﻿Analysis

	﻿Results
	﻿Discussion
	﻿Limitations anx strenghts of the study

	﻿Conclusion
	﻿References


