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Abstract

Background: Acute respiratory failure (ARF) remains the leading reason for intensive care unit (ICU) admission of
immunocompromised patients. In the most severe cases, high-flow oxygen therapy may fail to ensure adequate gas
exchange, and mechanical ventilation (MV) must be used. This scenario is associated with high mortality rates of 40 to
60%, depending on the cause of ARF and type of immune deficiency. The use of non-invasive ventilation (NIV) in this
situation has been criticized as potentially delaying the initiation of optimal treatment. In contrast, early NIV used
prophylactically in patients with ARF who do not meet the criteria for invasive MV (IMV) may obviate the need for IMV,
thereby decreasing the morbidity and mortality rates. We aim to demonstrate that a management strategy including early
NIV decreases 28-day mortality rates compared to oxygen therapy alone in immunocompromised patients with ARF.

Methods/Design: This is a multicenter parallel-group randomized controlled trial comparing early NIV to oxygen therapy
alone in immunocompromised patients with ARF. All immunocompromised adult patients admitted to admission for ARF
are eligible for randomization. Patient with ARF onset more than 72 hours earlier or ARF related to cardiogenic pulmonary
edema or hypercapnia, or with a need for immediate endotracheal intubation or other organ failure are not eligible.
After inclusion patient are allocated to receive early NIV (intervention arm) or oxygen therapy only (control arm).
We plan to enroll 374 patients in 29 ICUs. An interim analysis is planned after the inclusion of 187 patients. The main
objective is to demonstrate early NIV increases survival as compared to oxygen therapy alone. Other outcomes include
the need of IMV, organ failure evolution, nosocomial infections rate, 6 months survival.

Discussion: This study is expected to demonstrate an improved 28-day survival in immunocompromised patients
managed with early NIV.

Trial registration: Registration number: Clinicaltrials.gov NCT01915719. Registered on 26 July 2013.
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Background
Acute respiratory failure (ARF) in immunocompromised
patients is both common and severe [1]. ARF is the leading
cause of ICU admission in patients with hematological or
solid malignancies. The most recent studies have found
mortality rates of nearly 50% in this population [1-3]. Mor-
tality rates are highest in patients with severe respiratory
distress requiring invasive mechanical ventilation (IMV). In
this situation, mortality can reach 40% in organ transplant
recipients and patients receiving immunosuppressive treat-
ments [4], and 60% in patients with hematological or solid
malignancies [1-3].
Noninvasive ventilation (NIV) via a mask was intro-

duced in the 1990s with the primary goal of decreasing
the need for IMV and the rate of IMV-related complica-
tions. NIV has been chiefly evaluated in two indications:
(a) as an alternative to IMV in patients with severe ARF
meeting criteria for IMV, and (b) as a means of avoiding
IMV in patients with ARF who do not meet criteria for
IMV. The use of NIV in patients with severe ARF has
been criticized, as the failure rate is nearly 50% among
immunocompromised patients and excess mortality oc-
curs among patients who receive delayed IMV [5-7].
Some studies even found improved survival after early
IMV [5,6,8]. NIV is an accepted treatment when criteria
for IMV are not met, although the underlying level of
evidence is low [9-12]. A single randomized trial in 52
patients established that early NIV improved survival in
immunocompromised patients [11]. However, this study
Figure 1 Outcomes associated with the in-ICU use of non-invasive vent
has three major flaws: (a) the patients were recruited at
a single center; (b) the mortality rate among patients
managed with IMV was 90%, which is considerably
higher than current rates; and (c) acute illness severity
varied across patients, with some patients apparently
meeting criteria for IMV at baseline and others having
no criteria for severe ARF. Nevertheless, the beneficial
effect of NIV on survival was impressive: mortality was
81% without NIV and 50% with NIV. The result of an
Italian study of 40 solid organ transplant recipients sup-
ports the beneficial effect of postoperative NIV on sur-
vival [12].
Figure 1 illustrates these data by showing the results of

studies reporting outcomes of immunocompromised pa-
tients with ARF. We compared hospital mortality in pa-
tients managed with oxygen alone and in patients given
NIV.
This forest plot figure represents cohort studies or trials

