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Drug Shortages
in Critical Care

In the past five to 10 years, drug
shortages have become increasingly
prevalent and are now commonplacein
the healthcare arena. The impact is vast
and extends far beyond lack of a given
drug for agiven patient. It isimportant
to identify the origin of drug shortages
and the overall impact on both the
patient and the healthcare organization,
in particular, the academic medica
center. In addition, staying abreast of
current drug shortage information and
potential therapeutic alternatives is
paramount for critica care practitioners.

In November 1997, the United States
experienced the start of an ongoing
shortage of intravenous immune
globulin (IVIG). From that time period
to present, shortages of medications,
particularly those that impact critical
care settings (e.g., IV antibiotics, 1V
corticosteroids, neuromuscular blockers)
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AreWe Prepared?

Since 2001, the U.S. medical community has taken renewed interest in bioterrorism. The
potential for a frightening variety of unfamiliar biologic and chemical weapons to be have persisted. Several reasons have
used within the United States is clear. Preparing for bioterrorism requires a carefully been attributed to these drug
planned approach across the healthcare industry, involving initiatives from the federal shortages, including manufacturing,
government, state and local health authorities, and individual hospitals and healthcare discontinuation of products for
practitioners. The Society of Critical Care Medicine (SCCM) and ICU directors economic reasons, supply/demand
continue to be active leaders in addressing the bioterrorist threat. imbalance, raw material shortage,

Continuing medical education courses and medical literature describe scenarios with and regulatory issues. Of particular
which critical care specialists can become familiar, the precautions that must be taken ~ frustration is the discontinuation of
to contain these biohazards, the responsibilities practitioners have to their communities, products purely based on economics
and the obligation to alert law enforcement agencies when a bioterrorist threat is first (i.e., low-cost generic products). The
suspected. The Society has responded organizationally through its new publication, Food and Drug Administration (FDA)

(see Bioterrorism and Critical Care Medicine: Are We Prepared?, page 7) . guthorlty O AV E TS
to continue to produce a product even

in the best interests of the public.
However, it has been strongly advocated
to the FDA to provide incentives to
companies to continue the production
of less profitable, routinely used
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Isaster Preparedness

Although hospitals drill and plan for disaster
response, nothing but a true disaster can test
systems and help fine tune preparedness plans.

'ashington Hospital Center (WHC), in Washington, D.C., was challenged by the
events surrounding the September 11, 2001, terrorist attack on the Pentagon, while
Massachusetts General Hospital (MGH) tested its disaster plan in the aftermath of
The Station nightclub fire on February 20, 2003. Both institutions report their drills
and planning served as excellent preparation, but some minor adjustments have been
made in retrospect.

Washington Hospital Center received the major burn victims from the Sept. 11
terrorism-related plane crash into the Pentagon. Fortunately, WHC staff had been
immensely proactive in disaster planning — especially for mass disaster or bioterrorism
—before the events of Sept. 11. The Pentagon experience al ong with the organization’'s
comprehensive disaster plan helped advance disaster preparedness efforts.

Washington Hospital Center admitted the Pentagon’'s nine burn patients. Society
of Critical Care Medicine (SCCM) Member Arthur St. Andre, MD, FCCM, who is
responsible for five surgical intensive care units with atotal of 50 surgical ICU beds
and nine intermediate care beds, was triage officer that day. He recounts WHC's
preparation and response efforts.

(see Two Hospitals Prove Disaster Preparedness, page 9)
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medications.*

The impact of a drug shortage is
extraordinary and often involves
compromised patient care and clinica
outcomes, as well as an increased risk
for medication errors. Most often,
therapeutic aternatives are identified
in times of a drug shortage, which
creates a scenario where medications
utilized are less familiar, may be
inappropriately dosed and monitored,
and/or delays in treatment occur usually
due to communication inefficiencies to
healthcare providers.

(see Drug Shortages, page 6)

Attend the International Consensus Conference: The Management of Acute Pancreatitis on April 15

and April 16, 2004. For more information and to register, visit www.sccm.org or call (847) 827-6888.
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Is your organization prepared to manage and treat
hundreds of disaster patients?

Fundamentals of Disaster Management is the guide you and your organization need to be prepared. Packed with easy-to-read
flowcharts, tables and informational graphics, this pocket guide serves as the backbone to medical response to disasters. This
must-have publication emphasizes a coordinated all-hazards approach developed by a consortium of academic, state, and
federal centers, under federal appropriation for the Centers for Disease Control and Prevention (CDC).

Be prepared to manage and treat:
e Mass Casualty Incident
o Chemical and biologic agents and syndromes
o Radiation exposure
o Natural disasters

e Disaster communications

Editors:

J. Christopher Farmer, MD, FCCM Edgar J. Jimenez, MD, FCCM
Daniel S. Talmor, MD Janice L. Zimmerman, MD, FCCM

7 Chapters, Approx. 140 pp.

To order your copy, visit the SCCM Web site at www.sccm.org S%Ei,tei:;";if Care Medi$I
or call Customer Service at (847) 827-6888. I

Thy Frinrrsivy Core Prefvssioasiy



Critical :

connections

The Complete News Source for Critical Care Prof

February 2004
Volume 3, Number 1

Editor

Frederick P. Ognibene, MD, FCCM
Director, Office of Clinical Research
Training and Medical Education, CC
Director, Clinical Research Training
Program, NIH

Attending, Critical Care Medicine
Department, CC

Clinical Center, National Institutes of Health

Editorial Advisory Board

Timothy G. Buchman, MD, PhD, FCCM
Professor of Surgery, Anesthesiology

and Medicine

Chief, Burn, Trauma, and Surgical Critical
Care Section

Department of Surgery

Washington University School of Medicine

Maurene A. Harvey, RN, MPH, CCRN, FCCM
Nurse Educator
Consultants in Critical Care, Inc.

Margaret M. Parker, MD, FCCM
Professor of Pediatrics
Department of Pediatrics
SUNY at Stony Brook

Charles G. Durbin Jr., MD, FCCM
Professor of Anesthesiology
Department of Anesthesiology
University of Virginia Health System

Critical Connections Staff

Molly McLaughlin
Managing Editor

Melissa Chapko
Graphic Designer

David Julian Martin, CAE
Chief Executive Officer and
Executive Vice President

Thomas L. Joseph, MPS, CAE
Director of Marketing

Critical Connections is published
bi-monthly by the Society of Critical Care
Medicine, 701 Lee Street, Suite 200,

Des Plaines, IL 60016.

POSTMASTER: Send address changes to
Critical Connections, Society of Critical
Care Medicine, 701 Lee Street, Suite 200,
Des Plaines, IL 60016.

Copyright © 2004 by the Society of
Critical Care Medicine. All rights
reserved. Statements of fact and opinion
are the responsibility of the authors
alone and do not imply an opinion on
the part of the officers or members.

Critical Connections’ mission is to
provide members of the Society of
Critical Care Medicine and critical care
professionals with timely information
regarding the practice of critical care and
the Society’s activities.

Canadian return mail address is Station A,
Box 54, Windsor ON, N9A 6)5

Advertising: To advertise, contact Cathy
Chapman, LWW, Phone: (410) 528-8536,
Email: cchapman@lww.com.

Editorial Contributions: You are invited
to share your expertise and perspective.
Please contact the Managing Editor at
(847) 827-7405 or criticalconnections@
sccm.org. Critical Connections reserves the
right to edit all articles and classified ads.

Society of
Critical Care Medicine

Table of Contents

Features Articles
. Reduction of Antimicrobial Resistance in the ICU How Can We Learn from Incidents?. ................... J
' , through Antimicrobial Stewardship 2004 Congress SPONSOTS . ..............coovverennnn.. 6
\ Additional measures are needed to minimize the
$ risk for nosocomial resistance. Antimicrobial A Tribute to Dr. Peter Safar ........................... 9
.'"F 4 stewardship may be one solution................ 8 ) o
Joseph M. Civetta, MD, FCCM to Receive Lifetime

AchievementAward ................................ 17

Rationales Now Available for ABIM’s SEP Modules . ... 18
The Emergence of West Nile

The West Nile virus continues to spread across the New Book on Improving ICUCare .................... 18
United States and beyond. Learn about the latest . .
developments and treatments for the virus, including SCCM-supported Study Published in The New England
|; : a possible vaccine...................oooe L 1 Journal of Medicine; Results to Be Presented
at2004 Congress ... .......ovvvieiiiiiaiiii s 19
SARS as a Paradigm of Emerging Infections D e pa rtments
Pathogens continue to emerge, affecting ICUs ) .
around the world. It is therefore useful to employ Message from the President: Tomorrow is Yesterday . ... 4
severe acute respiratory syndrome (SARS) as the o .
paradigm to discuss the threat of emerging infections CEO Column: Utilizing Information Systems
and their impact on critical care. .............. 12 tolmprove ICU Care. ........................ooeie, 10
Capitol Corner...............ooviiiiiiiiii e, 18
Annual Report to Members and Donors Section and Chapter News .......................... 20
The Society of Critical Care Medicine witnessed a
banner year in 2003, with new programs, meetings VitalNews...............cooii i 20
and publications. What's in store for 2004?...... 14
CareerCentral......................ciiiiiiii.t 21
Welcome New Members ............................ 23

essage rrom e eailtor

Emerging Issuesin the | CU:
Pathogens and Bioterrorism

Frederick P. Ognibene, MD, FCCM
Clinical Center, National I nstitutes of Health
Bethesda, Maryland, USA

he intensive care unit (ICU) has always been considered a dynamic clinical environment. Patients frequently enter

the ICU with complex illnesses and a wide range of pathophysiological variables, many of which are not necessarily

predictable, and which complicate and impact management and care. In addition to this realm of physiologic
unpredictability, we have recently been thrown into the realm of the “unknown” in our |CUs because of the emergence of new
diseases, due to both infectious and non-infectious agents. In addition, some recent instances of large-scal e disasters caused by
humans do not necessarily reflect the emergence of new diseases, but by the nature of their etiology and magnitude have to be
handled on an emergent basisin the ICU.

In this issue of Critical Connections, several articles provide excellent examples of these emerging problems. For example,
SARS is presented in one article as a paradigm of emerging infections. Resistant bacterial pathogens and West Nile virus are
two more examples of contemporary infectious diseases that are affecting patientsin |ICUs and are al so taxing hospital resources.
At the other end of the “emerging” spectrum, we appreciate the impact of two man-made problems, the terrorist acts of
September 11, 2001 and the conflagration at The Station nightclub in Warwick, Rhode Island. Both events led to arapid influx
of critically ill patients into surgical intensive care units, while also testing the disaster preparedness systems of large urban
medical centers. In addition, the cover article discusses infectious as well as non-infectious causes of bioterrorism and the
responsibilities of the critical care community. Prior to the events of September 11, 2001 the impact of terrorism on ICUs was
speculative; today it is areality.

Clearly, as healthcare professionals working in intensive care units, we have to be ready for both natural and man-made
situations. A better understanding of and an organized approach to these infectious and non-infectious issues will allow us to
better care for our patients and to manage extremely limited resources, human and otherwise. Thisissue of Critical Connections
addresses the impact of emerging pathogens and bioterrorism and encourages all healthcare practitioners to learn more about
these issues so that they can improve patient care, better manage resources and improve disaster preparedness. A
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Timothy G. Buchman,

MD, PhD, FCCM

President

Society of Critical Care Medicine

Dear Friends,

This is my last Critical Connections
column as president of the Society of
Critical Care Medicine (SCCM). | write
to share some closing thoughts about our
profession, our society and our future.

Our Colleagues

Three weeks ago, | was visiting a
colleague’'s ICU. A young surgeon with
an interest in emergency medicine and
critical care presented the case of a
motorcycle crash patient battling multiple
organ dysfunction syndrome. Six weeks
into the clinical course, the patient
had developed hypotension that was
refractory to fluid administration, deep
jaundice, an enervated immune system,
and the catabolic weakness of chronic
critical illness. Electronic data systems
at the bedside made it easy to check
physiologic and laboratory data. High-
quality images were immediately
available for review. We and others on
the ICU team discussed the growing
recognition of corticosteroid insufficiency
in critical illness, outlined strategies for
interrogating the hypothalamic-pituitary-
adrenal axis, and suggested possible
treatment regimens. My colleague sent
me a note yesterday explaining that the
patient seemed to respond nicely to the
corticosteroid trial, isin good spirits and
seems to be on the mend.

| mention this vignette because my
colleague, his ICU and the patient
all happen to be about 8000 miles
away — in Japan. During my year
representing SCCM, | have visited
dozens of colleagues and their ICUs
around the world. There have been
two constants among these visits.
First, outstanding critical care exists
worldwide. | have been welcomed by
each organization and have found
teams of professionals that base their
decisions on solid clinical science and
deliver their bedside care with great
compassion. Second, around the world
we share the same challenges (such
as caring for aging populations and
balancing the ICU budgets) and treat
the same diseases.

Message .
e president

from

Tomorrow is Yesterday

My point? The next time you attend
an international meeting — such as
the Society’'s Annua Congress — and
you encounter a delegate from another
country, take the initiative and introduce
yourself. Both of you are attending the
meeting as critical care professionals.
Tell your international colleague a little
about the ICU where you work, the
types of patients you manage and the
challenges you face. Ask about their
homeland and professional lives. Offer a
business card. Many of my enduring
professional friendships originated from
such chance encounters. I'm confident
you'll make new friends as well.

Our Public

About halfway through the flight to
Japan — somewhere over the Bering
Sea— the public address system aboard
the 747 came to life with, “If thereis a
licensed physician aboard the plane,
would you kindly ring your call button...”
| did, and | was asked to see a young
attorney who was having an acute alergic
reaction. She was developing arash, her
face was a little swollen, but she had a
good airway and had no trouble breathing.
Fortunately, the medical kit on board the
aircraft contained both diphenhydramine
and epinephrine. Even more fortunately,
a little of the former was sufficient to
resolve the problem and keep the plane
on course to Osaka. But for the half-hour
or so that | kept an eye on her symptoms
to ensure they were resolving, | bent her
ear — and the ears of some of the cabin
crew — about what | do as an intensive
care professional.

Each of them knew about cardiologists.
All of them watch “ER.” | told them that
one of the other “hats’ that | wear was
that of trauma surgeon — they knew
what that was, too. But not one of them
knew about the discipline of intensive
caremedicine and its practitioners, leading
me to conclude that the public’s lack of
knowledge about critical care medicine
is pretty widespread.

My point? All of us have interesting
and exciting careers. All of us educate
during professional encounters — we
spend alot of our time teaching patients
and families about aspects of critical
care medicine. But how often do we take
the opportunity to tell the general public
who we are, what we do and why we are
important to them and to their loved
ones? If you have a chance, talk to your
community group. Speak at your child’'s
school. Write an opinion piece for your
local newspaper. Tell them what acritical
care professional is, and why your

contributions are meaningful to you, to
them and to your community. And if you
have the chance to meet face-to-face
with legidators, policymakers and other
opinion leaders, let them know too.

Our Future
| recently received the following note:

Dear Dr. Buchman,

| am sure you won't remember
me, but | am Mrs. D. G...!s son.
You took care of her in the ICU at
Barnes Hospital six years ago.
She had a severe infection and
shock after an emergency operation
on her colon. (I was the son who
was called back to &. Louis from
boarding school. My brother isthe
one who is an architect.) Mom is
fine, and we all remain so grateful
for your care, but that's not why |
amwriting.

| had always thought about
becoming a doctor, but Mom's
experience cinched my decision. |
just got accepted to medical
school. (It's my first acceptance,
and | have several more applica-
tions out there.) | don’t know what
kind of doctor | want to be just yet,
but | am thinking about becoming
an ICU doctor like you.

Now here’swhy | amwriting. |
don't really understand the ICU
training process. None of the
medical school Web sites talk
about residency training in ICU
medicine. What am | missing?
Respectfully, B.G.

“If you have a chance,
talk to your community
group. Speak at your
child’s school. Write an
opinion piece for your
local newspaper. Tell
them what a critical care
professional is, and why
your contributions are
meaningful to you, to them
and to your community.”

The truth is, | didn’t remember him
until he mentioned the particular boarding
school he attended. (He often wore that
school’s sweatshirt in the waiting room.)
| barely remember his mom — it was
“thousands of patients ago,” and
someone el se was the operating surgeon.
That didn't diminish my pleasure in
receiving the note, though!

What | found distressing was what |
had to write this young man in reply,
namely that there is no primary residency
training in critical care medicine in the
United States. If he wants to become
an ICU doctor, he will have to choose
something else first — internal medicine,
anesthesiology, surgery, or pediatrics.
After hefinishes training in one of these
disciplines, then and only then can he go
on and train to become an intensivist.

Will his interest in critical care
medicine survive medical school and
initial training in another discipline? |
don't know. But | wonder how many
other young people similarly excited
about careers in critical care medicine
are ultimately dissuaded from that goal
because there is no direct training path.
Medical school is not cheap — debt
accumulates through residency training,
and the long two-stage (residency plus
fellowship) training approach is not
particularly attractive.

My point? If a candidate wants to
initially train in another discipline, that's
great and we have well-established
pathways and programs. But for the
medical student who is sure that she
wants to become an intensivist, there
ought to be a direct and efficient route.
We canill afford to discourage potential
future intensivists with prolonged and
circuitous training schemes.

In closing, | send my special thanks
to the editorial and production staff at
Critical Connections for their skills in
helping produce this column. They have
kept me on schedule issue after issue
and have helped me preserve the flying
moments of practicing critical care.

Tomorrow has become yesterday. It
is with greatest pleasure that | turn over
the stewardship of this column — and of
the Society — to Margaret Parker, MD,
FCCM, the Society of Critica Care
Medicine's next president. A
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How Can We Learn
from Incidents?

