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Statistical analyses
Qualitative values were described by numbers and percentage, and compared between groups using the Chi-2 test, or Fisher Exact tests where appropriate. Quantitative variables were described by mean, ​​standard deviation, median and interquartile range (IQR), and compared between groups using the Student t-test. Prognostic factors of 30-day mortality and resumption of anti-tumoral treatment were identified using logistic regression modeling. A multivariate logistic model was defined including candidate prognostic factors (see above) associated with 30-day mortality in univariate analysis with a p-value threshold ≤ 0.20. Association between factors and 30-day mortality was expressed as odds ratios (OR) and 95% confidence interval. Goodness-of-fit of the final model was checked according to the Hosmer-Lemeshow test. All statistical analyses were carried out with SAS Statistical package (version 9.2; SAS institute Inc, Cary, NC).
We identified from a literature review the following candidate prognostic factors for 30-day mortality: initial PS, Charlson comorbidity index, number of metastatic sites, number of prior anti-tumoral therapies, number of organ failures (cardiac, renal, hepatic, respiratory, neurological, haemodynamic), SAPS II score, admission for septic shock, type of cancer and cancer status (curative vs non curative care). We wanted to consider only variables able to be assessed before transfer to the ICU and therefore excluded the SAPS II score. 
The following information was abstracted from the patient’s medical chart: age, gender, performance status (PS), Charlson Comorbidity Index; type and extension of cancer; cancer status (curative or non-curative care); type of treatment which included chemotherapy, radiation therapy, targeted therapy and immunotherapy; admission at night, week-end or on a public holiday; causes of ICU admission; simplified acute physiology score II (SAPS II) reported within 24 hours after admission [18]; number of organ failures; treatment during the ICU stay; PS after ICU discharge; return home; resumption of anti-tumoral treatment. The ethical information collected was: advance directives expressed; opinions of referral oncologist, nurse, family and patient concerning admission; collective decision reported; designation of a proxy; limitation of life-sustaining therapy. Proxy is defined as a person making a medical decision in place of the patient in the absence of the possibility of the person to express. 