reporting both patients receiving oxygen or NIV. Studies
are presented with first author name, year of publication
(number of patients treated with oxygen only and number
of patients receiving NIV and oxygen). Odd Ratio (OR
and [95% CI] comparing mortality associated with the use
of NIV.
These studies include: two randomized ICU trials com-

paring two strategies for managing immunocompromised
patients with ARF (Antonelli and Hilbert) [11,12]; a 2004
prospective nonrandomized trial evaluating the impact of
ARF in patients with hematological or solid malignancies
ilation in immunocompromised patients. Adapted from Azoulay E, 13.
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(Azoulay) [1]; an ICU study in non-intubated patients
with ARF randomized to two different diagnostic strat-
egies (Azoulay) [13]; a retrospective study of ICU patients
with ARF managed with oxygen only or NIV (Depuydt)
[14]; and a 2011 multicenter Italian observational ICU
study of patients with hematological malignancies and
ARF (Gristina) [15].
This literature review shows no difference in mortality

rates between patients managed with oxygen only and
those given NIV. However, none of these studies pro-
vides a sufficient level of evidence. In addition, patients
in whom ARF was combined with other organ failures
were not separated from those with isolated ARF. This is
an important point, as the risk of mortality is known to
increase with the number of organ failures and the se-
verity of the ARF. Overall, these studies suggest that
NIV may be useful as a prophylactic treatment to obvi-
ate the need for IMV. In contrast, the use of NIV as an
alternative to IMV in patients with severe ARF seems to
adversely impact survival.
We have planned a multicenter randomized controlled

trial in immunocompromised patients with ARF. This trial
will be carried out in 29 specialized ICUs in France and
Belgium (in teaching hospitals, community hospitals, and
national cancer network hospitals) with high admission
rates of immunocompromised patients. The study object-
ive is to demonstrate that incorporating early NIV into
the management strategy for patients with ARF who do
not meet criteria for IMV improves survival compared to
oxygen only.

Methods/Design
The IVNIctus trial is a prospective, multicenter, open-
label, randomized controlled trial comparing a manage-
ment strategy including early NIV with oxygen alone in
immunocompromised patients admitted to ICU with
ARF. Early NIV is defined as NIV treatment for patients
with ARF who are without any other organ failure or in-
tubation criteria (intubation criteria would be described
further (in patient management bias paragrah)).
The study hypothesis is that early NIV decreases mortal-

ity in immunocompromised patients requiring ICU admis-
sion for ARF. The primary evaluation criterion is survival
on day 28 after randomization. Secondary evaluation cri-
teria are proportion of patients treated with IMV in each
group, number of organ failures (Sequential Organ Failure
Assessment score) 72 hours after randomization in each
group, invasive mechanical ventilation duration and ICU
stay length in each group, patient comfort in each group,
frequency of nosocomial infections in each group, survival
at six months after randomization.
The primary study objective is to demonstrate that in

immunocompromised patients admitted to the ICU
with ARF, a management strategy including early NIV
improves 28-day mortality compared to high-flow oxy-
gen without NIV.
Ethics
The study was approved by the local independent ethic
committee (Comite de protection des personnes CPP Ile
de France IV, Saint Louis on 21 May 2012, number
2012/11SC), the French health authorities (AFSSAPS)
on 11 5 2011, number EudraCT 2011-A00591-40. The
University Hospital of Paris (AP-HP) is the sponsor of
the trial. Informed consent will be obtained from each
participant.
Eligibility criteria
Only patients meeting all inclusion criteria may be in-
cluded. Inclusion criteria are as follows: age >18 years; ICU
admission; immune deficiency due to any cause (solid
organ transplantation, hematological or solid malignancy
under treatment or in remission for less than five years, or
immunosuppressive treatment defined as corticosteroid
therapy (1 mg/Kg/day prednisone equivalent or corticoster-
oid therapy for longer than one month) or use of another
immunosuppressant drug (in a high dosage or for longer
than one month); ARF (other than during the postop-
erative period after cancer surgery) defined as hypox-
emia <60 mmHg on room air and/or clinical evidence
of respiratory distress (intercostal recession or polyp-
nea >30/min or dyspnea at rest); and onset of ARF
within the last 72 hours.
Patients meeting any of the following exclusion criteria