Christine G. Holzmueller, BLA
The Johns Hopkins University
Baltimore, Maryland, USA

Peter J. Pronovost, MD, PhD
The Johns Hopkins School of Medicine
Baltimore, Maryland, USA

Richard Branson, BA, RRT
University of Cincinnati
Cincinnati, Ohio, USA

important issues in healthcare, particularly

critical care. The Society of Critical Care
Medicine (SCCM) is committed to advancing this
healthcare initiative and, as a result, created an
Advisory Review Panel on Patient Safety. This Panel
is made up of ICU physicians, nurses, respiratory
therapists, pharmacists, and other safety researchers.
The charge of this Panel is to:

= Review casesfrom the Intensive Care Unit Safety
Reporting System (ICUSRS) project (an anony-
mous Web-based incident reporting system)

Patient safety and quality care have become

= Discuss ways to improve safety using panel
member expertise and evidence-based medicine

= Broadly disseminate their findings to the critical
care community

The ICUSRS project is an incident reporting
system that currently collects data on adverse events
and near misses in 23 intensive care units in the
United States. The reporting process is voluntary,
anonymous to reporter and patient, and the data
collected is kept confidential. This project is directed
by Peter Pronovost, MD, PhD, who is also the chair of
SCCM’s Advisory Review Panel on Patient Safety.

The Panel’s format for disseminating information
isto select acaseillustrative of a safety issue, provide
a case overview, dissect and pull out the multiple
system failures that contributed to the incident, and
provide saf ety recommendations designed to decrease
the likelihood of recurrence. Using this format, the
following is an example of an adverse event analyzed
by the committee.

Adverse Event: Inappropriate
Ventilation Support

Case Overview

A 63-year-old trauma patient arrived from the
emergency department with abdominal distension and
deteriorating respiratory status. On initial evaluation,
it was found that the patient suffered from duodenal
trauma and perforation. The patient’s respiratory
status progressively declined, prompting the clinical
staff to manually ventilate the patient using a bag

valve mask. Failure to improve the patient’s respiratory
status, which was a direct result of his’her abdominal
distension, was met with more aggressive manual ven-
tilation. The intensivist arrived, noted the aggressive
ventilatory management and worsening abdominal
distension and immediately altered the ventilation
process. Prior to intubation, the patient aspirated gastric
contents into the right lung and subsequently
developed ARDS.

In evaluating this incident, five system failures
contributed to patient injury. Furthermore, each
system failure had an impact on the next, like a domino
effect, resulting in the patient developing ARDS.
First, let's dissect this case and then use James
Reason’s * Swiss cheese model’ to capture a visual of
this adverse event.! In this model, the holes represent
latent organizational vulnerabilities; when these
vulnerabilities align and defenses break down, harm
can occur.

System Analysis

System Failure 1: Poor Communication. Although it
isnot clear from the report what transpired at the time
of transfer, staff should have communicated with
senior staff to assess the patient’s airway status before
transfer. And, airway should have been secured using
an endotracheal tube prior to transfer from emergency
department to ICU (System Failure 2: Transfer
guidelines).

System Failure 3: Lack of supervision during
transfer and inadequate training and mix of staffing
skills (System Failure 4) led to poor decision making
and clinical management. The patient’s airway should
have been ventilated by face mask until saturations
were adequate and then intubated if needed. The
patient’s deteriorating condition should have been
monitored more closely. In the absence of staff trained
in intubation, other options should have been
available (e.g., laryngeal airways) and manual
ventilation altered to limit gastric insufflation.

System Failure5: Poor ventilation technique. Previous
evidence has shown that manual ventilation with a
self-inflating bag and face mask was a poor choice
because this method can result in gastric distension
(an initial diagnosis for this patient), reduced chest
wall compliance, alveolar hypoventilation, and an
increased risk of aspirating gastric contents (the harm
this patient experienced).*

System Failure 6: Inadequate patient monitoring
made it difficult for the staff to notice the worsening
of this patient’s abdominal distension, which caused
aspiration and subsequent ARDS.®

Reason’'s Swiss cheese moddl® is based on the premise
that incidents in healthcare are complex, and rarely
involve one action or system failure. Each dice of
cheese in this model represents a specific element in
the delivery of care (e.g., ventilating a patient). The
slices areriddled with imperfections or breakdownsin
each element of the system (e.g., proper staff training
to perform aventilatory procedure). These breakdowns
are represented by the holes in the cheese dlices.
When the holes line up, an adverse event occurs.

Safety Recommendations
Staff Training and Education:

= All clinical staff should be trained in basic life
support using ECC/AHA guidelines.” Trained
staff should also be inserviced annually and/or
when standards of care change. In the case of
ventilation, training should emphasize proper
methods for manua ventilation (e.g., smaller
tidal volumes, low flows or squeezing bag dowly,
low airway pressures and use of cricoid pressure
for prevention of abdominal distension).8

= All clinical staff with patient interaction should
know all of the options available for airway
management (e.g., laryngeal mask airway,
cuffed oropharyngeal airway (COPA) and
Combitube) and consider simulation training to
gain experience in the use of the equipment.

Policies and Procedures:

= Change hospital policy to alow allied health
professionals to intubate patients in an emergency
situation when a physician is not available. In
many hospitals, respiratory therapistscan
perform endotracheal intubation.

= Change policy to require patient monitoring of
airway pressure during manual ventilation. To
avoid gastric distension, note that airway
pressure should be less than 20 cm H20, given
you can maintain adequate oxygenation.*

To improve patient safety, we must learn what is
broken, through incident reporting, and use that
information to change our systems. In an effort to
present the lessons learned from a case, the Advisory
Review Panel has adapted this case to a one-page
summary sheet (Figure 2) that can be posted on a
bulletin board or used in presentations. The Society
would like to know which methods of summarizing
incidents are most useful to you and would appreciate
your feedback on the methods that best facilitate
improvements in safety (email nstonis@sccm.org
with your feedback).

The Society will continue to dedicate an article
in Critical Connections for disseminating safety
suggestions made by the Advisory Review Panel on
Patient Safety. Future articles will address both
adverse events and near misses and will include case
presentations. Our goal isto help you improve patient
safety in your ICU.
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Drug Shortagesin Critical Care

(continued from page 1)

For example, the ongoing shortage of
methylprednisolone has necessitated
the use of other parenteral steroids
(also sporadically unavailable due
to the increased demand). While
therapeutically equivalent for the
majority of indications, these drugs are
dosed differently, have varying stabilities
and IV push rates of administration.
Unfortunately, this variability creates
an environment for error. For example,
the unavailability of parenteral
prochlorperazine hasled to an increased
use of parenteral trimethobenzamide.
Although prochlorperazine may be
administered 1V push, trimethobenza-
mide can only be given intramuscularly.
It can be anticipated that a clinician
might inadvertently administer trimetho-
benzamide intravenously when he/
she considers it the alternative to
prochlorperazine.

In addition to patient outcome,
healthcare professionals continue to be
concerned about the tremendous
resources needed to address each and
every shortage. These concerns may be
magnified in large, academic medical
centers due to the sheer numbers of
professionals to inform, as well as
those needed to develop a rapid
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nisolone may be acquired by an
obstetrics hospital, but reserved for
spinal cord injury for its “sister”
trauma hospital. Penicillin might be
purchased by all adult sites, but
reserved for neonates at asister site. In
addition, professionals at academic
centers are likely networked with
colleagues around the country and can
seek assistance regarding alternatives
that can eliminate unnecessary
duplicative work.

Fortunately, a number of online
resources can assist in providing current
information regarding shortages and
recommended therapeutic alternatives.
These include the FDA, www.fda.gov,
the Centers for Disease Control and
Prevention (CDC), www.cdc.gov, and
the American Society of Health System
Pharmacists (ASHP), www.ashp.org.
Despite these advances, drug shortages
continue to plague an already
overstressed inpatient healthcare
environment. They exhaust precious
healthcare personnel resources, are
costly and most importantly, can be
detrimental to patient care. A

References are available at SCCM's
Web site, www.sccm.org/publications.
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Bioterrorism and Critical Care Medicine:

AreWe Prepared?

Henry Masur, MD, FCCM
National Institutes of Health
Bethesda, Maryland, USA

(continued from page 1)

Fundamentals of Disaster Management, along with
itsWeb site that providesimportant, readily accessible
information with links to useful sites such as the
Centers for Disease Control and Prevention (CDC).
All practitioners should be familiar with SCCM’s
Web site, www.sccm.org, so they can refer to it when
suspicious or alarming clinical events first occur.

During the winter season, clinicians are faced with
a particular challenge. The mgjor bioterror concerns
involve agents categorized by the CDC as “ Category
A" i.e., agents that can be easily disseminated or that
can be readily spread from person-to-person.
Infection from these agents often results in high
mortality, thus having great potential to cause not only
illness, but also public panic and socia disruption.
Among the seven major types of agents included in
Category A, anthrax, plague, tularemia, variola and
even certain viral hemorrhagic fevers could be
confused with influenza, or some other relatively
trivial respiratory illness, early in their course.

For most respiratory illnesses, especially those that
are not severe and that occur in otherwise healthy
individuals, common and reasonable medical practice
is to make an empiric diagnosis and initiate empiric
therapy. This strategy is appropriate in many situations,
yet empiric diagnoses do not permit unusual diseases
or new epidemics to be recognized. Specific diagnoses
can be beneficial for such diseases as influenza. When
the first cases of influenza appeared relaively early in
thefall of 2003, clinicians who made specific diagnoses
were ableto initiate an appropriate anti-influenza drug
for these early patients, and to contribute important
information to health authorities.

This early detection allowed healthcare authorities
to dert the public to get vaccinated, and to aert
governmental agencies of the need to produce or
acquire supplemental supplies of vaccine. This early
detection of influenza also reinforced the need for
healthcare practitioners to consider the diagnosis of
influenza in subsequent patients. the efficacy of
oseltamivir or rimantidine diminishes rapidly the
longer the patient has been symptomatic prior to therapy.
Through efficient communication, practitioners were
able protect themselves and their staffs by initiating
appropriate isolation precautions and encouraging staff
to become immunized or to take chemoprophylaxis.

While the federal government has a surveillance
system for detecting influenza, and while healthcare
practitioners have been trained to think of influenzaas
a treatable cause of respiratory illnesses in the late
fall and winter, the experience with anthrax in 2001
suggests that the first victims of a bioterrorist attack
often fare poorly because there is no surveillance
system, and clinicians do not consider the diagnosis
until the initial victims have life-threatening disease,
or have died. Even if agents of bioterrorism are
considered, tests for such agents are not readily
available, and there is considerable economic and
administrative pressure not to perform such expensive
tests unless they can be readily justified.

When the first cases of inhaational anthrax were
seen in 2001, there was no epidemiological reason to
suspect anthrax, nor were rapid diagnostic tests readily
available. In most circumstances the patients would,
in their early phases, be considered to have a vira
respiratory infection, and dismissed without therapy
or with abroad spectrum antibacterial agent, especialy
inthe early fal before the start of the influenza season.
When clinicians in Florida recognized Gram-positive
bacilli in blood and cerebrospina fluid, they astutely
considered anthrax, and aerted law enforcement
officials and public health authorities to a new
pathogen in their community. That recognition
allowed other clinicians to watch for potential victims
and to initiate treatment promptly.

“Preparing  for  bioterrorism
requires a carefully planned
approach across the healthcare
industry...”

However, the subsequent experience with anthrax
attacks in the Washington, D.C. area taught some
valuable lessons. Initial cases were not recognized
promptly. Public health authorities tried in good faith
to accommodate public anxieties, but in some cases
they made statements based more on hope than data
that turned out to be wrong. The lessons learned were
first, the state of knowledge about biologic and
chemical agents delivered by novel technologies and
routes needs to be expanded. We need to fund and
publish information, for example, on the pathogenesis
of aerosolized anthrax and the mechanisms of action
of anthrax toxins. In 2004 we have very few national
facilities that can perform spore challenges of animals
even if funds to conduct appropriate experiments
were available.

Secondly, knowledge of what is known must be
available and accessible. Federal officias who
managed the Capitol Hill attack deserve enormous
credit for initiating an effective program of
chemoprophylaxis and education even though their
initiatives were based on logic rather than data
Mobilizing the resources to determine what should be
done, to perform the necessary cultures for a huge
number of potentially exposed employees, and to safely
administer chemoprophylaxis was an undertaking that
many public health authorities are still ill equipped to
lead. Third, news about the presence of an attack must
be widely disseminated immediately. Clinicians,
including intensivists, must be told that a new
pathogen or chemical agent could be in their
geographic area so that they can look for new target
populations and new presentations, and so that
appropriate therapy and isolation precautions can be
initiated promptly. Fourth, tests for such agents must
be readily accessible and have a rapid turnaround.

In the Washington, D.C. areain 2001, there was no
organized method for notifying emergency rooms,
practitioners and |CUs that a postal worker appeared
to have anthrax in Virginia, making it difficult for
health practitioners to recognize early manifestations
of anthrax in other parts of the region and potentially
compromising patient outcome. Failure to recognize
cases early had dire consequences for patients. For
staff, anthrax is not transmissible person-to-person.

Had the attack been with aerosolized plague, or
variola, however, nosocomia outbreaks could have
devastated healthcare facilities, much like SARS did
in Asia and Toronto.

The United States, as a global leader in biomedical
research and as a prominent potential target of
bioterrorism must fund research to answer pivotal
questions about transmission, pathogenesis, diagnosis,
treatment, and prevention. Such research will require
investment in facilities and personnel. With the vocal
support of professional organizations such as SCCM,
aong with critical care leaders, findings can be
promptly dispersed to the heathcare community.
Much research appears to have been done worldwide
by military organizations in the past, but these
findings have not been made public, thus depriving
civilian populations of the opportunities to take
advantage of such work. The United States, as
a likely target, must continue to fund and develop
networks to communicate news of emerging
pathogens, be they man-made or “ naturally occurring,”
so that appropriate action can be taken.

As healthcare professionals, we must also be
prepared to assume some personal risks in dealing
with bioterrorist attacks. The response of SCCM in
mobilizing resources for the September 11, 2001
attacks and the responsiveness of membership to
providing care in an environment with unknown perils
were impressive. The performance of ICU staffs in
Toronto and in Asia during the SARS epidemic was
aso remarkable in terms of the willingness of staff to
assumerisk in order to perform their professiona duties.

Critical care staff must have clearly thought
through their professional responsibilities. By choosing
healthcare as a profession, like policemen and firemen,
individual sinherently accept a higher degree of risk to
their safety. Because patients in the hospital pose
some risk in terms of transmitting potentially lethal
pathogens, critical care professionals cannot abandon
their duties. To avoid staff disruption, however, ICU
leadership must engage their staff in thoughtful
discussions of this risk. Leadership must also provide
the tools for staff to maximize their safety, i.e., have
properly engineered facilities such as negative pressure
rooms, and adequate equipment such as N-95 masks
and gowns and gloves. They must have carefully
thought through the complicated issues of pre-event
immunization (e.g., for smallpox, anthrax or plague),
and their approach to chemoprophylaxis, quarantine
and isolation when events in fact occur.

In 2004, the critical care community is far better
prepared to face the challenges of bioterrorism than it
was in 2001. The absence of an attack since 2001
should not diminish our efforts to build better systems
for recognizing and containing such events, and for
alerting our colleagues about the risks that they and
their patients may encounter. These systems are, in
most respects, the very same systems that we need for
dealing with infectious threats to our community that
were not intentionally created, i.e, agents
considered to be “emerging pathogens.” The Society
continuesto provide strong leadership, and in our own
ICUs, hospitals, and communities, we must continue
to be part of the process that rapidly improves our
ability to respond to emerging threats that will likely
challenge us again. A
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Reduction of Antimicrobial
Resistance in the ICU through

Antimicrobial Ste wardsh:p
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“Part of the success
in decreasing bacterial
resistance at Methodist
Hospital  has been
through the emphasis

placed on appropriate

antimicrobial selection.”

ntimicrobial resistance is a
A burgeoning probleminthe ICU.

Resistance may be carried from
extended care facilities and long-term
acute care hospitals, and even from the
community, as excessive antimicrobial
use alters bacterial susceptibility.
Automatic isolation of patients from
high-risk facilities until resistance is
ruled out may be a necessary measure
to minimize spread of such pathogens.

Additional measures are needed to
minimize the risk for nosocomial
resistance. Antimicrobial stewardship
involves the appropriate but judicious
use of antimicrobias along with sensible
selection of agents to maximize bacterial
killing while minimizing the selective
pressure that leads to resistance. A
systems approach to prevent and
control the emergence and spread of
antimicrobial-resistant microrganisms
in hospitals was outlined in 1996, but
like many guidelines, full adherenceto
the recommendations has lagged.* The
proposed strategies include developing
a system to track and report trends in
antimicrobial resistance; developing a
system for rapid detection of resistant
microorganisms in individual patients;
increasing adherence to policies and
procedures such as hand hygiene,
barrier precautions and environmental
control measures; prioritizing control
of bacterial resistance within the
organization’s strategic plan, and
developing a plan to properly identify
patients who are colonized with
resistant pathogens (Table 1).

Methodist Hospital, a Clarian
Health Partner in Indianapolis, Indiana,
recognized increasing Enterobacter,
Enterococcus and Pseudomonas resist-
ance in 1995. This private teaching
facility has over 100 adult ICU beds, a
24-hour intensivist-directed critical
care service and four critical care
pharmacists. To address increasing
resistance, a collaborative approach
involving infectious disease (ID)
physicians, an ID pharmacist, and the
Microbiology Department wasinitiated
in 1995. The goals of the antibiotic
utilization program are to improve
patient outcomes, reduce antimicrobial
resistance and decrease antimicrobial
expenditures. These goals can be
accomplished by drawing on the
expertise of the core committee
with the assistance of other clinical
pharmacists and staff physicians.

