n 1980, I arrived at Keesler U.S.
Air Force Medical Center in
Biloxi, MS, having just com-
= pleted a pulmonary fellowship
“&= ywith minimal exposure to critical care.
® [ arrived at an institution rich with
. the early pioneering spirit of critical
" care medicine: a medical-surgical in-
- tensive care unit; multispecialty phy-
i sician interest and expertise in critical
~  care medicine; intensive care unit (ICU)
" nurses and respiratory care practi-
tioners actively offering input into pa-
- tient management; medicine and sur-
. gery residents forming a common pool
for ICU coverage. I learned critical care
- medicine primarily through “on-the-job
training.” It was a wonderful, novel

~  experience. | had found my passion. "

Today, no one would consfer learsi-
ing critical care as I did. Today, the-
- physician aspiring to be an intensivist
. has access to high-quality, accredited
fellowships. Today, we have 10 yrs of
critical care board exams behind us.
Today, we have the rich, accomplished,
28-yr history of the Society of Critical
Care Medicine (SCCM) from which to
draw information, innovation, and
inspiration.

Today, nearly 20 yrs after I walked
into that ICU in Biloxi, MS, I stand
before you as the President of your
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SCCM has come a long way since 1970.
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Society, now over 9,000 members. *

Despite our accomplishments, we are
not there yet.
One of our great sportsmen and phi-

losophers, Yogi Berra, said “You've got

to be very careful if you don’t know
where you are going because you might
not get there.” When I look at SCCM, I
see an organization that does know
where it is going. [ see an organization
that looks at today’s challenges and
sees tomorrow’s opportunities. I see an
organization that is relying more on
its members to guide its strategic plan.
We must, however, remember that our
first priority for strategic planning is
the care of the critically ill patient.

[
undamental Criti-

cal Care Support
(FCCS) is a semi-
nal, groundbreaking, stand-
which

teaches the basic tenets of

ardized course
critical care medicine to
nonintensivists and is de-
signed to assure that the
critically ill patient is well

managed until care by the

intensivist can be obtained.

SCCM is about programs, partner-
ships, and, most importantly, patient
care. Many of our programs are well-
established winners. To establish that
i’act,"one only needs tqfldg__k at the suc-
cess of this meeting and the ranking of
Critical Care Medicine in the top 5% of

Moving Society of Critical Care Medicine and
ritical care forward

all scientific journals. Two newer pro-
grams are now poised to take off, and
with these programs, you, the mem-
bers of this organization, can make a
difference.

Project IMPACT provides you with
the capability to link your ICU data-
base to a central repository for com-
parative analysis. We must be able to
measure the quality of critical care be-
fore we can improve it—remember, “if
you can’t measure it, you can’t improve
it.” Project IMPACT was developed and
is administered by critical care practi-
tioners like you—not by the govern-
ment, not by a for-profit company—
but by members of the critical care
team. Project IMPACT belongs to you
and you can ensure its success,
#FCCS) is a seminal, groundbreaking,
standardized course which teaches the
basic tenets of eritical care medicine to
nonintensivists and is designed to as-
sure that the critically ill patient is
well managed until care by the
intensivist can be obtained. This is a
course with great potential for physi-
cians-in-training as well as for ICU
nurses. Three international courses in
1997 and another 17 scheduled for 1998
gives FCCS the potential for global
impact. FCCS has the potential to make
an important difference in the care of
critically ill patients. FCCS belongs to
you, and you can make the difference.

I encourage you to invest your time
and energy in these programs because
Project IMPACT and FCCS can take
us where we want to go.

But it’s not enough to focus only on
ourselves, only on SCCM. We must also
communicate effectively with our
colleagues and with other organiza-
tions. SCCM’s increasing partnership
with the American' Colfge of Chest
Physicians and the American Thoracic
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Society and our continued collabora-
tion with the American Association of
Critical-Care N urses provide an oppor-
tunity to improve patient care and
bring cost savings and additional ben-
efits tosour members. Our collabora-
tion with industry, in general and
especially through the Coalition for
Critical Care Excel]ence, uniquely
positions us to take the best of what
we do today and make it even better
tomorrow.

Our international partnerships fa-
cilitate the advancement of multi-
disciplinary critical care around the
world. Our growing collaboration with
the European Society of Intensive Care
Medicine currently focuses on ICU da-
tabases and education. We plan on cel-
ebrating the 25th anniversary of the
Mexican Critical Care Society by mak-
ing their 1998 meeting a joint Mexican
Critical Care Society/SCCM effort. Our
growing collaboration with our critical
care colleagues in Brazil and in
Florence, Italy, are algg signs that part-
nerships are good for all.