will be excluded from the study: hypercapnia >50 mmHg or
greater than 10 mmHg PaCO2 increase after oxygen therapy
initiation, requirement for immediate IMV, probable cardio-
genic acute pulmonary edema, requirement for vasoactive
therapy (epinephrine or norepinephrine >0.3 μg/Kg/min),
impaired consciousness (Glasgow Coma Scale score <13),
do-not-intubate decision, long-term oxygen therapy, refusal
of the patient or family to provide consent to the study, on-
going myocardial infarction or acute coronary syndrome,
pregnancy or breastfeeding or absence of coverage by the
French statutory health insurance system.
Description of the study methodology
Study arms
The control group will consist of patients included in
the study and allocated at random to the arm managed
with oxygen but no NIV. In patients requiring intub-
ation, use of NIV to secure the procedure is allowed.
The intervention group will consist of patients included
in the study and allocated at random to the arm man-
aged with one hour NIV sessions in addition to oxygen.
A total of six hours is required on the first day.
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Patient recruitment modalities
All 29 recruiting ICUs (Additional file 1: Table S1) have
considerable experience and expertise in the manage-
ment of immunocompromised patients. The 29 ICUs
participating in the study each admit 50 to 200 immuno-
compromised patients per year, including the 10 to 20%
who meet IVNIctus trial eligibility criteria. Consecutive
patients admitted to these ICUs and meeting all the in-
clusion criteria and none of the exclusion criteria will be
included into the trial.

Randomization and study treatment
Eligible patients will be randomly assigned, in a 1:1 ratio, to
one of the two treatment arms. Randomization will occur ei-
ther at ICU admission or when the eligibility criteria are
met if the patient was admitted for a reason other than
ARF. Randomization will be performed via the website
telemedicine cleanweb.aphp. After having completed the
randomization webpage, the investigator will receive the
treatment arm designation. Time zero will be defined by
randomization time. Randomization will be stratified by cen-
ter, oxygen flow rate at randomization (>or ≤9 L/min), and
reason of immunosuppression (oncologic and hematologic
malignancy or immunosuppressed treatment and solid
organ transplantation). All the data will be notified in an e-
CRF on the website telemedecine cleanweb.aphp.
In the early NIV group (intervention group), NIV ses-

sions will be administered throughout the 24-hour cycle,
with oxygen therapy sessions in the intervals, the objective
being to maintain SpO2 > 92%. NIV would be given for at
least six out of 24 hours during the first 24 hours. In the
oxygen-only group (control group), continuous oxygen
therapy will be provided to maintain SpO2 > 92%.

Treatments and procedures allowed during the trial
Bronchoalveolar lavage
BAL may be performed under NIV in both groups if re-
quired by the patient’s condition. The efficacy and safety
Figure 2 Study diagram. ARF, acute respiratory failure; NIV non-invasive v
of an NIV session used to perform bronchoscopy have
been evaluated previously [16]. NIV duration and parame-
ters will be recorded in the patient’s case report form.
Preoxygenation before intubation
This technique consisting in a NIV session immediately
before endotracheal intubation has been shown to de-
crease the decline in oxygen saturation during intubation
[17]. It may be used in both groups.
Intravenous treatments
Participation in the trial does not result in any restric-
tions in the use of specific treatments required by the
patient’s underlying disease and/or ARF.
Detailed description of the conduct of the study
Figure 2 shows a diagram of the study procedures.
Table 1 summarizes the clinical and laboratory test per-

formed throughout the study.
Evaluation at study inclusion (T0)
The evaluation at study inclusion will consist of clinical
characteristics of the patient, underlying disease, disease
responsible for ARF, and investigations usually performed
at ICU admission of immunocompromised patients with
ARF.
Evaluations during study participation
Evaluations performed during study participation will con-
sist of respiratory characteristics (respiratory rate, SpO2,
oxygen flow or FiO2) every hour within the first 24 hours;
data to assess the disease course on day 1, 2, 3, 4, 5, 6, 7,
14, and 28 (the worst value will be recorded); clinical data;
results of investigations; and data on NIV tolerance and
efficacy.
entilation.