The microbiologist has knowledge
of the appropriate testing of specimens,
the appropriate techniques to determine

bacterial susceptibility, and the current
ecology of the hospital. Resistance
patterns are trended over time with
annual antibiogram reports, and more

frequent evaluations of unusual
pathogens. The ID pharmacist employs
his or her knowledge of antimicrobial
pharmacokinetics and pharmacody-
namics. The ID physician aso provides
expertise in the evaluation of these
data and appliesit to patient care.

Part of the success in decreasing
bacterial resistance at Methodist
Hospital has been through the emphasis
placed on appropriate antimicrobial
selection. This goa is achieved in
multiple ways, none of which include
antibiotic restriction. The antimicrobial
formulary a Methodist Hospita
includes agents from each antimicrobial
classwith varying spectrums of activity,
although duplication of similar agents
from the same class is minimized. The
Antibiotic Subcommittee and the
Pharmacy and Therapeutics Committee
add new agents to the formulary only
after interdisciplinary review. Agents
are assessed based on pharmacokinetic
and pharmacodynamic properties,
likelihood of inducing resistance or
adverse events based on structure
activity relationships and the potential
impact on cost. However, in some
cases, using an agent with amore cogtly
acquisition price may be more cost-
effectivein thelong run, if resistanceis
minimized and antibacterial efficiency
is greater. The committees update
antimicrobial usage guiddiines regularly.

Once the plan for antimicrobial use
was devel oped, and with each revision,
educational sessions are held with the
medical staff to encourage appropriate
antimicrobial selection that will
maximize patient outcomes and prevent
resistance. Critical care pharmacists,
with the support of the ID pharmacist,
evaluate antimicrobial prescribing,
examine culture results and discuss
how to optimize the regimen with
physicians. This antimicrobial steward-
ship has discouraged the use of agents
that promote resistance, in particular
fluoroquinolones and third-generation
cephalosporins, and has endorsed the
use of extended spectrum penicillin/
beta-lactamase inhibitors and amino-
glycosides. A pharmacy-based amino-
glycoside dosing program coupled
with individualized, extended-interval
dosing maximizes the efficiency of
bacterial killing with minimal adverse
effects. Close monitoring and dose
adjustment with changing clinical

status avoids pre-dose concentrations
above 0.5 mg/L and routinely achieves
concentrations of 10 times the MIC.
This approach was described originally
a Hartford Hospital and improvements
in safety and efficacy have been
demonstrated.?

One example of the impact on
resistance patterns was illustrated with
pathogens in the Enterobacter group.
Prior to 1995, third-generation cephalo-
sporins were routinely used for empiric
and therapeutic indications. Enterobacter
resistance had increased (Figure 1),
leading to increased use of fluoro-
quinolones, primarily ciprofloxacin.
While the efficacy of fluoroquinolones
against Enterobacter wasimpressive, a
trend toward increased Pseudomonas
resistance followed (Figure 2). The
antimicrobial plan was then revised —
to aso avoid empiric fluoroguinolone
use and instead use macrolides for
atypical pneumonia coverage, along
with extended-spectrum penicillins
and individualized dosing of extended-
interval aminoglycosides. This effort
has gradually reduced Pseudomonas
resistance (Figure 2).

Infection control programs that
include alcohol-based hand disinfectants
have been utilized since 1997 as an
adjunct to handwashing. Extensive
education to minimize ventilator-
associated pneumonia (VAP) has
produced a dramatic reduction in VAP
rates. Oral hygiene, head-of-bed
elevation, and correct ventilator tubing
positioning are components of that
initiative. Nursing and respiratory care
involvement and support of these
initiatives is essential.

While the benefits of minimized
resistance are apparent to critical care
practitioners, the impact on costs
cannot be ignored. Through these
ongoing efforts, the cost of antimicro-
bials within the institution has not
increased since these programs were
established, despite the increase of
more expensive agents (Figure 3).
However, continued vigilance for the
presence of emerging pathogens,
such as Acinetobacter, or extended-
spectrum beta-lactamase producing
organisms is necessary. A coordinated
response from the microbiologist,
infectious disease physician and
pharmacist, along with implementation
of atherapeutic plan developed by the
critical care team will be needed to
maintain this success. A

References are available at SCCM’s
Web site, www.sccm.org/publications.
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Two Hospitals Prove Disaster Preparedness

(continued from page 1)

He recalls: “When we looked out the hospital
window we could see the smoke from the Pentagon.
The call came and our helicopter was the first medical
service on the scene. We quickly flew two Pentagon
burn victims to Washington Hospital Center.
Unfortunately, we were not alowed to fly back
because al nonmilitary air traffic was shut down. The
additional seven patients were transported to us by
ambulance.” The discontinuation of medical helicopter
service may have been the first unanticipated disaster-
related change in response.

Washington Hospital Center found that previous
disaster preparations and drills were incredibly helpful.
Automatically, patients scheduled for elective surgery
were sent home and surgeries not fully started were
cancelled to open the operating rooms for the
Pentagon burn patients. Clinicians were immediately
available in their assigned staging areas, and teams
were dispatched to the disaster receiving area.

“We had a command center in our administrative
office that set up a single source of communication
to look for resources such as beds, supplies and
personnel,” says Dr. St. Andre, director of surgical
critical care services at WHC. “We had done enough
planning and drilling that al of the typical preparations
went exceedingly well.”

During the disaster, the authorities shut down the
local telephone area codes. Dr. St. Andre said there
presumably was a concern that aregional phone number
might trigger a bomb. When the incoming calls were
shut off, the internal phone system at the hospital
closed down entirely. All phone communication was
lost. “ Thiswas a situation we never considered during
our planning,” Dr. St. Andre comments.

Lessons learned from the Sept. 11 events helped
Washington Hospital Center improve its disaster
preparedness plan. For example, the loss of telephone
communications within the hospital made triage and
spreading other information much more difficult. At
thetime, the hospital was not set up on awalkie-talkie
system, however, key WHC people in a disaster now
carry walkie talkies.

“September 11 also helped us to better define our
triage process during normal hospital operations,”
explains Dr. St. Andre. “Determining which bed a
patient will be assigned to and when the patient can
be moved into that bed is a complex process that
combines a variety of people including the admitting
office and nursing communication. After Washington
Hospital Center lost al telephone service during the
disaster, we had to find a way to streamline moving
patients from the disaster resuscitation area to beds.
One of the disaster leaders designed the new triage
system on the fly.”

Under the new process, when disaster resuscitation
receives word that a patient has been assigned a bed,
this communication signifies that the bed is now ready
and the patient can be transported immediately. The
new protocol streamlined the system and eliminated
several unnecessary phone calls to the resuscitation
area. A patient-labeling system was also developed
that indicates whether or not the patient is ready for
assignment. This system helps the resuscitation triage
officer know when to call for a bed.

The hospital, with the financial support of the
federal government, continues to study the impact of
biologica and chemical disasters and terrorism on
healthcare organizations under its ER1 program. This
effort includes facility design for disasters and the
study of how to scal e resources to meet both large and
small disaster events.

“Massachusetts General Hospital, a 900-bed facility,
has an enormous depth and breadth of critical care
resources that is probably unparalleled in most other
tertiary care facilities,” says Society of Critical Care
Medicine Member Katie Brush, RN, MS, CCRN,
FCCM. “Additionally, Massachusetts General
Hospital is a Magnet Hospital that specially recruits,
rewards and appreciates nurses. These two factors
combine to provide strength and flexibility in all
areas, but specifically in disaster response.”

Indeed, MGH’s disaster preparedness was put to the
test earlier lagt year, when it responded to The Station
nightclub firein West Warwick, Rhode Idand, that injured
200 peaple and killed another 100 people. MGH treated
14 critically ill burn patients and numerous outpatients.

“If you pare a hospital down to the bare bones, | do
not know how it would be able to respond to a major
disaster,” continues Ms. Brush, a surgical critical care
clinical nurse specialist on a 20-bed Surgical ICU at
MGH. “The Station nightclub fire impacted the entire
hospital, although only two units were caring for
those patients”

Massachusetts General Hospital has a five-bed
burn ICU, and six patients were directed to other units
within the hospital. Five were sent to the surgical ICU
— the burn unit backup — and one patient was treated
at the medical ICU until the following day, when
he was transferred to the surgical ICU. The hospital
created burn patient cohorts to coordinate services,
including physical therapy, occupational therapy,
nutrition, materials, and respiratory care. This
system also eliminated surgeons losing time moving
between units.

The MGH disaster plan is modeled after the
Hospital Emergency Incident Command System
(HEICS) for disaster response. The Rhode Island
nightclub fire required enormous operational and
logistics management. To further complicate matters,
most of the MGH patients were unidentified and
lived in another state. Consequently, part of the
response required interagency and intergovernmental

Washingt(;n I-ioébital Center's disaster preparedness aided in the
quick treatment of Pentagon burn victims on September 11, 2001.

cooperation. Everyone had to cross state lines to do
their jobs for the fire victims — insurers, state police
and state agencies.

“Flexibility by senior leadership helped make
Massachusetts General Hospital highly responsive,’
says Ms. Brush. “Our senior vice president for anesthesia
and surgery, the senior vice president for patient care
services/chief nurse and the hospital president managed
the leadership in such away that clinicians wanted for
nothing during The Station nightclub disaster. This
went beyond what we needed for patients. Food was
provided 24 hours aday until the crisis had completely
passed. They aso made sure that people got to rest
and received stress debriefings.”

Massachusetts General Hospital also has a
memorandum of understanding with the Department
of Homeland Security and the U.S. Department of
State as the sponsors of the International Medical
Response Team. The team, including Ms. Brush, has
most recently responded to the earthquake in Bam, Iran,
and is readily prepared for future disasters worldwide.

Regardless of location, collaboration and effective
communication are key to a successful disaster plan.
“A resource-rich hospital environment, a strong
disaster plan and flexible senior leadership are crucia
to excellent disaster planning management,”
concludes Ms. Brush. A

A Tribute to
Dr. Peter Safar

Life of Peter J. Safar,” will be published in February 2004. The
supplement, sponsored by the Laerdal Foundation, is both a tribute to !
Dr. Peter Safar and a publication of the proceedings of the Second Annual Safar t
Symposium held in October 2003. The guest editors for this tribute are Drs.
Ake Grenvik, Patrick M. Kochanek and John Schaefer.

Q supplement to Critical Care Medicine entitled, “A Celebration of the

Thefirst half of the supplement contains tributes and photos that highlight Dr. Safar’s historic career, including
his beginning as the pioneer of resuscitation invention, research and inspiration. The tribute al so spans hiswork
in controlled hypothermiafor cerebral protection following hemorrhagic shock at the Baltimore City Hospital
and the Safar Center for Resuscitation Research at the University of Pittsburgh. Remembrances
are included from those lives Dr. Safar touched with his spirit and determination in the field of
resuscitation, including colleagues, friends, admirers and students in the United States Army Medical
Department and at the Safar Center for Resuscitation Research, all of whom remember him fondly. They recall
his dedication to the importance of shared research, continued commitment to resuscitating every life that he
could, sharing conversation and bottles of plum wine at a local Pittsburgh Chinese restaurant, his
distinct Viennese accent and love of music, unparalleled humanity, ability to impact every person he met, and

his overall integrity as a scientist and artist.

The second half of the supplement highlights the proceedings of the Second Annual Safar Symposium
held in October 2003. The symposium included breakthroughs in resuscitation and advances in human
simulation education. Both sections of the supplement are important pieces of the legacy that Dr. Safar left for

everyone's enjoyment and education.

Peter J. Safar, MD, FCCM
1924-2003

A
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Utilizing

Information Systems

to Improve ICU Care

nly 5% to 15% of all healthcare facilities now

have electronic record systems, according to

Dr. Paul Tang, chair of the Institute of
Medicine (IOM) panel commissioned to study this
problem and chief medical information officer for the
Palo Alto Medical Foundation. Furthermore, apatient’s
various health providers often use electronic record
systems that are incompatible and therefore cannot
communicate. The lack of data standards continues
to be a key obstacle to the implementation of an
electronic medical records system designed to provide
the most complete and up-to-date information to the
healthcare provider, and to further assist providersin
reducing errors and improving care.

Although it iswidely agreed that a properly designed
and implemented medical information system would
improve patient care, hospital departments, physician
offices and other providers have hesitated to invest in
such systems. Oftentimes, these data systems are
incompatible with the organization’s current medical
record systems, leading to further difficulties in
exchanging important patient information with local
pharmacies, other hospital systems and physicians.

The Society of Critical Care Medicine (SCCM)
continues its work in developing solutions to address
these complex challenges.

Medication Errors on the Rise

The number of medication errors in U.S. hospitals
increased by 82% in 2002, according to a report
produced by U.S. Pharmacopeia. The report findings
explain that hospital staff members detect many
medication errors before patients receive treatment
and that most of the errors did not have a serious
impact on patients. According to the report, patients
65 and older were twice as likely to experience injury
from amedication error than those in other age groups
in 2002. In addition, about 10% of medication errors
occurred because of errors in computerized order
entry and approximately 17% occurred because
hospital staff members failed to adhere to protocols.

Nancy Stonis, SCCM’s director of program
development and project coordinator for the Society’s
ICU Safety Reporting System (ICUSRS), states that
“the large upsurge in medication errors found in
the report could be due to better internal reporting
procedures at the hospitals and a change in culture at
those facilities that encourages the reporting of such
errors. This type of change in reporting behavior is
exactly what we need; identifying where the errors
occur is the first step in designing systems to ensure
they don’t occur again.”

Two years ago, the Society in partnership with The
Johns Hopkins University School of Medicine,
launched the innovative ICUSRS program to improve
ICU safety. Its goal isto present an alternative method
for reporting adverse events and near misses over the
traditional mandatory incident report. The hypothesis
was that people would feel safe and comfortable
reporting to a system that was anonymous, confidential
and focused on addressing system failures not
blaming individuals.

Currently, 23 ICUs participate in the study, with
over 1488 report submissions to date. Most of the
incidents the ICUSRS Team analyzes involve two or
more system factors, supporting previous evidence
regarding the negative impact of complex work
structures on safety. The finding that many
medication events started outside the ICU, and that

65% of incidents reported were caused by poor
communication, further illustrates the need for
interactive and interconnected medical information
systems. (See Page 5 in this issue of Critical
Connections to learn more about ICUSRS and patient
safety.)

Some patient safety groups advocate barcode
systems that match the patient to the prescription to
reduce medication errors. The Leapfrog Group, a
codlition of large employers, supports the use of
computerized physician order entry (CPOE) systems
that allow providersto access patients medical records
and information about potential adverse drug events.

CPOE/CPOF Systems Help Reduce Errors

The Society’s Coalition for Critical Care Excellence
has placed an emphasis on the assumption that CPOE
and computerized physician order fulfillment (CPOF)
systemswill reduce medical errors, improve quality of
care and reduce costs in the ICU. Although
preventable medical errors occur throughout the
healthcare delivery system, it is generally accepted
that the negative impact of errorsisgreatest in patients
with life-threatening conditions. Because the most
serioudly ill patients are cared for inthe ICU, it isrea-
sonable to conclude that a properly designed and
implemented CPOE/CPOF system in the ICU would
result in error reduction and improved outcomes.

Significant efforts are underway throughout
hospitals nationwide to develop and implement
hospital-wide CPOE/CPOF systems. Understandably,
these systems are primarily developed for the general
outpatient and inpatient hospital areas. However, the
ICU presents challenges unique to critical care.
Consequently, a CPOE/CPOF system that can
accommodate such complexities should be fully
integrated in the ICU.

Two documents outlining CPOE and CPOF
implementation in ICUs are available from the
Society. Developed by the Coalition, “ CPOE System
Reguirements for Intensive Care Unit Use” describes
the essential elements for a CPOE system to be
functional in the ICU. A subsequent document,
“CPOF System Requirements for Intensive Care
Unit Use” addresses ways to document the status,
execution, and completion of all patient orders.
Companies responsible for developing these systems
and administrators considering purchasing and
implementing CPOE systems will find these
documents valuable. Access both documents (CPOE
and CPOF) on SCCM’s Web site, www.sccm.org.

In addition, the American College of Critical Care
Medicine's (ACCM) theme to this year's Town Hall
Meeting, held at SCCM’s Congress, is“ Computerized
Physician Order Entry (CPOE): Achievements and
Challenges.” Learn from critical care colleagues about
the successful implementation of and challenges asso-
ciated with CPOE.

I0M Report Urges Creation of National
Electronic System

While much emphasis has been placed on single sys-
tems such as CPOE and CPOF, the IOM reported in
November 2003 that U.S. hospitals and other health
providers should adopt a standardized, interactive,
interconnected, electronic records system that would
reduce medical errors. Thefirst step to accomplishing
the “health information infrastructure” recommended
by IOM’s 16-member panel requires health providers

David Julian Martin, CAE

Chief Executive Officer/
Executive Vice President
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to voluntarily begin using electronic medical records
that contain access to patient information from all
providers and alertsto possible adverse drug reactions.

The report recommends that use of such systems
and participation in a nationwide system defined by
government standards is necessary for providers
to receive reimbursements from programs such
as Medicare. The federal government would set
technical standards for the exchange of medical
information, clarify which types of “decision support”
systems would assist health providers in treatment,
create definitions of medical errors, and instruct
hospitals on how to collect, analyze and distribute
error data and solutions. Although the plan would give
the federa government an unprecedented role in
medicine, IOM’s report describes the network as a
“public-private partnership” that would lead to alarge,
“more seamless’ structure for disease surveillance
and patient treatment.

