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Abstract
As of 2012, Emergency Medicine (EM) was finally granted a mechanism for certification in Critical Care Medicine (CCM). Emergency Physicians have been trained in critical care medicine (CCM) for over a decade with the understanding that they would not have the option for US board certification. The history of EM and CCM is lengthy and ultimately the American Board of Medical Specialties (ABMS) would not grant EM the ability to form its own CCM certification pathway.
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Discussion

Is this a good thing? The answer is a resounding YES! However we may have inadvertently made it increasingly difficult for training, at least for the time being. In the past programs and fellows could create fellowships that were 1 or 2 years in length, multidisciplinary or specialty specific, and funded by any number of mechanisms. The creation of the board certification and the rules governing the pathway process has functionally limited the creativity by which the programs could be developed or funded. While this is anecdotal, surgery requirements are considered to be too onerous by most EM practitioners as well as some surgical CCM fellowship directors. There are only 33 stand alone IM-CCM programs. The majority of IM programs are typically affiliated with pulmonary and would need special considerations or restructuring to create an EM pathway for a 2 year program. Anesthesia is a 1 year program and would have to create a second year devoted to just the EM trainees of their program. The extra year required by anesthesia and surgery of EM grads, and the lack of prevalent 2-year IM-CCM programs and restricted positions for EM grads creates a significant barrier.11 How do we create the second year? What should the curriculum look like? And most notably who should pay for the second year? Most EM fellowships are Non-ACGME fellowships that are predicated on a hybrid Attending/Fellow structure. Accreditation Council for Graduate Medical Education (ACGME) has rules in place for ACGME fellows that make it challenging at best to employ a similar model for critical care. Most programs receive some funding support for their fellows and also are able to utilize the fellows to disperse the work burden, research, and educational goals of the ICU. The stakeholders for the growth of EM-CCM fellowships are largely EM programs who have fought for years to see this pathway become a reality. Funding that is available to CCM fellowship programs are not specifically allocated to train EM graduates and therefore leave little incentive to use for EM graduates. In addition current Anesthesia and Surgery CCM programs provide funding for 1 year, the second year requirement is unique to EM grads and would therefore need an additional funding source solely for the EM participants. The key stakeholders being the EM programs in the current ACGME rules would have to fund 1-2 years of CCM fellowships while the fellow’s clinical responsibility would not include EM and therefore be a strict expense line item. This therefore creates a paradigm in the evolution of CCM and EM where the programs who may accept EM graduates may not have the funding mechanism to develop the second year requirement nor have a major incentive to do so. An EM program that is largely interested in developing this subspecialty of EM but no means to fund it may not directly benefit financially from funding the programs. In essence, there exists a small but real chance that there is now an increase in the functional barrier to the progression of EM-CCM fellowships.

A recent SCCM taskforce publication highlights the shortages of critical care trained doctors and calls on Internal Medicine to increase the number of IM/CCM programs as well as create pathways for hospitalists to become CCM certified. Despite this reality and the challenges mentioned above, as in the past, EM-CCM as a practice will continue to grow. The demand will be high clinically and it may foster slow change. The concern is as with how EM-CCM fellowships largely evolved in the past, there will be a slow effort to find a uniformed approach to answer the current problem. As many fellows found their niche programs, many will find unique ways specific to their institution and hospital to fund the development or expansion of EM-CCM. We view this as a call to action. The key stakeholders we argue are all hospitals systems. The projected 20-30% shortage of qualified CCM physicians by 2020 would impact all models directly or indirectly.14 Hospitals will find themselves with increasing quality metrics and reporting tied to their reimbursements and a growing ICU and elderly population. Individual battles will only create slow minute changes. As the respective organizations have finally come together to allow certification, they should come together with Emergency Medicine for a joint solution to this problem. It may require challenging ACGME and/or petitioning hospital systems to develop mechanisms to fund the new programs. A unified approach to the new challenges is needed. We should not simply revel and pat ourselves on the backs for getting certification opportunities granted but rather increasing the number of programs and trained individuals for ICU medicine that will impact the qualified physician shortages predicted and more importantly address the needs of a growing patient base. We propose that ABEM create a task force to investigate novel approaches to the funding shortages and novel mechanisms to streamline and simplify the application process.
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