Table 1 Clinical and laboratory data

Clinical data Laboratory data

To: randomization Underlying disease

ARF characteristics

First 24 hours Respiratory rate, SpO2, oxygen flow or FiO2

Day1 to Day7, Day14, Day28 Respiratory data SOFA score

Course of respiratory and other organ failure

Suspected diagnosis every day

Tolerance of NIV in NIV group

Intubation criteria in both groups

Day28 Mortality

Diagnosis of ARF

Respiratory investigations

Hospital acquired infections

Day180 Mortality

SpO2: oxygen pulse saturation; FiO2: inspired oxygen fraction; SOFA: Sequential Organ Failure Assessment; ARF: acute respiratory failure; NIV non-invasive
ventilation, T0: time of randomization.
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Evaluation at the end of study participation
Evaluations performed at the end of study participation will
consist of mortality on day 28, ICU length of stay, hospital
length of stay, time on IMV, and mortality on day 180.
Bias minimization strategies
Recruitment bias
Before randomization, no patients will receive humidified
high-flow oxygenation. Severity of ARF will be only assessed
with the oxygen flow need at randomization, through Ven-
turi mask or nasal cannula. After randomization, patients
will receive a humidified high-flow cannula according phys-
ician. Humidified high-flow cannula use will be recorded
and analyzed.
We will include only patients with ARF but no circu-

latory failure at baseline (defined by the need of vaso-
pressor over 0.3 μ g/Kg/min), to obtain a population of
patients who have severe disease but do not meet the
criteria for IMV. We will include consecutive immuno-
compromised patients, with no restrictions based on
type of disease or treatment, in order the replicate usual
ICU practice. Patients in whom HIV infection is the
only cause of immunodeficiency will not be included
since recent data show differences in outcomes between
HIV-infected patients and patients with other causes of
immune deficiency. HIV-infected patients with other
immunocompromised disease will be included.
Patient management bias
We will use predefined NIV parameters, oxygen therapy
parameters, and IMV criteria to standardize patient
management.
Non-invasive ventilation parameters
We will use the NIV settings recommended for the man-
agement of ARF, in pressure support ventilation. The
mask most appropriate for the patient will be selected and
adjusted to minimize leakage and pressure points. The
level of inspiratory assistance will be increased gradually
to obtain a tidal volume (VT) of 7 to 10 mL/Kg with a re-
spiratory rate (RR) <25/min. The positive expiratory air-
way pressure will be increased from 2 to 10 cm H2O to
obtain a FiO2 < 65%. The FiO2 value will be set to keep
SpO2 > 90%. The inspiratory trigger will be set at the low-
est possible value. The physician in charge of the patient
will check that asynchronous cycles are kept to a mini-
mum (number of asynchronous cycles/total number of cy-
cles <10%). The ventilatory settings will be chosen based
on continuous SpO2 monitoring and arterial blood gas
values. NIV will be used for at least six hours within
24 hours for two days, in sessions of at least 30 to 45 mi-
nutes, with oxygen therapy in the intervals.
Criteria for weaning off NIV are as follows: resolution of

the signs of respiratory distress, RR <25/min between NIV
sessions, P/F >200 for 24 hours, or the patient refuses NIV
and does not meet the criteria for IMV. In patients requir-
ing NIV for longer than 12 out of 24 hours or over more
than five days, the need for IMV should be evaluated and
the level of NIV use considered excessive.

Oxygen parameters
The oxygen flow rate delivered through a mask will be
set to maintain SpO2 > 90%. The choice of the oxygen
therapy system will be at the discretion of the physician.
For patients receiving oxygen through a mask, FIO2

will be estimated according to the oxygen delivery sys-
tem and oxygen flow.
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Invasive mechanical ventilation criteria
The criteria for IMV are: severe hemodynamic instability
(norepinephrine or epinephrine >0.5 μ g/Kg/min), cardio-
respiratory arrest, ongoing myocardial infarction, severe
encephalopathy (Glasgow Coma Scale score <11), severe
airway secretion retention, worsening of respiratory dis-
tress (SpO2 < 92% or RR >40/min) regardless of the oxy-
gen flow rate or use of accessory muscles of respiration,
inability to maintain PaO2 > 65 mmHg with FiO2 > 0.6, de-
pendency on NIV with inability to remain off NIV for lon-
ger than two hours, or >50% increase in the time on NIV
from one day to the next (for example, six hours of NIV
on D1 followed by more than nine hours on D2).