SCCM Hosts Technology Expert Roundtable

In the spirit of the IOM report and in further demon-
stration of SCCM’s commitment to [ICU
technology solutions, the Society recently hosted a
groundbreaking technology meeting. Computers in
the ICU: An Expert Roundtable was an innovative,
invitation-only meeting of physicians, nurses, hospital
administrators, hospital information officers, and
information systems vendors during which frank,
open and chalenging dialog occurred among all
parties involved in the implementation of ICU
information systems.

The three-day meeting was organized and led by
SCCM Members Mitchell M. Levy MD, FCCM and
William J. Sibbald, MD, FCCM, FRCPC, CHE and
was made possible through the generous support
of Clinicomp Intl., Journal of Critical Care (JCC)
and Seimens.

The meeting alowed users and vendors of ICU
computer systems to present their current uses, future
needs and desired capabilitiesin an interactive setting.
Highlighted topics included a retrospective of
computers in the ICU, the impact of information
technology on various ICU team members, relational
databases, and computerized physician order entry
(CPOE) systems. Expert speakers delivered informa-
tion about their experiences and entertained questions,
suggestions and criticism from the attendees.

The key messages from the conference included
the value of computerization to research, patient safety
and outcomes, staffing, and organization within the
ICU. The results of the meeting will be published in
the Journal of Critical Care. An executive summary is
also planned for publication. In addition, a resource
guide for SCCM members who may be considering
computerizing their ICUs is planned for inclusion in
an upcoming issue of Critical Connections.

The Society continues to advocate the integration
of information technology into ICUs. These efforts
will ultimately enhance patient care and serve as the
basis for future SCCM policy development. Through
interaction with government agencies, the results of
these activitieswill be ahedth information infrastructure
designed in part to ensure that patient safety efforts
and the needs of ICU practitioners are fully met. &
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ince the initial isolation of
est Nile virus (WNV) in 1937,
he virus has caused outbreaks

and sporadic cases of self-limited
febrile illnesses, almost never causing
meningitis or encephalitis. This changed
in outbreaks that occurred in Romania
in 1996, Russia in 1999, New York in
1999, and Israel in 2000, all of which
had a much greater rate of encephalitis
and death. The virus has evolved to a
more neurotropic and virulent strain
and is reemerging as a different
pathogen. Still, most infected patients
(80%) are asymptomatic, and only
1/150 devel ops severe neurologic il iness?

In a house-to-house serosurvey in
New York following the 1999 outbreak,
only 2.6% were 1gG seropositive, and
numbers were similar in Louisianaand
Ohio (according to unpublished data
from the CDC) after major outbreaks
there in 2002.2 The magjority of the
U.S. general population is still
susceptible to WNV, and medical
professionals, including those who
practice critical care, continue to
maintain  their attentiveness in
diagnosing and treating the disease.

Outbreaks in 2003 vs. 2002

As of January 7, 2004 there were 8977
cases of WNV in 45 states, of which
208 resulted in death. In 2002 the
totals were 4156 human cases and 284
deaths.! The epidemic continued to
expand westward with Colorado being
the hardest hit (2477 cases) and
Nebraska and South Dakota a distant
second and third. There are now locally
acquired human cases in California,
and animal surveillance indicates that
the region may be next year’s hot spot.
Based on the lower death count, these
case numbers likely represent an
increased vigilance among cliniciansand
the public about testing for the disease.

HE EMERGENCE

OF WEST NILE

New Clinical Information
Long-term follow-up on large numbers
of patients is lacking, but following
the 2002 outbreak in Louisiana, a
neurologist followed 16 patients
longitudinally for 8 months.® Eight
of them had encephalitis, five had
meningitis and three (one with
encephalitis) had acute flaccid
paralysis. Movement disorders were
seen in 15 of the 16 patients, and
included tremor, myoclonus and
Parkinsonian features. At the eight-
month follow-up, one patient had died
and five of the seven living encephdlitis
patients and all of the meningitis
patients had significantly improved.
None of the three paralysis patients
had improved — they were all still
wheelchair-bound and not able to live
independently. Tremor (often severe)
persisted in five patients and
Parkinsonism (e.g., bradykinesia,
postural instability) persisted in five of
the patients.®

“The majority of the U.S.
general population is still
susceptible to WNV, and
medical professionals, including
those who practice critical
care, should continue to
maintain their attentiveness
in diagnosing and treating

the disease.”

In addition, over the last year several
case reports and abstract presentations
describing the magnetic resonance
imaging (MRI) findings in West Nile
encephalitis have been presented.
Abnormalities are in the thalami, basal
ganglia and cerebellum — findings
which are similar to other flaviviruses
and are distinct from those seen in
Herpes ssimplex encephalitis.*®

Diagnosis

By the time of presentation to a
clinician, most patients have already
cleared the virus from the blood and
the cerebrospina fluid (CSF) and are
making antibody. As a result, the
diagnosis is usually made with a
positive immunoglobulin M (IgM) in
either serum or CSF, which is more
sensitive. The antibody cross-reacts
with other flaviviruses, thus IgM for
Saint Louis encephalitis virus is often
also positive, and confirmatory testing
with plague reduction neutralization
assaysis required. A notable exception
to this scenario is in the immunocom-
promised patient. Cancer, organ and
bone marrow transplant patients have a
more prolonged prodrome, remain
PCR positive in CSF and blood longer,
have difficulty mounting an antibody
response and have aworse outcome. In
these patients, a West Nile PCR should
be sent as well as serology.

During the summer and fall months,
West Nile has surpassed herpes simplex
virus (HSV) as the most common
cause of viral encephalitis, and should
always be sought as a diagnosis. For
meningitis, enteroviral and bacterial
cases till occur more commonly, but
West Nile IgM should also be sent
in these patients if gram stains are
unrevealing. For patents with fever
only, the diagnosisis extremely unlikely
to be WNV and these patients almost
uniformly do well unless they are
immunocompromised. Thus, testing
for WNV is unnecessary, except for
epidemiologic purposes.

Although the screening of pooled
blood products in 2002 for WNV
nucleic acid greatly reduced the number
of transfused viremic units, there were
two cases of transfusion transmitted
WNV that came from donors whose
level of viremia was below the
sensitivity threshold of the test. Upon
retesting of their individual retained
samples, both were then found to be
positive.* Blood product transfusion
within one month should still be
considered a risk factor for the
development of disease.

Developing a Vaccine
Phase one testing of a promising
live vaccine (ChimeriVax-WestNile,

Acambis) for humans began in late
2003, which aims for the safety,
tolerability and immunogenicity in
normal volunteers. If these trials are
successful, the question may still
remain open as to its safety in target
groups such as the elderly and
immunocompromised. The West Nile
vaccine is not expected to become
commercialy available for at least
three years.

Identifying Therapies

Several compounds for treating
patients infected with the West Nile
virus have been considered. One is
interferon alpha, which is active in
vitro, and has not been tested in animal
models of WNV. A large, double-blind
placebo controlled trial of this agent
against closely related Japanese
encephalitis virus showed the treatment
to have no benefit over placebo.® A
human trial is ongoing.®

Case reports described anecdotal
success in the use of passive
immunization to treat West Nile
encephalitis.”® The compound used
was Isradli IVIG, which contains high
levels of specific antibody against
WNV. The virus circulating in North
America has a >99% sequence
homology to oneisolated in Israel, and
thus likely came from there to New
York in 1999.°% Several animal models
have subsequently documented a
mortality benefit if specific antibody
is given early after the infectious
inoculum.***> American IVIG contains
no detectable anti-WNV antibody, and
does not work any better than salinein
animal models.

A multicenter national Institutes
of Health (NIH)-sponsored trial is
underway to look at the safety and
preliminary indications of efficacy of
Israeli IVIG vs. American IVIG vs.
saline placebo. For information on
participating sites, visit www.casg.uab.
edu. To view theinclusion and exclusion
criteria, visit www.clinicaltrials.gov,
and search for West Nile. A

References are available at SCCM'’s
Web site, www.sccm.org/publications.
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“While the future impact of
SARS is hard to predict, it is
clear that the world community
will be faced with other
emerging infections as time
goes on...[and] the intensive
care unit will continue to be
intricately involved in the care

of patients with such infections.”

Patrick Stockton of the Special Pathogens
Branch is examining a T-25 flask used in
the SARS virus isolation. (2003)

Photo courtesy of Centers for Disease Control
and Prevention (CDC).

L icrobial threats continue
M to emerge, reemerge,
and persist.” These
words are found in an Institute of
Medicine (IOM) report entitled
Microbial Threats to Health.! The
report, authored by a committee of
eminent scientists, focused specifically
on the emerging microbia threats to
public health. It was released within
days of theWorld Health Organization’s
(WHO) global aert on an atypical
pneumonia that would eventually be
known as severe acute respiratory syn-
drome, or SARS? Theirony of thetim-
ing islost on few.

The human race has always had a
tenuous relationship with microbes.
While usually this relationship is
balanced, history shows that when there
is disequilibrium, the consequences to
society can be considerable. Historical
examples include the bubonic plaque
(Black Death) of the Middle Ages, or
the influenza pandemic of 1918. A
recent example of similar impact is
human immunodeficiency virus (HIV).
While these examples are notable
because of the number of people
affected, they represent only a small
fraction of emerging infections.

Emerging pathogens are generally
defined as “infections that have newly
appeared in a population or have existed
but are rapidly increasing in incidence
or geographic range.”* Numerous
examples can be shown in the last
several decades. One of the most
striking in the last few years is the
emergence of the SARS coronavirus.

SARS is a constellation of fever,
cough and other respiratory symptoms
caused by infection with the SARS
coronavirus. This syndrome can be
associated with acute respiratory distress
syndrome (ARDS) and severe hypoxia,
and attends a mortality rate of 9.6%.
From November 2002 through June
2003, a total of 8098 cases of SARS
occurred worldwide, resulting in 774
deaths.* While the future impact of
SARS s hard to predict, it is clear that
the world community will be faced
with other emerging infections as time

goeson. Itisaso clear, asevidenced in
the SARS outbreak, that the intensive
care unit will continue to be intricately
involved in the care of patients with
such infections. It is therefore useful
to employ SARS as one paradigm to
discussthethreat of emerging infections
and their impact on the critical care
environment.

Emerging infections appear from a
variety of sources. These include
zoonotic transmission of the infectious
agent from an animal reservoir to
humans—SARS appears to fit this
model. Other mechanisms of emerging
diseases include genomic evolution of
the pathogen in response to external
stimuli, both natural and man-made.
The emerging antibiotic resistance
seen across the world and in our
intensive care units represents this
phenomenon. Changes in the host also
predispose to new infections, as is
evident by the unique pathogens that
cause disease in the immunosup-
pressed host. Lastly, intentional release
of infectious agents, natural or modified,
can be considered as emerging
pathogens. Although each emerging
infection is unique, there are common
themes involved in the emergence of
new pathogens, including SARS.

A number of viruses are endemic in
animals and only occasionally cause
diseases in humans. Two notable
examples receiving media attention in
the last year are Ebola and monkeypox.
These viruses, when they infect
humans, have similar structures as
those found in the animal reservair.
Similaritiesin receptors allow the virus
to infect more than one species. One
example is influenza, where the virus
has multiple natural hosts including
birds and other mammals. Sialic acid,
the molecule influenza usesto facilitate
entry into host cells, differs dightly
across species. This dictates the usual
species tropism seen among influenza
viruses.® There is enough similarity in
this molecule, however, to alow the
virus to cross between species.

Occasionally, viruses establish new
strains in different species. The

prototypical example of this is HIV.
The HIV-1 genome is closely related
to the simian immunodeficiency
virus (SIV) capable of infecting the
chimpanzee, while HIV-2 is closaly
related to the SIV affecting the sooty
mangabey.®” While closely related, the
human viruses are genetically distinct
implying that the differences are
necessary, or evolutionarily optimized,
to infect humans.

It isunclear which model of zoonotic
infections SARS coronaviruswill fit. A
similar coronavirus has been isolated
in Himalayan palm civets and raccoon
dogs found in a market in southern
China.® However, these viruses are not
identical to those found in humans
with SARS. The SARS coronavirus
has a 29 base pair deletion when
compared to the animal virus® Early
evidence suggests this deletion merges
two open reading frames into one. The
functional consequence of this deletion
isn't clear, though it maybe necessary
for human infection.

There are multiple factors that may
lead to the emergence of new infectious
agents. Social and economic factors
contribute to the emergence of some
microbes and have been suggested for
SARS. The capture and slaughter of
wild animals in southern China may
have been the initial source of SARS.
Early reports suggested that many of
the early cases of SARS were seen in
butchers and other restaurant workers.
It has subsequently been shown that
40% of wild anima traders in the
Guangdong province of China have
antibody to the SARS coronavirus.?
The animal traders tested did not
have any history suggestive of SARS.
This finding suggests that SARS
transmission and infection may occur
much more frequently than appreciated.
The same may be true of other zoonotic
emerging infections.

One should not think that this
situation is unique to anima markets
in China. Variant Creutzfeldt-Jakob
Disease (Mad Cow Disease) is a prion
disease that can be circulated in cattle.
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It has been found in the United
Kingdom, Canada, and most recently
in Washington state and has potential
to threaten the beef supply to many
Western countries. It is only through
diligent quarantine, destruction of
infected cattle and modification of
feeding practices that this disease has
not spread further.

Global commerce and international
travel contribute to emergence of new
infections by transporting microbes,
hosts or vectors from endemic areas to
previously unexposed areas. A notable
example is West Nile virus, which is
endemic in parts of Africa and the
Middle East. The first documented
incursion of this virus in the United
States occurred in New York in 1999.
Since itsintroduction, there has been a
progressive spread of West Nile virus
across the United States with over
10,000 cases reported to the Centers
for Disease Control and Prevention
(CDC). Other examples include the
monkeypox outbresak in central United
States in 2003 that was associated with
the importation of the Giant Gambian
rat, and subsequent infection of prairie
dogs, al part of the exctic pet industry.®

Internationd travel can beresponsible
for rapid dissemination of microbes to
multiple countries. After the initial
cases of SARS in southern China,
there was rapid dissemination by air
travel to over 25 countries. Several of
these areas experienced significant
local transmission of the virus.
Another example of international
travel contributing to dissemination of
microbes would be the cases of malaria
reported near airports in patients that
never traveled. These occurrences
presumably result from mosquitoes
taking a blood meal from recent
international travelers.

Important lessons learned during
the SARS situation can be applied to
future emerging infectious diseases.
The rapid dissemination of information
during the SARS outbreak was
unprecedented. For example, less than
one month after the World Health
Organization (WHO) released the first
global aert for SARS, the sequence of
this new coronavirus was published in
a peer-reviewed journal.® This quick
distribution of information is atestament
to worldwide collaborative efforts,
expedited manuscript submission
and review, editorial prioritization,
and electronic publishing by the
peer-reviewed journals.

Researchers have made tremendous
strides in developing diagnostic tests
and establishing a candidate vaccine
that is protective in the animal model
of the SARS infection.** The pace of
basic SARS research has been
unprecedented.

Clinical research has not enjoyed
the same level of achievement, however.
Early in the outbreak of SARS,
thousands of people were treated with
ribavirin. Even though there was no
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experimental evidence to support these
practices, the initial reports lauded
ribavirin for its efficacy. Later it was
demonstrated there was no in-vitro
activity of ribavirin against the SARS
coronavirus. While not efficacious for
the treatment of SARS, ribavirin did
have significant side effects. It has
been shown that 61% of patients treated
with ribavirin had hemolytic anemia,
with a mean drop in hemoglobin of
2.8 g/dL.2

A similar scenario may be true of
corticosteroids. To date, there is no
clinical study to support their use in
treating SARS. Recently, it has been
revealed that a significant proportion
of those treated with corticosteroids
have developed avascular necrosis of
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thefemoral head or other complications
from this therapy. Definitive proof of
corticosteroids utility is difficult to
illustrate, however, as in-vitro studies
would not interrogate the presumed
mechanism of action and animal models
lack the severity of lung disease seen
in humans.

Clinical research in the face of
emerging infectious diseases is very
difficult, though critically important.
Structured research protocols evaluating
the natural history of these infections
will provide the best means for under-
standing the pathophysiology of the
disease. While there may be a need
to try unproven therapies for these
infections, doing so in a structured
treatment protocol to evaluate the
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efficacy of these medications ensures
that patients aren’t given medication
with potentially serious side effects.
Implementing clinical researchinarel-
atively short time frameis difficult, and
doing so in the face of an epidemic can
be impossible. However, reviewing the
SARS outbreak emphasizes this need.

It has been said, “Experience is a
hard teacher. She gives the test first
and the lessons afterwards.”** Learning
the lessons that the SARS outbreak has
to teach is critically important. Such
evaluations will be applicable to the
larger theme of emerging infectious
diseases and will continue to be a part
of the practice of critical care. ZAN

References are available at SCCM’s
Web site, www.sccm.org/publications.
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ith 2003 behind us, it's my pleasure to
Wprovide you with this report of the Society

of Critical Care Medicine's (SCCM)
activities. Whether you are a longtime SCCM
member, a new member, a contributor to the Society’s
Foundation, or considering joining SCCM, | think you
will concur that 2003 was our best year yet.

Our goals for 2003 were to: enhance and expand
offerings and distribution of SCCM educational
programs, promote access to compassionate,
patient-centered care delivered by a multiprofessional,
intensivist-directed team; and develop ICU patient
safety initiatives that will reduce medical errors and
lessen variability in ddlivery of care.

The year began with another record-breaking
Annua Critical Care Congress. It was not only ayear
for top attendance — program content reached new
heights. This success set the stage for an outstanding
accomplishment at the Society’s first ever Summit on
ICU Quadity and Cost, followed by a successful
ESICM jointly-sponsored Summer Conference on
Hemodynamic Monitoring and overflowing attendance
at the Society’s annual Multidisciplinary Critical Care
Review Course.