Achieving recognition of the valye
of critical care in today’s healtheare
system will take more than sheer tech-
nical and clinical skills. We need a
heightenedrparticipation in the busi-
ness and political sides of health care,
For example, the time required by the
onerous documentation guidelines eg-
tablished by the U.S. Health Care Fi-
nancing Administration, which wi]]
soon be required in the ICU, is not in
the best interest of the “guy in the
bed.”

To achieve recognition of critical
care, we must commit to conveying the
effectiveness and uniqueness of our
Society to other healthcare profession-
als, administrators, and managed care
organizations. We must engender in
our medical students and residents an
understanding of who we are, what we
do, and why our organization brings
added value to the practice of medi-
cine, Preliminary studies suggest that
superior outcomes can be achieved with
our model of critical care delivery. How-
ever, we need additiona] clinical out-
comes and cost-benefit research to show
that our mode] of multidiscip]inary
critical care makes a difference; this
should be 7 priority of this organiza-
tion. To achieve recognition of critical
care, we must educate the lay public—
future critical care patients and famj.
lies—on the merit of our multj-

e

disciplinary model. If the public recog-
nizes the value of our model, they wi]]
demand it,

It will take something else for the
continue;i suceess of thig orghnizatién,
It will take addressing controversia]
issues that affect critical care, ag they
arise, in a timely and responsible man-
ner—issues such as how the intensivigt
will mesh with the hospitalist moye-
ment. While it is not clear how the
hospitalist wil] interact or overlap with
the intensivist, two things are clear to
me. First, there is a level of critical
illness for which Patient care is hegt
served through an intensivist-leqd
multidiscip]inary team. Second, a]-
though the hospital-based intensivist
is by definition g hospitalist, the
hospitalist is not necessarily an
intensivist, [ anticipate that SCCM will
develop a positive and mutually ben.
eficial relationship with the hospitalist
movement, as we share g common in-
terest in high-quality and cost-efficient
care of the hospitalized patient. For
the hospitalist who is also an inten-
sivist, SCCM ig a natural home.

Asa diverse_group of professionals,
sSccM members bring théir own unique
perspectives to this organization. Now,
I don’t care if you believe in a cloged
ICU. I don't care if you believe in an
open ICU. I don’t care if the patient is
seen by a hospital-based intensivist or
by a consultant intensivist, I do care
about three very important and indis-
pensable elements of critical care
delivery.

* I care that multidisciplinary pa-
tient care ig provided with input
from all members of the critical
care team: the physician, the
nurse, the respiratory care prac-
titioner, the clinjcal pPharmacist,
and others,

® I care that an intensivist is the
leader or co-leader of the critical
care team and that decisions are
made by the team and its leader-
ship.

¢ Finally, to reiterate the vision of
our founders, I care that a seam-
less path of critical care delivery
is created that includes the
prehospital area, the emergency
department, the operating room,
and the intensive care unit,.

Programs, partnerships, and, most
importantly, patient care—SCCM is

working hard iq advance '3]] threg;
Today, I'm agli ng all of you tg help yg.
To step Up your commitment tq sery.
ing your Society and the,care of the
critically ill patient in some way. *

Help us with oyr Programs. Help 1,4
with our partnerships,

Help us find ways to deliver better
care to the patient in the ICU bedq.

Develop and enact care paths, gnide.
lines, and protocols in your ICTT to dem-
onstrate your valye and the valye of
the mu]tidisciplinary model of critica]
care for which this Society stands

Submit abstracts for the 1999 SCcm
Educational and Scientific Symposium,

Continue to be a member and help
us attract more members through the
Critical Links program.

Bring Project IMPACT into your
ICU and inte your hospital.

Conduct an FCCS course.

Become involved in your SCCM
Chapter and in your SCCM Section.

Invite your colleagues to the 1999
SCCM Symposium,

Communicate Your ideas to SCCM
leadership and staff. Use E-mail ang
the SCCM web Page—we promise tq
listen. i

Submit your best work to Critical
Care Medicine, where it will be read by
your colleagues around the world.

Only with You and your active
involvement can we advance the cauge
of multidisciplinary critical care
medicine,

As that other great American phi-
losopher Barbara Mandrell said, “I was
country when country wasn’t cogl”
Well, the Society of Critical Care Medj-
cine stood for mu]tidisciplinary when
multidisciplinary wasn’t cool. What
made SCCM unique in 1970 makes our
Organization a leader in critical care
around the world today. A passion for
our programs, collaboration with our
partners, and an unwavering dedica-
tion to the capabilities of gur mode] of
critical care delivery. Join me and our
entire Society in Preparing to move
multidisciplinary critical care to g
higher plane in the new century.

It takes programs.

It takes Partnerships.

Ittakesa commitment to patient care.

It takes the best that you and I can
give to our Patients, to each other, and
to this Society.

R. Phillip Dellinger, MD, FCCM

1998 President
Society of Critical Care Medicine
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