End of the trial
Each patient will be in the trial for six months. Premature
study withdrawal will be considered if one of the following
occurs: death within the first 28 days, or if requested by
the patient or next of kin. Patients withdrawn prematurely
from the trial should undergo the procedures scheduled
for the last trial visit, to the extent possible. Furthermore,
the reason for premature trial withdrawal must be re-
corded both in the case-report form and in the source
document.

Statistical analysis
The analysis will be performed according to the intention-
to-treat approach. We will use the chi-square test to com-
pare 28-day mortality rates in the group managed with
oxygen only and in the group managed with oxygen and
early NIV. Randomization will be stratified on the under-
lying disease (hematological or solid malignancy versus
other) and on ARF severity as assessed by the baseline
oxygen flow rate (≤9 L /min versus >9 L/min to obtain
SpO2 > 95% and/or resolution of the signs of respiratory
distress). We will test for an interaction between the treat-
ment effect and the underlying disease. If such an inter-
action is found, we will use the chi-square test to look for
a treatment effect within the stratification subgroups.
We will correct for the multiple comparisons using the
Bonferroni test (error of first order 0.025). Similarly, we
will look for an interaction between the treatment effect
and baseline ARF severity. If such an interaction is found,
we will use the chi-square test to look for a treatment ef-
fect within the stratification subgroups. We will correct
for the multiple comparisons using the Bonferroni test
(error of first order 0.025).
For the secondary evaluation criteria, we will use the chi-

square test to compare the proportions of patients with
treatment failure (defined by the need of IMV), and noso-
comial infection in the two treatment arms. The procedure
described above for potential subgroup analyses of the pri-
mary evaluation criterion will be used for these secondary
evaluation criteria. Wilcoxon’s test will be performed to
compare the number of organ failures (SOFA score) be-
tween the two arms 72 hours after study inclusion. Median
hospital and ICU length of stay will be compared between
the two arms using the Kaplan-Meier estimator, with dis-
charge alive as the event of interest and death as the cen-
soring event. Time on invasive mechanical ventilation will
be compared between the two arms using the log-rank test.

Sample size estimation
Based on previous studies in the field and on evidence
of declining mortality rates over the last decade among
ICU patients with hematological or solid malignancies
[12,13,18,19], we expect 28-day mortality rates of 20%
in the early NIV arm and 35% in the oxygen-only arm.
With alpha set at 0.05, 90% power, and the chi-square
test, 187 patients are needed in each arm, totalling 374
patients in all. A single interim analysis to assess super-
iority is scheduled. The interim analysis will take place
after inclusion of half the patients (n = 187). The criteria
for premature study discontinuation based on the re-
sults of this single interim analysis will be those defined
by O’Brien and Fleming [20]. All tests will be two-sided.
The statistical analysis will be performed using SAS
9.1.3 (SAS, Inc., Cary, NC, USA) (or a more recent ver-
sion) or R.2.15.2 (R foundation for statistical computing,
Vienna, Austria). (or a more recent version).

Provisional time table
Based on the recruitment rates in the TRIAL-OH study
[21] of consecutive hematology patients admitted to the
same ICUs (appendix 4, study ongoing), the 30% propor-
tion of patients with ARF who were not intubated at ICU
admission in the same study, and the admission rate of
immunocompromised patients in the study centers, re-
cruitment is expected to last approximately 30 months.
The Data and Safety Monitoring Committee will meet
regularly to review adverse events recorded during the
trial. The overall data analysis will be performed under the
responsibility of Professor Chevret and Dr Resche-Rigon
at the Biostatistics Department of the Saint-Louis Teach-
ing Hospital, Paris, France.

Data and Safety Monitoring Committee
An independent data and safety monitoring committee
will be established. This committee will have three mem-
bers: Professor S Jaber (Saint-Éloi teaching hospital,
Montpellier, France)), Dr CE Luyt (Pitié Salpêtrière,
teatching hospital Paris France), and Professor B Maitre
(Henri Mondor teatching hospital, Crétei, Francel).
The mission of the Data and Safety Monitoring Com-

mittee consists of monitoring the safety data and provid-
ing the study sponsor with recommendations about
whether the trial should continue as planned, prolonged,
or stopped prematurely. It will also be responsible for
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evaluating the results of the single interim analysis of su-
periority scheduled to occur after the inclusion of half of
the patients (N = 187). The criteria defined by O’Brien and
Fleming [20] will be used to determine whether the results
of this interim analysis warrant premature discontinuation
of the trial.