While these programs surpassed expectations
programmatically as well asin member participation,
the large crowds did present operational challenges.
As aresult, SCCM staff have taken steps to ensure
that meeting facilities in 2004 can accommodate all
who wish to participate. New programs in 2004
include meetings such as the International Consensus
Conference in Intensive Care Medicine: The
Management of Acute Pancredtitis; the Summer
Conference in Intensive Care Medicine — Mechanical
Ventilation: Current Trends and Future Directions;
and Pharmacotherapy in Critical lllness: Evidence
and Controversy.

The Society’s publishing operations also experienced
a number of successes in 2003. In fact, SCCM was
pleased to be the first healthcare organization to
produce a text exclusively for medical professionals
facing natural and man-made disasters. Fundamentals
of Disaster Management was enthusiastically received
by SCCM members and the public. Complimentary
copies were distributed to key government agencies
and portions of the publication will soon be posted on
the SCCM Web site to assist practitioners during
times of crisis.

In addition, SCCM released the monograph,
Sepsis.  Pathophysiologic Insights, and the Fifth
Edition of the popular Self-Assessment in
Multidisciplinary Critical Care. A monograph and
interactive CD-ROM from the successful Summit on

ICU Quality and Cost along with the only book writ-
ten expressy about coding for the ICU, Coding and
Billing for Critical Care, rounded out a year of record
publication activity with overall publication sales up
25% over the prior year.

These activities were in addition to another year of
thought-provoking articles in our flagship journal,
Critical Care Medicine (CCM), and its Sister publication,
Pediatric Critical Care Medicine (PCCM). Both
journals implemented new features in 2003. Critical
Care Medicine launched a new bi-monthly section
entitled “ Concise Definitive Reviews in Critical Care
Medicine,” with R. Phillip Dellinger, MD, FCCM as
editor. In addition to the monthly issues of CCM,
eight supplement issues were published in 2003,
including meeting proceedings and general topics of
interest such as ethics and wound healing.

Pediatric Critical Care Medicine began offering
continuing education credit in each issue beginning
with the January 2003 issue. In addition to translating
abstractsinto Chinese, French, Japanese, and Spanish,
Italian was added as well. The most noteworthy devel-
opment for PCCM is that beginning with the January
2004 issue, the journa transitioned from a quarterly
publication to a bi-monthly publication.

The Society’s bi-monthly news magazine, Critical
Connections, also experienced a banner year, with
cutting-edge themed issues, the addition of a “Vita
News’ section aimed at providing the latest events,
studies and technologiesin critical care, and enhanced
design dlements. Furthermore, the magazine continues
to feature Success stories, which highlight
organizations that have successfully implemented the
multidisciplinary team model in their ICUs, and
Coding Corner, an essential resource for practitioners
coding critical care services.

In 2004, members can anticipate the release of
three sister publications detailing the results of the
Society’s surveys on ICU Benchmarking, including
ICU Operations, Salary and Benefits, and Contracts
and Job Descriptions. In addition, look for the first
release of the Critical Care Assessment of Resource
Efficiency and Safety (CCARES) program. This
program will integrate quality and outcome measures
with patient safety conceptsto assist ICUsin ng
their overall performance.

The Society along with Joint Commission
Resources, a subsidiary of the Joint Commission on
Accreditation of Healthcare Organizations (JCAHO),
has produced an important new book entitled,
Improving Care in the ICU. The Joint Commission
and SCCM collaborated to address the applicability of
hospital- and disease-specific standards to the ICU,
focusing on patient care. The book includes valuable
information about various facets of the ICU and
solutions to the multitude of challenges that occur in
and around the ICU.

Additiona milestones include a dramatic increase
in participation in the Fundamental Critical Care
Support (FCCS) course (trainees increased by 50%).
The course continues to gain exposure throughout the
United States and internationally.

Through the active efforts of volunteers, SCCM
continues to reach critical care professionals and the
public through informational brochures and updates.
The Society produced seven ICU waiting room
brochures, video and public radio news releases on
important public health issues, and a comprehensive
tips brochure, Improving Your ICU: Tips for Better
Care. As aresult, many of the Society’s efforts and a
number of SCCM members received significant press
coverage. The Society also continues to be involved
with the Surviving Sepsis Campaign.

On the partnership front, SCCM continues to
build bridges with other organizations in developing
collaborative relationships. Along with the American
Association of Critical-Care Nurses (AACN),
American College of Chest Physicians (ACCP), and
the American Thoracic Society (ATS), the Society
continues to identify solutions related to the critical
care workforce. In January 2003, the presidents of
each organization presented the Framing Options for
Critical Care in the United States (FOCCUS) Work
Group's paper that reviews the delivery of healthcare
within the United States and provides recommendations
to redefine how that careis delivered using the current
personnel. From the FOCCUS paper, SCCM supported
The Critical Care Medicine Crisis. Call for Federal
Action white paper sent to the U.S. Department of
Health and Human Services (HHS)-Health Resources
and Services Administration.

The Society also enjoys a growing relationship
with Joint Commission Resources and has a member
sitting at the table with the American College of
Physicians Council of Subspecialties Societies.

In addition, HHS joined with key nationa |eaders
and practitioners from the nation’s transpl antation and
hospital communities in April 2003 to launch the
Organ Donation Collaborative. The Society has
donated booth space at the 2004 Critical Care
Congress to this effort.

The Society continues to collaborate with the
American Thoracic Society, the European Respiratory
Society (ERS), the European Society of Intensive
Care Medicine (ESICM), and Société de Réanimation
de Langue Francaise (SRLF) to bring current clinical
information to the international community by holding
the International Consensus Conference in Intensive
Care Medicine. The 2004 conference will be held in
Washington, D.C., April 15-16, and will focus on the
Management of Acute Pancreatitis.
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In addition, SCCM and ESICM will again jointly
sponsor the Summer Conference in Intensive Care
Medicine. Thisyear’stopic is Mechanical Ventilation:
Current Trends and Future Directions and the confer-
ence will be held June 25-27, 2004 in New York City.

The Society’s advocacy effortsinclude the continued
work of the Critical Care Work Group (CCWG). This
multi-organizational group continues to review and
address reimbursement issues for the critica care
provider. In April 2003, CCWG met with the Centers
for Medicare and Medicaid Services (CMS) to discuss
inconsistencies in the Carrier Manual related to
reimbursement at the local carrier levels and refinement
of the definition of critical care. The group is awaiting
aresponse and/or release of the revised manual.

Furthermore, SCCM continues to work with the
American Medical Association (AMA) on its RBRVS
Update Committee (RUC), Current Procedural
Terminology (CPT), and through the AMA House of
Delegates. The Society has published Coding and
Billing for Critical Care, and recently collaborated
with ATS and ACCP to help pass a resolution that
addresses the pending physician shortage and its
implications for critical care.

Significant efforts related to Research Ethics have
been initiated over the past year, especialy in light of
the issues surrounding the ARDSNet Trial. The
Society’s Council addressed the issue after reviewing
a background paper prepared by a combined work
group from the Research and Ethics Committees.
These efforts were followed by discussions with Joint
Leadership, and SCCM representatives attended two
national conferences on the subject.

Because of these many successes, SCCM member-
ship grew to over 11,000, up from approximately
9,000 just three years prior. In addition, gross
operating revenues reached a record high of $11
million, and net revenues exceeded budgetary goals
by nearly 100%, permitting the Society to increase its
investment in future activities. The Foundation, only
in its second year of activity, doubled its fundraising
goas. Those funds will be used specifically as set
forth by the generous donors to expand programming
in designated areas.

In all, 2003 was an exceptionally successful year
for SCCM. The Society continued to fulfill its mission
to secure the highest quality care for all critically ill
patients. New programs flourished, providing the
Society with a stable financial base to improve and
expand its activities in 2004 and beyond. Through
increased membership, active participation in SCCM
programs, and the generous support of donors and
program sponsors, we were able to greatly surpass our
expectations and make significant advances toward
our envisioned future of a health system in which all
critically ill and injured persons obtain optimum carein
an optimum setting, resulting in improved outcomes.

Thank you to each and everyone one of you who
contributed to SCCM’s success through the
commitment of your time, participation and generous
support. You have helped the Society achieveits goals
in 2003 and have paved the way for improved
programs and products in 2004. Nurses, pharmacists,
respiratory therapists, physicians, and other ICU team
members all working together to make significant

advances in care for the critically ill ... this is what
SCCM is about. We're so pleased to have you as part
of our team! A

— _-\-\
David Julian Martin, CAE

Chief Executive Officer/Executive Vice President
Society of Critical Care Medicine

Critical Care Education and Research Foundation

The Society of Critica Care Medicine's (SCCM)
Critical Care Education and Research Foundation
(CCERF) experienced a promising 2003 fiscal year.
The Foundation helps sustain the Society by securing
funding for critical care research and education, as
well as providing valuable information to the public
by securing contributions from individuas, foundations
and corporations. Because of these gifts, the Society
continues its efforts in advancing the critical care
profession, serving its members and promoting
patient safety.

Through several membership appeals and a
successful campaign at the 32 Critical Care
Congress, the CCERF received 467 gifts in 2003.
These gifts were designated as follows:

¢ Research: Designated for SCCM research programs.

e Unrestricted: Funds will support the genera
mission and programs of the Society.

¢ Patient Safety Research Grant: Restricted to fund a
new Patient Safety Research Grant.*

¢ FCCS: Restricted to provide Fundamental Critical
Care Support (FCCS) course licenses to organiza-
tions in developing or impoverished countries.*

Restricted to the Society’s American College of
Critical Care Medicine (ACCM) for the develop-
ment of a new guideline or practice parameter.*

e Other: Designated for the development of new
patient and family educational materials, the
Society’s Registered Nurse Specialty Section, and
to sponsor afdlow’s one-year membership to SCCM.
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*Restricted Grants: These grants will be utilized
when appropriate funding levels have been reached
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ACCM Guideline FCCS Patient Safety
and Practice License Research
Parameter Grant

Help make these programs happen. Only $55,000 is needed
to fund a new Patient Safety Research Grant, $1,500 for an
FCCS License, and $19,000 for a new ACCM Guideline and

Practice Parameter.

The Society extends its appreciation to the following members
and friends for their generosity in supporting the CCERF
Contributions received October 1, 2002 through September 30, 2003

Founders ($10,000 and above)
Carolyn E. Bekes, MD, FCCM
Ortho Biotech Products, L.P.

Benefactors ($1,000 - $4,999)
Philip S. Barie, MD, FCCM
Thomas P. Bleck, MD, FCCM
Timothy G. Buchman, MD, PhD,
FCCM
Charles G. Durbin Jr., MD, FCCM
Rolf W. Habersang, MD
H. Mathilda Horst, MD, FCCM
Judith Jacobi, PharmD, FCCM
BarbaraAdler Katzander
PamelaA. Lipsett, MD, FCCM
Carlos J. Lopez, MD
David J. Martin, CAE
Lena M. Napolitano, MD, FCCM
Frederick P. Ognibene, MD, FCCM
Joseph E. Parrillo, MD, FCCM in
memory of Joseph E. Parrillo Sr.
Arthur C. St. Andre, MD, FCCM
Robert W. Taylor Jr., MD, FCCM
Ann E. Thompson, MD, FCCM
BarbaraA. Zehnbauer, MS, PhD

Patrons ($500 - $999)

Alvaro U. Aranda, MD

Robert A. Bak, MD, FCCM

Damian V. Chaupin, MD

Terry P. Clemmer, MD, FCCM

Heidi L. Frankel, MD, FCCM

Sanford Friezner

Rajesh Gandhi, MD, PhD and
Swati R. Gandhi

Dennis M. Greenbaum, MD,
FCCM

GeorgeA. Gregory, MD

Maurene A. Harvey, RN, MPH,
CCRN, FCCM

James T. Love, MD, CPE, FCCM

William T. Peruzzi, MD, FCCM

H. David Reines, MD, FCCM
and Nina Totenberg

Judy Stechert

Jean S. Steinhardt

Contributors ($250 - $499)

Peter B. Angood, MD, FCCM
Katherine M. Brower, MD

Donald B. Chalfin, MD, MS,
FCCM

CharlesK. Dadzie, BSc, MD

Clifford S. Deutschman, MC, MD,
FCCM

David J. Dries, MD, FCCM

Alan |. Fields, MD, FCCM

Rodney W. Hill, MD

James E. Hoogeboom

Terence E. Kilroy, MD and
Mary Anne Kilroy, MD

Deborah A. Kuhls, MD

Heidi B. Kummer, MD

Stephen C. Matchett, MD

Barbara McLean, RN, MN,
CCRN, CCNSN

Thomas G. Rainey, MD, FCCM

Sophia Socaris, MD, FCCM

Antoinette Spevetz, MD, FCCM

Mark J. Tieszen, MD

Shekhar T. Venkataraman, MB, BS

John P. Williams, MD

Eddie M. Williams, MD

Supporters ($100 - $249)

Shamel Abd-Allah, MD

KaraL.Adams, RN, CCRN

Husain Alawadhi, MD

Roxie M. Albrecht, MD

Anonymous

Andee S. Alsip, RN, MSN

William R. Andrews, MD

Alexander Axelrad, MD

Susan Baro, DO

Frederick J. Baxter, MD

Rabert W. Bayly, MD, FCCM

Amy S. Benko, PharmD

Dominique Berard, MD

Akhil Bidani, PhD, MD, FCCM

Adam Birek, MD

Bernard J. Biviano, MD

Sandralee A. Blosser, MD, FCCM

S. Ismail Bokhari, MBBS

Miguel Bongera, MD

Joan D. Boomsma, MD, FCCM

Richard J. Brilli, MD, FCCM

William A. Brock, MD, FCCM

Christopher W. Bryan-Brown,
MD, FCCM

C. Michael Buechler, MD,
FCCM

EugeneY. Cheng, MD, FCCM

Walter M. Cholewczynski, MD

Arthur H. Combs, MD, FCCM
and Barbara Combs

Brad E. Cooper, PharmD
Craig M. Coopersmith, MD,
FCCM

Jeanne A. Craft, MD

Wilhelmina M. Cruz, MD
Heidi J. Dalton, MD, FCCM
David H. Darling, MD

VeraA. De Palo, MD

Gavin D. Divertie, MD

W. Keith Dockery, MD
Michael R. Dubin, MD

Steven G. Emery, MS

Milo Engoren

Brenda Fahy, MD, FCCM
Mitchell S. Farber, MD

James R. Flink, MD

TishaK. Fujii, DO

Paul F. Garfield, RPh

Susan Gates

Denise M. Goodman, MD, MS,
FCCM

Diane T. Gowski, MD

Walter J. Gray, MD

Thomas P. Green, MD, FCCM

Ake N. Grenvik, MD, PhD,
FCCM and Inger Grenvik
Michael Gropper, MD, PhD and
Lynn Westphal

Craig R. Guenther, MD

Gwinnett Pulmonary Group, PC.
M. Lawaun Hance, PA

David E. Hanpeter, MD

Yvonne Harter

Theresa L. Hartsell, MD, PhD

GalenV Henderson, MD
Daniel L. Herr, MD, FCCM
Daren K. Heyland, MD

Thomas L. Higgins, MD, FCCM

Tudy Hodgman, PharmD, BCPS
Kam-lun EllisHon, MBBS

Amy A. Imm, MD

Jose E. Irazuzta, MD

Michael E. vy, MD

Joelle L Jakobsen, MD

Sabrina Jarvis, MS, FNP, ACNP
P. Jacques Jean-Pierre, MD
Kathleen M. Kelly, MD, FCCM
LynnA. Kelso, MSN, APRN, BC
Lee Clarke Kirkman, MD

James D. Knoepp, MD

Donald C. Kowaewski, DO

James S. Krinsley, MD
Catherine LeGalley, MD
Meng-Woel Loh, MD

Connie Mangone-Cholewczynski,
PharmD

Luis H. Martinez, MD

Charles J. Mascioli, MD

Henry Masur, MD, FCCM

John E. Mazuski, MD, FCCM
Espisito O. McClarty, RRT

Faith J. McCormack, MD

Claire McManus, BSC, PharmD

William S. Miles, MD

SandraL. Miller, MD

Harald Moen, MD

Mohan R. Mysore, MBBS

Paul W. Nelson, MD,
MidAmerica Surgica
Specidists of Kansas City

Long Nguyen, PharmD

Carol E. Nicholson, MS, MD

Vincent M. Nicolais, MD, FCCM
Bunmi Okanlami, MB, ChB
Prakash Palimar, MD

Margaret M. Parker, MD, FCCM
Robert . Parker, MD

Joan Pellegrini, MD

Judith L. Pepe, MD

Glen W. Petersen, MD
Katheleen M. Pinto, PharmD
Edward Chikoo Pyun Jr., MD,
Song Pyun, and Daniel Pyun
Maureen A. Quaid, MD

Robert R. Quickel, MD

Daniel E. Ray, MD

David Reid

Denzil M. Reid, MD

Pamela R. Roberts, MD, FCCM
David M. Rothenberg, MD, FCCM

Gabriel E. Ryb, MD, BellaRyb,
and Lori Ryb
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Nicholas Sadovnikoff, MD

Angeleke Saridakis, MD

Barry A. Shapiro, MD, FCCM

Marc J. Shapiro, MD, FCCM

Andrew D. Shaw, MB, FRCA
and Kate Shaw

Kevin M. Silinskie, PharmD

Rekha K. Singh, MD

Alan J. Sori, MD

Stephanie A. Storgion, MD

Daniel S. Talmor, MD

Daniel Teres, MD, FCCM

Andreas A. Theodorou, MD

Carol Lynn Thompson, PhD,
CCRN, FCCM

Otwell D. Timmons, MD

Samuel A. Tisherman, MD, FCCM

Manon D. Tougas, MD
Arthur L. Trask, MD

Richard J. Traystman, PhD, FCCM

Mary Jo Trout, PharmD

Dan Vardi, MD

Nora L. Walker, MD

Jonathan Warren, MD, FCCM

Max H. Weil, MD, PhD, FCCM

Janice Wheeler, BSN, CCRC,
CCRA

Raobb R. Whinney, DO

Michael C. Witte, DO

N

SandraYee, MD

Timothy S. Yeh, MD, FCCM

Robert L. Young, MD, PhD

Daniel W. Ziegler, MD

Jerry J. Zimmerman, MD, PhD,
FCCM

Friends ($0 - $99)

Philip M. Abenojar, RN

Alice D. Ackerman, MD, FCCM

Nikhileshwer N. Agarwal, MD,
FCCM

PaulaM. Agosto, RN

LouisH. Alarcon, MD

Naeem A. Ali, MD

Katie L. Allis

Michael R. Anderson, MD

Anonymous (18)

Deborah K. Armstrong, PharmD,
FCCM

Phyllis M. Avella, RN

Ruben J. Azocar, MD

Heatherlee Bailey, MD

Robert Barber, PhD

C. Allen Bashour, MD

Brian T. Bean, MD

Victoria Bellot, MD

Sean Berenholtz, MD

Mary Beth Beyatte, RN

Louise Bezdjian, RN

BarbaraA. Birriel, MSN

Matthew Gordon Bloch, MD

THE MANAGEMENT OF

AcuUre PANCREATITIS

Scientific Advisors:
Graham Ramsay, MD
John C. Marshall, MD

Mark your calendars
now and plan to join five of
the world’s leading critical
care organizations at the

4" annual International
Consensus Conference.