Discussion
ARF remains the most frequent and challenging life-
threatening event in patients with hematological
malignancies [1,5-7,14,18]. In patients with prolonged
neutropenia (acute leukemia or bone marrow tranplant
recipients), respiratory events occur in up to half of
cases, of which a further half are complicated by ARF
[22]. Despite a recent improvement in survival, IMV re-
mains associated with high mortality in immunocom-
promised patients with ARF [21-24]. NIV has been
associated with an increase survival for these patients,
in an era when IMV was associated with a mortality rate
of over 80% [9,11]. In recent studies, mortality after in-
tubation was 60% in hematological patients and 40% in
immunocompromised patients [5,13,19,21]. In that set-
ting, appropriate management of the patients with ARF
became uncertain.
Moreover, a crucial point is the difference between

early and late NIV. Early NIV is used in patients who do
not meet criteria for IMV. In contrast, late NIV is given
as an alternative to IMV. Several recent studies found
higher mortality rates among patients who failed NIV
than among patients managed with first-line IMV [5,19].
In addition, in recent years outcomes have improved
among immunocompromised patients admitted to the
ICU, including those managed with IMV [5,7,19,21].
This improvement is ascribable not only to better pa-
tient selection for ICU admission, but also to better
overall management of the underlying disease and ARF.
Most of the studies evaluated NIV without really con-
trolling time between ARF onset to NIV implementa-
tion, without taking into account ARF etiology, and/or
without taking into account the presence of associated
organ dysfunction at the time of NIV initiation. As a
consequence, prophylactic NIV (in patients with hypox-
emia but no respiratory distress) and curative (patients
with respiratory distress needing ventilatory support)
were lumped together.
We expect this trial to assess a management strategy

including early NIV and to identify risk factors for IMV
among immunocompromised patients with ARF.

Trial status
The trail is currently recruiting patients. Inclusion started
on 1 September 2013 and the number of included patients
so far is 162. The estimated length of inclusion time is
30 months.
Additional file

Additional file 1: Table S1. List of investigators involved in the study.

Abbreviations
ARF: Acute respiratory failure; ICU: Intensive care unit; IMV: Invasive
mechanical ventilation NIV, Non-invasive mechanical ventilation.

Competing interests
The authors declare that they have no competing interests.

Authors’ contributions
VL and EA drafted the manuscript. MRR prepared the statistical analysis and
helped to draft the manuscript. All authors read and approved the final
manuscript.

Acknowledgements
This study is funded by two research organizations (Legs Poix research grant,
Association Outcomerea research grant 2012). The authors thank A Wolfe for
helping to prepare the manuscript.
All non-authors have consented to publication of their information.

Author details
1Medical ICU, Assistance Publique Hopitaux de Paris, St Louis Hospital, 1
avenue Claude Vellefaux, 75010 Paris, France. 2Department of Biostatistics,
Assistance Publique Hopitaux de Paris, St Louis Hospital, 1 avenue Claude
Vellefaux, 75010 Paris, France. 3Faculté de Medicine, Université Paris-Diderot,
Sorbonne Paris-Cité, 5 Rue Thomas Mann, 75013 Paris, France.

Received: 16 April 2014 Accepted: 4 September 2014
Published: 25 September 2014

References
1. Azoulay E, Thiéry G, Chevret S, Moreau D, Darmon M, Bergeron A, Yang K,

Meignin V, Ciroldi M, Le Gall JR, Tazi A, Schlemmer B: The prognosis of
acute respiratory failure in critically ill cancer patients.
Medicine (Baltimore) 2004, 83:360–370.

2. Thiéry G, Azoulay E, Darmon M, Ciroldi M, De Miranda S, Lévy V, Fieux F,
Moreau D, Le Gall JR, Schlemmer B: Outcome of cancer patients
considered for intensive care unit admission: a hospital-wide prospective
study. J Clin Oncol 2005, 23:4406–4413.

3. Benoit DD, Vandewoude KH, Decruyenaere JM, Hoste EA, Colardyn FA:
Outcome and early prognostic indicators in patients with a hematologic
malignancy admitted to the intensive care unit for a life-threatening
complication. Crit Care Med 2003, 31:104–112.

4. Canet E, Osman D, Lambert J, Guitton C, Heng AE, Argaud L, Klouche K,
Mourad G, Legendre C, Timsit JF, Rondeau E, Hourmant M, Durrbach A,
Glotz D, Souweine B, Schlemmer B, Azoulay E: Acute respiratory failure in
kidney transplant recipients: a multicenter study. Crit Care 2011, 15:R91.

5. Adda M, Coquet I, Darmon M, Thiery G, Schlemmer B, Azoulay E: Predictors
of noninvasive ventilation failure in patients with hematologic
malignancy and acute respiratory failure. Crit Care Med 2008,
36:2766–2772.

6. Depuydt PO, Benoit DD, Vandewoude KH, Decruyenaere JM, Colardyn FA:
Outcome in noninvasively and invasively ventilated hematologic
patients with acute respiratory failure. Chest 2004, 126:1299–1306.

7. Lemiale V, Lambert J, Canet E, Mokart D, Pène F, Rabbat A, Kouatchet A,
Vincent F, Bruneel F, Gruson D, Chevret S, Azoulay E: A Groupe de
Recherche Respiratoire en Réanimation Onco-Hématologique Study :
Identifying cancer patients with acute respiratory failure at high risk for
intubation and mechanical ventilation. Respir Care 2014, doi:10.4187/
respcare.02693.

8. Groeger JS, White P, Nierman DM, Glassman J, Shi W, Horak D, Price K:
Outcome for cancer patients requiring mechanical ventilation. J Clin
Oncol 1999, 17:991–997.

9. Azoulay E, Alberti C, Bornstain C, Leleu G, Moreau D, Recher C, Chevret S,
LeGall JR, Brochard L, Schlemmer B: Improved survival in cancer patients
requiring mechanical ventilatory support: impact of noninvasive
mechanical ventilator support. Crit Care Med 2001, 29:519–525.

http://www.biomedcentral.com/content/supplementary/1745-6215-15-372-S1.docx


Lemiale et al. Trials 2014, 15:372 Page 8 of 8
http://www.trialsjournal.com/content/15/1/372
10. Hilbert G, Gruson D, Vargas F, Valentino R, Chene G, Boiron JM, Pigneux A,
Reiffers J, Gbikpi-Benissan G, Cardinaud JP: Noninvasive continuous
positive airway pressure in neutropenic patients with acute respiratory
failure requiring intensive care unit admission. Crit Care Med 2000,
28:3185–3190.

11. Hilbert G, Gruson D, Vargas F, Valentino R, Gbikpi-Benissan G, Dupon M,
Reiffers J, Cardinaud JP: Noninvasive ventilation in immunosuppressed
patients with pulmonary infiltrates, fever, and acute respiratory failure.
N Engl J Med 2001, 344:481–487.

12. Antonelli M, Conti G, Bufi M, Costa MG, Lappa A, Rocco M, Gasparetto A,
Meduri GU: Noninvasive ventilation for treatment of acute respiratory
failure in patients undergoing solid organ transplantation: a randomized
trial. JAMA 2000, 283:235–241.

13. Azoulay E, Mokart D, Lambert J, Lemiale V, Rabbat A, Kouatchet A, Vincent
F, Gruson D, Bruneel F, Epinette-Branche G, Lafabrie A, Hamidfar-Roy R,
Cracco C, Renard B, Tonnelier JM, Blot F, Chevret S, Schlemmer B: Diagnos-
tic strategy for hematology and oncology patients with acute respiratory
failure: randomized controlled trial. AJRCCM 2010, 182:1038–1046.

14. Depuydt PO, Benoit DD, Roosens CD, Offner FC, Noens LA, Decruyenaere
JM: The impact of the initial ventilatory strategy on survival in
hematological patients with acute hypoxemic respiratory failure. J Crit
Care 2010, 25:30–36.

15. Gristina G, Antonelli M, Conti G, Ciarlone A, Rogante S, Rossi C, Bertolini G:
GiViTi: Non invasive versus invasive ventilation for acute respiratory
failure in patients with hematologic malignancies: a 5-year multicenter
observational survey. CCM 2011, 39:2232–2237.