The International
Consensus Conference
is a unique venue for
clinicians and academics
to discuss topics of
concern in critical care.
Expert faculty present
on five questions crucial
to the chosen topic.
Following lively discussion
and interaction among
the jury, presenters, and
attendees, the jury
develops a consensus
paper. This two-day

juried conference provides expert
analysis and defines the topics shaping §
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intensive care medicine today.

Registration

Pamela C. and David L. Bowton,
MD, FCCM

Julie Ann Brauer, RN

Barry Burns, PhD

Ariana L. Busking

Stephen Calhoon, MD

Virginia R. Carlson, MSN,
FCCM, RN, MBA

Elvir Causevic

Cherylee W. Chang, MD

Karen Charewicz

Diane M. Cheer, RN, MSN

Monique J. Christman, RN

Judith Clar

Glenda C. Clark, RN, BSN

David D. Collins, MD

Andrew B. Cooper, MD

Andrew T. Costarino, MD

G. Mark Cramolini, MD, FCCM

Mike Czop, RPh

Thomas E. Damuth, MD

Marion Danis, MD

Todd Dorman, MD, FCCM

Mary Kub East, MD

Yasser El-hattab, MD

Victoria Enciso

Christina Erwin, PhD

Eugen Faist, MD

Jomarie Faulkerson, RN

Philip Fields, MD

Lyle E. Fisher, MD
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Connie Fletcher-Powell, CCRN

Ricardo R. Flores, MD

Alison Fox-Robichaud, MD

Roseanne Mcdevitt Foxx, RN

Bradley D. Freeman, MD and
Hannah T. Ha

RobertaA. Fruth, PhD, MS

David W. Fuhs

Elizabeth Stickles Fulda, RN, MSN

Douglas Geehan, MD

Daniel Gerard, PharmD

Elaine Giardino, RN, MSN,
CNSINP

Umesh K. Gidwani, MD

Bruce E. Gingles

Jerry P. Gonzales, RN, MS, CHE

Catherine M. Grams, RN

ChrisA. Grantham, MD

Theodore H. Greaves, MD

Kim Green

J. Eric Greensmith, MD, PhD

Philip H. Greger J., MD

Jeffrey Groeger, MD, FCCM

James B. Haenel, RRT

Marvin N. Hall, MD

Jeffrey S. Hammond, MD, FCCM

Heidi Hansen

Marilyn T. Haupt, MD, FCCM

Jan M. Headley, RN, BS

Elizabeth A. Heape, PharmD,
BCNSP

INTERNATIONAL CONSENSUS CONFERENCE
IN INTENSIVE CARE MEDICINE

To register for this event please visit www.sccm.org or contact SCCM Customer Service at (847) 827-6888.
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Stephen O. Heard, MD, FCCM

Jeremy L. Hodges, PharmD

Jureta W. Horton, PhD

April Howard, RN, CCRN, CCRC

Patricia Hubbs, RN

Way Y. Huey, PharmD

Elena Jean, PH

Pat Jean, RN, MSN

Robert A. Jerussi

Jeffrey L. Johnson, MD

Thomas J. Johnson, PharmD and
Jodi K. Johnson

Allan C. Kahler, MD

Nevin M. Katz, MD

Ata Murat Kaynar, MD

Todd L. Kelly, MD

John P. Kepros, MD, BSE

Edward J. Kimball, MD

LisaL. Kirkland, MD, CNSP

Orlando C. Kirton, MD, FCCM

Mary Ann Kosinski, RRT

Larry Labul, DO

Peggy Lambert, RN, BSN, CCRN

Wendy Lancey, RN

Blaise P. Latriano, MD

Young J. Lee, MD, PhD

Teresa B. Lemons, RN

Daniel L. Levin, MD, FCCM

JmZ. Li, MD, PhD

Adrienne Lieberman, RN

Michael G. Liebl, PharmD

Alan Lisbon, MD, FCCM

Steven J. Lisco, MD

LuisE. Llerena, MD

KristineA.K. Lombardozzi, MD
and Christopher Lombardozzi, MD

GeorgeA. Lopez, MD, PhD

Robyn C. Luper, RPH

Joseph J. Lynch, MD and
Lidia Lynch, MD

Mary Elizabeth Maniscalco-
Theberge

Alan B. Marr, MD

Richard J. Massen, MD

Jan L. Mathews, RN, CCRN

Paul J. Mathews, PhD, RRT, FCCM

Deborah McBride

Dennis McKevitt, MD

MonaL. McPherson, MD

Navdeep K. Mehta, MD

Varsha Mehta, PharmD

|sabelle Michaud, MD

Robert E. Molyneaux, PA

Mary Mone, RN

Barbara Montag, MD

Chet A. Morrison, MD

M. Michele Moss, MD, FCCM

Richard J. Murray, MD

Jorge A. Neira, MD, FCCM

Frances D. Nesti, MD

Jose Armando Nevado, MD

Axel Nierhaus, MD

DianaL. Nikas, RN, MN, FCCM

Zehava L. Noah, MD

Richard R. Nunn, BSN, RN, CCRN

Mary O’ Brien, MD

Frank M. O’ Connell, MD

Martin J. Ohlinger, PharmD

Lance J. Oyen, PharmD

Clifford Lee Parmley

Marie Pavini, MD

Robert K. Pelz, MD, PhD

Sylvia Peters

Frank Petritis

Stefan Pfeifer

Robert M. Pousman, BA, DO

Jan M. Powers, RN, CCRN, CWCN

John Pozar, RN

Robert K. Pretzlaff, MD

Peter J. Pronovost, MD, PhD

Kirsten R. Pyle, RN, CCRN

Shawn E. Ray, BSN, CCRN

Regina Renaud, RN
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Sophia C. Rodgers
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Gary L. Roth, DO
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Brian D. Schramm

David M. Schreck, MD

Sheila Schrum, RN

Adam J. Seiver, MD, PhD, FCCM

Jonathan E. Sevransky, MD

Aryeh Shander, MD, FCCM

Thomas P. Shanley, MD

LytitiaM. F. Shea, MD

Mary Beth Shirk, PharmD, BS

Richard D. Simpson, CCRN

John D. Smith, RPh

Carrie Sona, RN, MSN, CCRN, CS

Joseph J. Stambouly, MD, FCCM

Ann Stack Steinwald, RN

John K. Stene, MD, PhD

Michael J. Sutherland, MB, BS

Dorothy Suwanski

Sandra M. Swoboda, RN, MS

Jackie F. Sylva, RN

Nancy L. Szaflarski, PhD, RN,
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Zane Beller Szurgot, RN, MSN

Hock-Soon Tan, MD

Kathy M. Tautges, RN

Beth Taylor, MS, RD, CNSD

Jodie H. Taylor, MD and
Morgan Taylor

Richard Taylor, MD

James M. Thomas, RN

Dan R. Thompson, MD, FCCM

Daniel L. Traber, PhD, FCCM

Lillian D. Traber, RN

Catherine C. Turke, PharmD, FCCM

Henry M. Ushay, MD, PhD, FCCM

Jean L. Uy, RN, MSN, CCRN, CS

Susan Jo Vannucci

Steven G. Venticinque, MD

Deborah A. Vogl, MS, MPA, PA-C

Kathryn T. Von Rueden, MS,
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Kimberly A. Walter, PharmD

MyrnaWard, RN

Jeffrey A. Wells, MD

Lisa B. Wershaw
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To the many members
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membership dues forms,
please know that your
continued support is grezatly
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please contact Pat Langford
a plangford@sccm.org or
(847) 827-7157.




Joseph M. Civetta, MD, FCCM

to Recaive Lifetime
Achievement Award

seph M. Civetta, MD, FCCM, will be honored

ith the Society of Critical Care Medicine's

SCCM) Lifetime Achievement Award during
the 339 Criticall Care Congress for his numerous
scientific and clinical advances in critical care
medicine, as well as his extraordinary organizational
vision and leadership.

Dr. Civetta joined the Society of Critical Care
Medicine in 1972. “At that time there was a
technological and knowledge explosion in critical
care. It was the perfect opportunity for a young
intensivist,” he says. “I was already writing papersand
presenting research — because everything was so
exciting. The size of the organization alowed the
active, young members a chance to be involved. In
1981, at the age of 43, | became president. Now, as
then, SCCM has remained unique by encouraging and
supporting a youthful leadership.”

Dr. Civetta's position as president enabled him to
reach international critical care professionals. “| was
fortunate to be president of SCCM in a World
Congress year. | became the de facto president of the
1981 World Congress,” explains Dr. Civetta. “It was a
memorable event — | was able to meet all the critical
leaders from around the world.”

During his presidential year, SCCM’s by-laws
changed, shifting the principal focus of the organization.
The new by-laws encouraged young critical care
professionals to join early in their careers, greatly
expanding membership. “That was our primary goal
from 1979 to 1983, says Dr. Civetta. “SCCM started
with 20 members and now has a membership of more
than 11,000."

Originally a small “club” of renowned and
established critical care practitioners, the Society
grew into an organization that is now well known for
providing education and learning. The annua meeting
functions as a primary educational experience and the
presentation of papers and scientific sessions helps
shape young investigators into the critical care leaders
of the future.

Dr. Civetta still remains active in the Society, more
than 30 years after joining.

Scientific Contributions

Dr. Civetta was nominated for the Lifetime
Achievement Award due to his continuous efforts to
improving quality of care delivered to the critically ill.
“l am proud to have played a role in instituting
improvements in clinical practice” says Dr. Civetta.
“Much of what | have done in the past 35 years was
process oriented. | have been able to take existing
physiologic principles and modify them for clinical
practice.

“Thirty yearsago, | helped in theinitial application
of cardiovascular monitoring in critical care”
comments Dr. Civetta. “My group was one of the first
to use pulmonary artery catheters in surgical patients
rather than solely in cardiology patients. | was
co-author of the first pulmonary artery catheter paper
outside the cardiology literature, which examined
critical care's ability to better manage patients and
discern what was occurring. That trend in collecting
information is continuing today.”

Dr. Civetta was one of a group (including Robert
Kirby, MD and John Downs, MD, FCCM) that changed
the approach to ventilatory support. Their changes
from the standard approach — Intermittent Mandatory
Ventilation, High Level Positive End Expiratory
Pressure and Invasive Cardiovascular monitoring —
opened the door to alternatives in respiratory failure
treatment. Since then, the development and
application of new approaches from around the world
decreased the mortality rate for acute respiratory
distress syndrome (ARDS) from 90% to 30%.

Finally, Dr. Civetta worked with the University of
Miami intensivists, especially Orlando Kirton, MD,
FCCM, and collaborated with Michael Banner, PhD,
RRT at the University of Floridain the 1990s utilizing
bedside computerized monitors for measuring patient
breathing and challenged previous concepts of
weaning patients from ventilators.

“| am proud to have played a
role in instituting improvements

in clinical practice.”

Another area of Dr. Civetta's achievements was
in device-related nosocomia infections. “We
combined diagnosis and technology to better care for
patients requiring catheters,” Dr. Civetta explains.
“We developed guidelines and rules that could be
applied to both diminish the cost of routine device
changing and to increase safety with decreased
infection rates.”

While at Massachusetts General Hospital, Dr.
Civetta and David Cullen, MD developed the
therapeutic intervention scoring system to predict
resource utilization and outcomes, based on the
number and complexity of bedside treatments.

Dr. Civetta's group at the University of Miami was
instrumental in adopting the use of the military
antishock trouser, or MAST, to stabilize automobile
accident patients while in transport. Although MAST
isnot widely used today, it was a crucial development

&

Joseph M. Civetta, MD, FCCM

for better managing trauma patients and remains
useful in treating pelvic fractures and coagulopathic
intra-abdominal bleeding.

Currently, Dr. Civetta is researching ways to
prevent multiple organ system dysfunction. “Because
multiple organ system dysfunction appears to be
related to ischemia reperfusion injury, we are giving
medications to cardiac surgery patients before and
during their operations to see if we can ater their
outcomes,” he explains.

Dr. Civetta and his wife, Judith Hudson-Civetta,
MSN, have collaborated on numerous scientific and
review articles. She has been his research associate
for the last 20 years. “If you read any of our papers,
you can be sure that the datais valid because my wife
collected it,” says Dr. Civetta anecdotally.

Dr. Civettaishonored to receive SCCM’sLifetime
Achievement Award. “This lifetime achievement
award is an award | will cherish above all others.
The Society helped me progress from a novice to
leadership roles. The greatest pleasure is to be ‘in
charge’ which meant that | was surrounded by
extraordinary people, the SCCM Council,” he
concludes.

Dr. Civetta is professor of surgery and the
vice-chairman of the department of surgery at the
University of Connecticut Health Center in
Farmington. He is also program director of the
University of Connecticut’s integrated general surgery
residency. A prolific researcher, Dr. Civetta is author
or co-author of more than 350 publications including
peer-reviewed research, abstracts, book chapters, and
books. He is the recipient of nearly 30 awards
and honors.

Dr. Civetta received a bachelor’s degree from the
College of the Holy Crossin Worcester, M assachusetts,
and a medical degree from the Boston University
School of Medicine. He completed a surgical residency
a Massachusetts General Hospital in Boston. In
addition to the Society of Critical Care Medicine,
Dr. Civetta is a member of the American Academy
of Pain Medicine, the American College of Surgeons,
the American Surgical Association, the Association
of Program Directors in Surgery, the New England
Surgical Society and the Society of University
Surgeons. A

Critical Connections

www.sccm.org

Offical News Magazine of the Society of Critical Care Medicine



Capitol Corner

WASHINGTON UPDATE

Congress Passes Prescription Drug
Bill, Including Benefitsto Physicians

In a very close vote, with last minute
arm-twisting by President Bush himself, the
House passed the prescription bill by a
margin of 220 to 215 on November 20, 2003
and the Senate by 55 to 44 on November 23.
The Medicare prescription drug legislation
includes a number of provisions designed
to benefit physicians. The Society fully
supported the legislation because of the
provisions pertaining to physicians and
signed numerous letters of support during
the months this legislation was pending

before Congress.

The legiglation benefits physicians in the

following ways:

* Forestalls a 4.5% decrease in Medicare
physician reimbursement that was
scheduled to go into effect January 1,
2004. Instead, the legidation provides
for amodest 1.5% increase which began
on January 1, 2004 and another 1.5%
increase for 2005. In addition, the
formula that the Centers for Medicare
and Medicaid Services (CMS) uses to
calculate the Medicare update factor each
year will be changed to hopefully dleviate
additional decreases beyond 2005.

changes. In addition,

application of new regulations and
policies will be prohibited. The
legislation also protects providers who
follow written guidance from CMS or
a contractor from the imposition of
sanctions, if that guidance isfound to be

inaccurate or erroneous.

selecting providers for
prepayment review.

The legislation provides significant
improvement in the regulatory system
applicable to providers. For example,
new requirements will not be permitted
to be included in a final rule, unless
the public has had an opportunity to
comment on the substance of the proposed

A new competitive process for contracting
for Medicare administrative functions
(such as claims processing and payment)
will be created. Medicare contractors
will be prohibited from using attendance
records from educational activities in

The Secretary of the U.S. Department of
Health and Human Services (HHS)
‘ will be required to develop a provider
b enrollment process within six months
“ after enactment of the legislation. This
process will include deadlines for CMS

to act on applications, and hearing rights

in cases in which enrollment is denied

or not renewed. Before provider enroll-

B ment forms are changed, CMS will be
required to consult with providers and
suppliers. The Secretary will also create
a process for providers to correct minor
errorsin clamsthat have been submitted.

* When legal issues cannot be resolved
administratively, access to judicial
review will be expedited; this expedited
review will be mandatory in certain
circumstances. And in cases of hardship,
providers who owe overpayments to the
government will be given an extended
period of time to repay those funds.

* The bill also requires the Secretary of
HHS to develop a strategy for improving
communications with beneficiaries,
providers and contractors. Medicare
contractors will be required to provide
clear, concise and accurate responses to
written inquiries within 45 days of receipt.

Other Developmentsin Medicare
Payment Policy

Apart from the encouraging change to the
Physician Pay Schedule noted above, a
number of other changes to Medicare
Payment policy resulted from administrative
actions.

¢ CMS, HHS issued a fina rule revising
the payment policies under the
Physician Fee Schedule for calendar
year 2004. Comments on the physician
self-referral designated health services
additions and deletions and the interim
work Relative Value Units (RVUs) for
selected procedure codes were collected
in January. (68 Fed. Reg. 63195)

CMS, HHS issued a find rule with
comment period revising the Medicare
Hospital  Outpatient  Prospective
Payment System and calendar year
2004 payment rates. Comments on the
ambulatory payment classification
assignments of HCPCS codes identified
with “new interim” condition codes
were also collected in January. (68 Fed.
Reg. 63397)

CMS, HHS issued afinal rule creating a
new process to allow certain Medicare
beneficiaries to challenge National
Coverage Determinations and Local
Coverage Determinations. (68 Fed. Reg.
63692)

If you wish to learn more on any aspect
of the above rules, please contact Eric
Chandler, manager of professional affairs,
at (847) 827-6866 or echandler@sccm.org.

Hearing on development of
‘Seamless Medical Records
for Military Personnel

The Oversight and Investigations
Subcommittee of the House Veterans
Affairs Committee held a hearing November
19, 2003 on progress being made by the
Department of Defense and the Veterans
Affairs Department regarding the sharing of
medical information and the development of
a seamless medical record. VAN

Rationales
Now Available
for ABIM's
SEP Modules

The American Board of Interna Medicine
(ABIM) has partnered with professional societies
to provide rationales for the Self-Evaluation
Process (SEP) modules used in the recertification
process. The Society of Critical Care Medicine
(SCCM) formed a committee, co-chaired by
Antoinette Spevetz, MD, FCCM, and Donald B.
Chalfin, MD, MS, FCCM, to develop the
educational content for the questions. The aim of
this educational tool is to help critical care
professionals complete the SEP modules in a
more time efficient manner.

The questions will aid critical care practitioners
in the recertification process. Because ABIM
mandates that the answers to the questions not be
divulged, the booklet includes a discussion of the
topic that provides the knowledge necessary for
professionals to answer the question. The ABIM
plansto release an additional critical care booklet
in 2005.

The rationales for the two critical care modules
are available on SCCM’'s Web site at
www.sccm.org. The Society welcomes your
comments on the general format of the questions
and/or specific questions. Please email your feed-
back to Christina Cottini at ccottini @sccm.org.

The Society hopes this tool will assist you in
the recertification process. When the other critical
care booklet becomes available in 2005, the
Society aims to provide the same service. As
other societies develop rationales for their
specialty questions, SCCM will provide the links
to assist you with other SEP modules you choose
to complete. A

New Book on
Improving ICU Care

The Society of Critical Care Medicine (SCCM)
and Joint Commission Resources (a subsidiary of
Joint Commission on Accreditation of Healthcare
Organizations [JCAHO]) have come together to
produce an important new book entitled,
Improving Care in the ICU. The Joint Commission
and SCCM collaborated to address the applicability
of hogspital- and disease-specific standards to the
intensive care unit (ICU), focusing on patient care.
This collaboration signifies each organization's
dedication to improving healthcare standards. The
book includes information about various facets
of the ICU, offering valuable solutions to the
multitude of challenges that occur in and around
the ICU by utilizing intensivist-directed models
for delivering care to criticaly ill patients. In
addition, the book discusses the high risk of
adverse events, levels of care, the multidisciplinary
approach, staffingissues, relevant JCAHO standards
and requirements, and telemedicine in the ICU.

This book is available at a discount for al SCCM
members. Please contact SCCM Customer Service
to place your order at (847) 827-6888. AN
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SCCM -supported Study
Published in The New
England Journal of
Medicine, Resultsto Be
Presented at 2004 Congress

The Society of Critical Care
Medicine (SCCM) recently INSTITUTE FOR
supported a study spearheaded
by SCCM Member Volker Wenzel, MD,
along with additional investigators, that
examined vasopressin as an aternative
clinical therapy to epinephrine for
vasopressor therapy during cardiopul-
monary resuscitation. The results of
the study were published in an article
entitled, “A Comparison of Vasopressin
and Epinephrine for Out-of-Hospital
Cardiopulmonary Resuscitation,” in
the January 8, 2004 issue (Vol. 350,
No. 2) of The New England Journal of
Medicine (NJEM).

Major findings of the study led to

the conclusion that “vasopressin, as . Innovations in
the ates of sl © hospid Critical Care Delivery

admission and discharge, but only
among patients with asystolic cardiac
arrest. There was no advantage to
vasopressin therapy in patients with
ventricular fibrillation or pulseless
electrical activity,” according to the
Editor's Summary of the NEJIM
article. The summary goes on to
explain, “If confirmed, these findings new, dramatic breakthrough performance with infections and other complications
will further refine approaches to of critical care delivery. Through four 90-minute calls with leading experts in the field,
vasopressor therapy in patients with
cardiac arrest and will lead to changes

in the recommendations for cardiopul-
monary resuscitation.” ventilator bundling, financial modeling and more.

HEALTHCARE

IMPROVEMENT

Calls To

Ao detion

Four 90-minute conference calls with leading
experts on improving the efficiency and effectiveness
of the Intensive Care Unit

This Calls to Action series will focus on innovative changes that can result in

you and members of your organization will be able to understand and implement changes to

improve care delivery in the Intensive Care Unit, including sepsis diagnosis and treatment, use of

In addition to the study results
appearing in The New England
Journal of Medicine, the Society of
Critical Care Medicine will present a

during its 33 Critica Care Congress

in Orlando, Florida. Valuable to all Call 1: Providing Systematic Call 3: Critical Care Redesign:

members of the critical care team, the Round-the-Clock ICU Care A Potpourri of Essentials

StUdy,S findi ngs will be presentaj by Thomas G. Rainey, MD, FCCM and Peter Pronovost, MD, PhD Terry P. Clemmer, MD, FCCM and Vicki Jensen Spuhler, RN, MS, CCRN

Dr. Wenzel on February 22, 2004. &

Tell Us.... Thursday, April 15th, 2:00-3:30 pPm ET Thursday, April 29th, 2:00-3:30 Pm ET

Your comments on editorial coverage . . . .
and story ideas for Critical Connect,o?,s Call 2: Surviving Sepsis Call 4: The Business Case for

are always welcome. All articles are Roger Resar, MD and Peter Pronovost, MD, PhD Redesigning ICU Care

subject to editing for style, space, and Thomas G. Rainey, MD, FCCM
relevance. Please include your name,
title, organization, phone number, and
email address with your submission.

Submit your correspondence to:

Mail: Managing Editor, Critical

Connections, Society of Critical . .. .
Care Medicine, 701 Lee Street, and unlimited participant attendance at your site.

Ste. 200, Des Plaines, IL 60016
Email: criticalconnections@sccm.org To Register: Please visit our website at www.ihi.org or call our vendor, KRM at 800-775-7654

Fax: (847) 827-7291

Fee: $1350 for the series of four calls includes: one telephone connection, one set of handout materials

For more information, visit www.ihi.org or call 800-775-7654




Section and Ch

news

apter

The many sections and chapters of the Society of Critical Care Medicine provide a vehicle for critical care practitioners to network with critical care professionals who
have similar interests or are involved in facilities in the same area. The Society’s 14 sections serve as a voice for members of a similar discipline and help advance the
specialty through unique projects, advocacy and educational programming. The chapters create opportunities for members to become known by their peers, participate in
their community, interact with local and national leaders, and discuss the impact of national issues affecting their communities. Members of each chapter and section
communicate through the Society’s eRooms. For recent updates on the activities of each section and chapter, visit the eCommunity at www.sccm.org.

Anesthesiology Section

Section Elections to be Held at Congress

Gerald Maccioli, MD, FCCM has unfortunately
stepped down as the section’s Chair-Elect due to his
commitments to the American College of Critical
Care Medicine (ACCM). The Section’s Secretary-
Treasurer, Louis Brusco, MD, FCCM has agreed to
take over theresponsibilities of Chair-Elect. Until sec-
tion elections at SCCM’s Annual Congress in
February, Michael Ault, MD, who is serving on the
section’sAdvisory Board, has agreed to be theinterim
Secretary-Treasurer. If you are interested in being
considered as a candidate for the Advisory Board at
the section’s 2004 election, please submit your name
and a letter noting your interest and your previous
involvement with SCCM.

Clinical Pharmacy and Pharmacology Section

CPP Section's Projects Near Completion

A national survey (n=7500 hospitals) of critical care
pharmacy services is nearing completion and results
are expected to be available in 2004.

Thelist of journal and textbook publications authored
by CPP section members has recently been updated
and is posted on www.sccm.org.

Watch for the preliminary results from the multicenter
aspiration pneumonia project, which have been
submitted for possible presentation at SCCM’s
Congress in February.

Submit your 2004 strategic planning award proposals
and program ideas for the 2005 Congress.

Lastly, section membersare actively involved in planning
for a2004 SCCM Critical Care Pharmacology course.

Respiratory Care Section

Receive a Complimentary Subscription to ADVANCE
for Managers of Respiratory Care

Members of the Society of Critical Care Medicine's
Respiratory Care Section currently receive a compli-
mentary subscription to ADVANCE for Managers of
Respiratory Care. Please enroll/renew by completing
the subscription card attached to the publication, call
(800) 355-1088, Monday through Friday, 8:00 am. -
6:00 p.m., or visit www.advanceweb.com to continue
receiving this publication without interruption. The
offer is available to individuals residing in the United
States and U.S. territories only.

Surgery Section

Attend the Section’s Annual Business Meeting

The Surgery Section will discuss several items
of interest at the Annual Business Meeting. Vital
information on the future of Surgica Critical Care
will be covered, as well as an update on educational
aspects. All members are strongly encouraged to
attend the business meeting.

If you have not already done so, please be sure to vote
for the candidates of your choice for Council seats.
You should choose those members who will best
represent the needs of the Surgery Section as well as
the Society asawhole.

The Annual Symposium will be hosted in Orlando at
one of the premier conference hotels. Section members
will be participating in both plenary sessions and the
scientific forum.

Carolina/Virginia Chapter

Chapter Completes Annual Symposium Program
The Chapter’s Annual Scientific Symposium program
is complete! Program highlights include:

Regulatory Forces and the Changing Environment

in the ICU

New Techniques in Weaning from Mechanical

Ventilation

Blood Conservation

VTE Prophylaxis and Management

Hypertensive Crisis

Antifungal Therapy

Alternative Medicinesin the ICU
The symposium will be held June 18-19, 2004 in
Williamsburg, Virginia A pre-symposium FCCS
course will be held on June 16-17, 2004.
Please be sure to attend our Chapter Business Meeting
at the 33¢ Critical Care Congress in Orlando on
Monday, February 23 from 8:00 am. — 9:30 am.
For chapter information, please contact Gretchen M.
Brophy, PharmD at gbrophy@vcu.edu.

New Jersey and Pennsylvania Chapters

The Society of Critical Care Medicine and the New
Jersey and Pennsylvania Chapters will be holding
their Second Annual Joint meeting on March 6-7,
2004 at the Philadelphia Marriott in Center City
Philadelphia, Pennsylvania. The world famous
Philadelphia Flower Show will be held at the
Convention Center connected to the hotel this same
weekend. For more information contact Linda Bartolo
at (973) 597-0938.

Vital News, Critical Connections' industry news page,
highlights new developments in the critical care
community. The Society of Critical Care Medicine
does not endorse and/or promote any of the companies,
products or programs mentioned in Vital News.

Vital
news
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Organizations Support JCAHO's
Universal Protocol

More than 40 leading medical and healthcare groups have now endorsed the Joint

Commission on Accreditation of Healthcare Organizations' (JCAHO) Universal

Protocol ™ to standardize pre-surgery procedures by verifying the correct patient, the

correct procedure and the correct surgical site. The Protocol is a nationwide initiative

| aimed at preventing surgical errors and will become effective on July 1, 2004 for all Joint

- Commission-accredited hospitals, ambulatory care surgery centers and office-based
-~ surgery sites. For more information, visit www.jcaho.org.

Medical Records in Britain Go Electronic

The National Health Service (NHS), which sets overall health policy in England, recently announced that every
NHS patient in England will have an individual electronic NHS Care Record by 2010. The NHS Care Records
Service will provide al 50 million NHS patients with an individual e ectronic patient record, which will detail
key treatments and care within either the health service or social care. For the first time, information about
patients will be mobile.

“The NHS Care Record will completely revolutionize the way that information is accessed and will make
available efficient, secure and integrated records to the right people at the right time” comments Britain's
Health Secretary John Reid.

The care records are expected to cut down on time wasted by healthcare workers searching for missing
records and will eliminate the need for bulky paper files. By late 2004, the records will contain basic patient
information and health details. As the records grow over time, the public will be able to access their NHS Care
Record themselves, allowing them to become more involved in making decisions about their treatment.

A number of additional countries, including the United States, are also working toward electronic patient
records. (See page 10 in this issue for more information on U.S. efforts to implement technology in the ICU.)
To learn about NHS's efforts in the United Kingdom, visit www.nhs.uk.

States Benefit
Modestly from Federal
Bioterrorism Funds

A recent study conducted by the Trust for
America’s Hedth (TFAH), a nonprofit organization
based in Washington, D.C., found that after two
years and nearly $2 billion of federal bioterrorism
preparedness funding, states are only modestly
better prepared to respond to health emergencies
than they were prior to September 11, 2001.

The TFAH report, “Ready or Not? Protecting
the Public's Health in the Age of Bioterrorism,”
examines 10 key indicators to assess areas of
improvement and of ongoing vulnerability in
the United States' effort to prepare against
bioterrorism and other large-scale health
emergencies. The report found that progress has
been made in most states to expand the health
emergency communications network, upgrade
public health laboratories and develop initia
bioterrorism response plans. However, serious
concerns still exist, such as shortages of trained
professionals, imbalanced resource alocation, and
inadequate vaccination/antidote supplies.

“Now isthe time to get serious about developing
an all-hazards approach to public health to ensure
we are ready for the range of possible threats we
face” says Shelley A. Hearne, DrPH, executive
director of TFAH. The TFAH recommends a
number of measures to ensure sufficient
preparedness. To view the report in its entirety,
visit www.healthyamericans.org.

Volume 3, Number 1 (847) 827-6869

Critical Connections



Career
central

Career Central is a feature of the Society’s Web site that allows people to post and search job openings within moments. Job seekers can access Career Central to search up-to-date job
openings using category, location, or keywords and can send a message to the prospective employer directly from the search results page.

To use this exciting job tool, simply go to the SCCM Web site at www.sccm.org, click on the Career Centralicon on the top navigation bar, and follow the links to the job search or job posting page.
Contact SCCM via email (info@sccm.org) or phone (847) 827-7478 to edit, update, remove, and/or renew your ad.

Full-time Physician — Phoenix, Arizona

MedPro, one of the largest private multi-
specialty practices in Arizona, with more
than 300 providers, seeks critical care
physicians to build a multi-hospital critical
care program. MedPro currently provides a
closed unit teaching medical ICU service at
Maricopa Medical Center.

MedPro has developed a mixed medical-
surgical unit at a general community hospital
and plans to open additional medical-surgical
coverage at other community hospitals in
the metropolitan Phoenix area. These units
will be open units with a designated
Medical Director. At least one unit will have
some house staff involvement. We seek to
recruit a group of physicians who will be
involved in these units, provide medical
leadership, and ensure an on-call schedule
that will involve coverage of the units during
nights/weekends. For those who wish to
paricipate in the teaching activity at
Maricopa, opportunity will be provided to
rotate to Maricopa every few weeks for
interactions with medical residents. We are
hopeful that pulmonary/critical care fellows
will be present in the Maricopa unit within
the near future. The division currently
includes four full-time physicians with
another to begin Spring 2004.

MedPro offers an outstanding work environ-
ment, competitive salary, comprehensive
benefits package, malpractice coverage,
and relocation assistance. Contact:

Richard W. Carlson, MD, PhD, FCCM

c/o Provider Recruiting

3255 E. Elwood St.

Phoenix, AZ 85034

Phone: (877) 4-MEDPRO

Fax: (602) 470-5067

Email: practice@medprodoctors.com

Full-time Intensivist —
Cooperstown, New York

The Division of Critical Care at the Mary
Imogene Bassett Hospital is expanding its
services and is seeking an additional
intensivist to provide patient care, along
with house staff and medical student training,
in the hospital’s 14-bed Medical/Surgical/
Cardiac ICU. Bassett Healthcare, a teaching
affiliate of Columbia University, is a multi-
specialty group practice that provides
primary and tertiary care services to an
eight-county region of upstate New York.
The Cooperstown area offers a fine venue
for outdoor activities including biking,
running, canoeing, swimming, and hiking,
superb indoor recreational facilities, excellent
schools, and internationally-renowned
museums and fine arts. We offer a compet-
itive salary, faculty appointment and liberal
fringe benefits. BE/BC intensivists with a
proven ability to lead a multidisciplinary
team of clinicians, and dedicated to teaching
should apply. Contact:

Debra Ferrari

Bassett Healthcare

One Atwell Road

Cooperstown, NY 13326

Phone: (607) 547-6982

Fax: (607) 547-3844

Email: debra.ferrari@bassett.org
Web site: www.bassett.org

Full-time Physician — Dayton, Ohio

Nineteen physician multi-specialty group
seeking fifth intensivist for private practice.
Located in Southwestern, Ohio, near
Cincinnati, this metropolitan area of 600,000
offers many cultural, sports and recreational

activities. Excellent school system and
affordable housing. Competitive salary and
benefits package. Not a J-1 Visa opportunity.
Contact:

Becky Kronauge
33 West Rahn Road #102

Dayton, OH 45429

Phone: (937) 433-8990

Fax: (937) 433-8691

Email: rkronauge@sdacc.com
Web site: www.sdacc.com

(continued on page 22)

From Critical to Controlled...