16. Heunks LM, de Bruin CJ, van der Hoeven JG, van der Heijden HF: Non-
invasive mechanical ventilation for diagnostic bronchoscopy using a
new face mask: an observational feasibility study. Intensive Care Med
2010, 36:143–147.

17. Jaber S, Jung B, Corne P, Sebbane M, Muller L, Chanques G, Verzilli D,
Jonquet O, Eledjam JJ, Lefrant JY: An intervention to decrease
complications related to endotracheal intubation in the intensive care
unit: a prospective, multiple-center study. Intensive Care Med 2010,
36:248–255.

18. Azoulay E, Lemiale V: Non-invasive mechanical ventilation in hematology
patients with hypoxemic acute respiratory failure: a false belief?
Bone Marrow Transplant 2012, 47(4):469–72.

19. Azevedo LC, Caruso P, Silva UV, Torelly AP, Silva E, Rezende E, Netto JJ,
Piras C, Lobo SM, Knibel MF, Teles JM, Lima RA, Ferreira BS, Friedman G,
Rea-Neto A, Dal-Pizzol F, Bozza FA, Salluh JI, Soares M: Outcomes for
patients with cancer admitted to the ICU requiring ventilatory support:
results from a prospective multicenter study. Chest 2014, 146:257–266.

20. O'Brien PC, Fleming TR: A multiple testing procedure for clinical trials.
Biometrics 1979, 35:549–556.

21. Azoulay E, Mokart D, Pène F, Lambert J, Kouatchet A, Mayaux J, Vincent F,
Nyunga M, Bruneel F, Laisne LM, Rabbat A, Lebert C, Perez P, Chaize M,
Renault A, Meert AP, Benoit D, Hamidfar R, Jourdain M, Darmon M,
Schlemmer B, Chevret S, Lemiale V: Outcomes of critically ill patients with
hematologic malignancies: prospective multicenter data from France
and Belgium–a groupe de recherche respiratoire en réanimation onco-
hématologique study. J Clin Oncol 2013, 31:2810–2818.

22. Benoit DD, Depuydt PO, Vandewoude KH, Offner FC, Boterberg T, De Cock CA,
Noens LA, Janssens AM, Decruyenaere JM: Outcome in severely ill patients
with hematological malignancies who received intravenous chemotherapy
in the intensive care unit. Intensive Care Med 2006, 32:93–99.

23. Peigne V, Rusinová K, Karlin L, Darmon M, Fermand JP, Schlemmer B,
Azoulay E: Continued survival gains in recent years among critically ill
myeloma patients. Intensive Care Med 2009, 35:512–518.

24. Pène F, Percheron S, Lemiale V, Viallon V, Claessens YE, Marqué S,
Charpentier J, Angus DC, Cariou A, Chiche JD, Mira JP: Temporal changes
in management and outcome of septic shock in patients with
malignancies in the intensive care unit. Crit Care Med 2008, 36:690–696.

doi:10.1186/1745-6215-15-372
Cite this article as: Lemiale et al.: Early non-invasive ventilation for acute
respiratory failure in immunocompromised patients (IVNIctus): study
protocol for a multicenter randomized controlled trial. Trials 2014 15:372.
Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit


	Abstract
	Background
	Methods/Design
	Discussion
	Trial registration

	Background
	Methods/Design
	Ethics
	Eligibility criteria
	Description of the study methodology
	Study arms

	Patient recruitment modalities
	Randomization and study treatment
	Treatments and procedures allowed during the trial
	Bronchoalveolar lavage
	Preoxygenation before intubation
	Intravenous treatments

	Detailed description of the conduct of the study
	Evaluation at study inclusion (T0)
	Evaluations during study participation
	Evaluation at the end of study participation
	Bias minimization strategies
	Recruitment bias
	Patient management bias

	Non-invasive ventilation parameters
	Oxygen parameters
	Invasive mechanical ventilation criteria
	End of the trial
	Statistical analysis
	Sample size estimation
	Provisional time table
	Data and Safety Monitoring Committee

	Discussion
	Trial status
	Additional file
	Abbreviations
	Competing interests
	Authors’ contributions
	Acknowledgements
	Author details
	References