- Onset of action: 2 minutes
« Half life: 9 minutes - Duration of action: 10 fo 20 minutes
« Beta, selectivity at lower doses™

* Beta, selectivity is not absolute: at higher doses esmolol HCI begins to inhibit beta, receptors.

Contraindicated in patients with sinus bradycardia, heart block greater than
first degree, cardiogenic shock, and overt cardiac failure.

Should not be used for treatment of hypertension due primarily to vasoconstriction
associated with hypothermia or fo prevent tachycardia and/or hypertension.

The most common side effect was hypotension; asymptomatic (25%) and symptomatic
(12%), mainly dizziness and diaphoresis. Hypotension usually reverses within
30 minutes of decrease of dose or termination of infusion.

Relative Contraindications—Use with caution and monitor carefully during infusion
for patients with LV dysfunction, CHF, hypotension, reactive airway disease, and diabetes.
In general, patients with bronchospastic disease should not receive beta blockers.
Due to the relative beta, selectivity and titratability, esmolol HCI may be used with
caution in patients with bronchospastic disease. Titrate to the lowest possible dose.

Fore ICRITICAL

Please refer to brief summary of Prescribing Information on adjacent page.
Baxter and Brevibloc are trademarks of Baxter International Inc. 748556 01104

Brevibloc

) INJECTION

[esmolol HCl

Baxter

Baxter Healthcare Corporation
95 Spring Street, New Providence, NJ 07974
1-800-ANA-DRUG




Full-time Intensivist — Green Bay,
Wisconsin

Second adult intensivist sought to join
expanding critical care medicine program
at 547-bed licensed Level Il Trauma Center,
28 ICU beds, with an active dialysis and
neurosurgical programs. The position
enjoys the support of the medical staff and
the hospital. We offer a competitive salary
and benefits package with relocation
assistance. Enjoy a four seasons climate
with outstanding cultural and outdoor
recreational opportunities. Easy access to

Career
central

David Nyman

P.0. Box 13508

Green Bay, WI 54307-3508
Phone: (800) 236-3030 Ext. 8076
Fax: (920) 431-3043

Email: dnyman@stvgh.org
Web site: www.stvgb.org

Pediatric Critical Care

Full-time Attending, Pediatric Critical
Care — Washington, D.C.

Children’s National Medical Center's (CNMC)

opening for a tenth pediatric intensivist. We
are considering candidates at the associate
professor or assistant professor level.
Assistant professor candidates should
have the ability to achieve excellence in
their chosen areas of concentration, and
associate professor candidates should be
able to demonstrate such ability. The PICU
at CNMC is a 22-bed multidisciplinary unit.
In addition to this unit, the intensivist group
provides part-time clinical coverage for
one smaller PICU and consults at a third
ICU. A new PICU of at least 30 beds is
expected to be completed within three

Murray M. Pollack, MD, MBA
111 Michigan Ave. NW
Washington, DC 20010
Phone: (202) 884-2130

Fax: (202) 884-5724

Email: mpollack@cnmc.org

Milwaukee and Chicago. Contact:

division of critical care medicine has an

years. EOE,M/F/D/V. Contact:

BREVIBLOC PREMIXED INJECTION

(Esmolol Hydrochloride) 250 mL Ready-to-use Bags
Iso-Osmotic Solution of Esmolol Hydrochloride in Sodium Chloride
FOR INTRAVENOUS USE. CAN BE USED FOR DIRECT INTRAVENOUS USE.
Esmolol Hydrochloride concentration = 10 milligrams/mL (10,000 micrograms/mL)
Single Patient Use Only. No Preservative Added.

BREVIBLOC DOUBLE STRENGTH PREMIXED INJECTION

(Esmolol Hydrochloride) 100 mL Ready-to-use Bags
Iso-Osmotic Solution of Esmolol Hydrochloride in Sodium Chloride
FOR INTRAVENOUS USE. CAN BE USED FOR DIRECT INTRAVENOUS USE.
Esmolol Hydrochloride concentration = 20 milligrams/mL (20,000 micrograms/mL)
Single Patient Use Only. No Preservative Added.

BREVIBLOG INJECTION

(Esmolol Hydrochloride) 10 mL Ready-to-use Vials
Iso-Osmotic Solution of Esmolol Hydrochloride in Sodium Chloride
FOR INTRAVENOUS USE. CAN BE USED FOR DIRECT INTRAVENOUS USE.
Esmolol Hydrochloride concentration = 10 milligrams/mL (10,000 micrograms/mL)
Single Patient Use Only. No Preservative Added.

BREVIBLOGC CONCENTRATE

(Esmolol Hydrochloride) 10 mL Ampuls for Dilution
NOT FOR DIRECT INTRAVENOUS INJECTION.
Esmolol Hydrochloride concentration = 250 milligrams/mL (250,000 micrograms/mL)
AMPULS MUST BE DILUTED PRIOR TO ITS INFUSION - SEE DOSAGE AND
ADMINISTRATION, Directions for Use of the Brevibloc Concentrate 10 mL Ampul
(250 milligrams/mL) in full prescribing information.

BRIEF SUMMARY. FOR FULL PRESCRIBING INFORMATION SEE PRODUCT INSERT.

INDICATIONS AND USAGE
Supraventricular Tachycardia
BREVIBLOC (Esmolol Hydrochloride) is indicated for the rapid control of ventricular rate in patients
with atrial fibrillation or atrial flutter in perioperative, postoperative, or other emergent circumstances
where short term control of ventricular rate with a short-acting agent is desirable. BREVIBLOC is also
indicated in noncompensatory sinus tachycardia where, in the physician's judgment, the rapid heart
rate requires specific intervention. BREVIBLOC is not intended for use in chronic settings where
transfer to another agent is anticipated.

Intraoperative and Postoperative Tachycardia and/or Hypertension

BREVIBLOC (Esmolol Hydrochloride) is indicated for the treatment of tachycardia and hypertension that

occur during induction and tracheal intubation, during surgery, on emergence from anesthesia, and in the

postoperative period, when in the physician's judgment such specific intervention is considered indicated.

Use of BREVIBLOC to prevent such events is not recommended.

CONTRAINDICATIONS

BREVIBLOC (Esmolol Hydrochloride) is contraindicated in patients with sinus bradycardia, heart block

greater than first degree, cardiogenic shock or overt heart failure (see WARNINGS).

WARNINGS

Hypotension: In clinical trials 20-50% of patients treated with BREVIBLOC (Esmolol Hydrochloride) have

experienced hypotension, generally defined as systolic pressure less than 90 mmHg and/or diastolic pressure

less than 50 mmHg. About 12% of the patients have been symptomatic (mainly diaphoresis or dizziness).

Hypotension can occur at any dose but is dose-related so that doses beyond 200 mcg/kg/min (0.2 mg/kg/min)

are not recommended. Patients should be closely monitored, especially if pretreatment blood pressure is

low. Decrease of dose or termination of infusion reverses hypotension, usually within 30 minutes.

Cardiac Failure: Sympathetic stimulation is necessary in supporting circulatory function in congestive heart

failure, and beta blockade carries the potential hazard of further depressing myocardial contractility and

precipitating more severe failure. Continued depression of the myocardium with beta blocking agents over a

period of time can, in some cases, lead to cardiac failure. At the first sign or symptom of impending cardiac

failure, BREVIBLOC (Esmolol Hydrochloride) should be withdrawn. Although withdrawal may be sufficient
because of the short elimination half-life of BREVIBLOC, specific treatment may also be considered (see

OVERDOSAGE in full prescribing information). The use of BREVIBLOC for control of ventricular response in

patients with supraventricular arrhythmias should be undertaken with caution when the patient is

compromised hemodynamically or is taking other drugs that decrease any or all of the following: peripheral
resistance, myocardial filling, myocardial contractility, or electrical impulse propagation in the myocardium.

Despite the rapid onset and offset of the effects of BREVIBLOC, several cases of death have been reported in

complex clinical states where BREVIBLOC was presumably being used to control ventricular rate.

Intraoperative and Postoperative Tachycardia and/or Hypertension: BREVIBLOC (Esmolol

Hydrochloride) should not be used as the treatment for hypertension in patients in whom the increased

blood pressure is primarily due to the vasoconstriction associated with hypothermia.

Bronchospastic Diseases: PATIENTS WITH BRONCHOSPASTIC DISEASES SHOULD, IN GENERAL, NOT

RECEIVE BETA BLOCKERS. Because of its relative betaq selectivity and titratability, BREVIBLOC (Esmolol

Hydrochloride) may be used with caution in patients with bronchospastic diseases. However, since beta

selectivity is not absolute, BREVIBLOC should be carefully titrated to obtain the lowest possible effective

dose. In the event of bronchospasm, the infusion should be terminated immediately; a beta, stimulating
agent may be administered if conditions warrant but should be used with particular caution as patients
already have rapid ventricular rates.

Diabetes Mellitus and Hypoglycemia: BREVIBLOC (Esmolol Hydrochloride) should be used with caution in

diabetic patients requiring a beta blocking agent. Beta blockers may mask tachycardia occurring with

hypoglycemia, but other manifestations such as dizziness and sweating may not be significantly affected.

PRECAUTIONS

General
Infusion concentrations of 20 mg/mL were associated with more serious venous irritation, including

thrombophlebitis, than concentrations of 10 mg/mL. Extravasation of 20 mg/mL may lead to a serious

local reaction and possible skin necrosis. Concentrations greater than 10 mg/mL or infusion into small
veins or through a butterfly catheter should be avoided.

Because the acid metabolite of BREVIBLOC is primarily excreted unchanged by the kidney, BREVIBLOC
Esmolol Hydrochloride) should be administered with caution to patients with impaired renal function.
he elimination half-life of the acid metabolite was prolonged ten-fold and the plasma level was

considerably elevated in patients with end-stage renal disease.

Care should be taken in the intravenous administration of BREVIBLOC as sloughing of the skin and

necrosis have been reported in association with infiltration and extravasation of intravenous infusions.

Drug Interactions

Catecholamine-depleting drugs, e.g., reserpine, may have an additive effect when given with beta

blocking agents. Patients treated concurrently with BREVIBLOC (Esmolol Hydrochloride) and a

catecholamine depletor should therefore be closely observed for evidence of hypotension or marked

bradycardia, which may result in vertigo, syncope, or postural hypotension.

A study of interaction between BREVIBLOC and warfarin showed that concomitant administration of

BREVIBLOC and warfarin does not alter warfarin plasma levels. BREVIBLOC concentrations were
equivocally higher when given with warfarin, but this is not likely to be clinically important.
When digoxin and BREVIBLOC were concomitantly administered intravenously to normal volunteers,
there was a 10-20% increase in digoxin blood levels at some time points. Digoxin did not affect
BREVIBLOC pharmacokinetics. When intravenous morphine and BREVIBLOC were concomitantly
administered in normal subjects, no effect on morphine blood levels was seen, but BREVIBLOC
steady-state blood levels were increased by 46% in the presence of morphine. No other pharmacokinetic
parameters were changed.
The effect of BREVIBLOC on the duration of succinylcholine-induced neuromuscular blockade was studied in
patients undergoing surgery. The onset of neuromuscular blockade by succinylcholine was unaffected by
BREVIBLOC, but the duration of neuromuscular blockade was prolonged from 5 minutes to 8 minutes.
Although the interactions observed in these studies do not appear to be of major clinical
importance, BREVIBLOC should be titrated with caution in patients being treated concurrently with
digoxin, morphine, succinylcholine or warfarin.
While taking beta blockers, patients with a history of severe anaphylactic reaction to a variety of
allergens may be more reactive to repeated challenge, either accidental, diagnostic, or therapeutic. Such
patients may be unresponsive to the usual doses of epinephrine used to treat allergic reaction.
Caution should be exercised when considering the use of BREVIBLOC and verapamil in patients with
depressed myocardial function. Fatal cardiac arrests have occurred in patients receiving both drugs.
Additionally, BREVIBLOC should not be used to control supraventricular tachycardia in the presence of
agents which are vasoconstrictive and inotropic such as dopamine, epinephrine, and norepinephrine
because of the danger of blocking cardiac contractility when systemic vascular resistance is high.
Carcinogenesis, Mutagenesis, Impairment of Fertility
Because of its short term usage no carcinogenicity, mutagenicity or reproductive performance
studies have been conducted with BREVIBLOC (Esmolol Hydrochloride).
Pregnancy Category C
Teratogenicity studies in rats at intravenous dosages of BREVIBLOC (Esmolol Hydrochloride) up to
3000 mcg/kg/min (3 mg/kg/min) (ten times the maximum human maintenance dosage) for 30 minutes
daily produced no evidence of maternal toxicity, embryotoxicity or teratogenicity, while a dosage of
10,000 mcg/kg/min (10 mg/kg/min) produced maternal toxicity and lethality. In rabbits, intravenous
dosages up to 1000 mcg/kg/min (1 mg/kg/min) for 30 minutes daily produced no evidence of maternal
toxicity, embryotoxicity or teratogenicity, while 2500 mcg/kg/min (2.5 mg/kg/min) produced minimal
maternal toxicity and increased fetal resorptions.
Although there are no adequate and well-controlled studies in pregnant women, use of esmolol in the
last trimester of pregnancy or during labor or delivery has been reported to cause fetal bradycardia,
which continued after termination of drug infusion. BREVIBLOC should be used during pregnancy
only if the potential benefit justifies the potential risk to the fetus.
Nursing Mothers
It is not known whether BREVIBLOC (Esmolol Hydrochloride) is excreted in human milk; however,
caution should be exercised when BREVIBLOC is administered to a nursing woman.
Pediatric Use
The safety and effectiveness of BREVIBLOC (Esmolol Hydrochloride) in pediatric patients have not
been established.
ADVERSE REACTIONS
The following adverse reaction rates are based on use of BREVIBLOC (Esmolol Hydrochloride) in
clinical trials involving 369 patients with supraventricular tachycardia and over 600 intraoperative
and postoperative patients enrolled in clinical trials. Most adverse effects observed in controlled
clinical trial settings have been mild and transient. The most important adverse effect has been
hypotension (see WARNINGS). Deaths have been reported in post-marketing experience occurring
during complex clinical states where BREVIBLOC was presumably being used simply to control
ventricular rate (see WARNINGS, Cardiac Failure).
Cardiovascular-Symptomatic hypotension (diaphoresis, dizziness) occurred in 12% of patients, and
therapy was discontinued in about 11%, about half of whom were symptomatic. Asymptomatic
hypotension occurred in about 25% of patients. Hypotension resolved during BREVIBLOC (Esmolol
Hydrochloride) infusion in 63% of these patients and within 30 minutes after discontinuation of infusion
in 80% of the remaining patients. Diaphoresis accompanied hypotension in 10% of patients. Peripheral
ischemia occurred in approximately 1% of patients. Pallor, flushing, bradycardia (heart rate less than 50
beats per minute), chest pain, syncope, pulmonary edema and heart block have each been reported in
less than 1% of patients. In two patients without supraventricular tachycardia but with serious coronary
artery disease (post inferior myocardial infarction or unstable angina), severe bradycardia/sinus
pause/asystole has developed, reversible in both cases with discontinuation of treatment.
Central Nervous System-Dizziness has occurred in 3% of patients; somnolence in 3%; confusion,
headache, and agitation in about 2%; and fatigue in about 1% of patients. Paresthesia, asthenia,
depression, abnormal thinking, anxiety, anorexia, and lightheadedness were reported in less than 1%
of patients. Seizures were also reported in less than 1% of patients, with one death.
Respiratory-Bronchospasm, wheezing, dyspnea, nasal congestion, rhonchi, and rales have each
been reported in less than 1% of patients.
Gastrointestinal-Nausea was reported in 7% of patients. Vomiting has occurred in about 1% of
patients. Dyspepsia, constipation, dry mouth, and abdominal discomfort have each occurred in less
than 1% of patients. Taste perversion has also been reported.
Skin (Infusion Site)-Infusion site reactions including inflammation and induration were reported in
about 8% of patients. Edema, erythema, skin discoloration, burning at the infusion site, thrombophlebitis,
and local skin necrosis from extravasation have each occurred in less than 1% of patients.
Miscellaneous—Each of the following has been reported in less than 1% of patients: Urinary
retention, speech disorder, abnormal vision, midscapular pain, rigors, and fever.
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Full-Time Pediatric Critical Care
Intensivist — Orlando, Florida

The Nemours Foundation, one of the
nation’s largest pediatric subspecialty
practices, operates the Nemours Children's
Clinics throughout Florida and Delaware
and the Alfred I. duPont Hospital for
Children in Wilmington, Delaware.

The Division of Critical Care Medicine at
the Arnold Palmer Hospital for Children and
Women and the Nemours Children’s Clinic-
Orlando, are seeking a fellowship-trained
pediatric intensivist (BC/BE candidate) who
possesses strong clinical and teaching
skills. Responsibilities include direct patient
care and resident supervision in an
academically-oriented, 18-bed, multidisci-
plinary PICU with over 700 admissions per
year and an 18-bed intermediate ICU with
over 1700 admissions per year. All pediatric
subspecialists are represented. Specialty
services include an active pediatric transport
team, ECMO, inhaled nitric oxide, CVVHD, as
well as active trauma (level I), neurosurgery,
and expanding cardiothoracic programs.
Clinical research opportunities exist and
are supported by the Nemours Foundation.
Faculty appointment at the assistant
professor level at Florida State University is
available and encouraged.

Orlando’s ideal climate makes it a great
place to live and work. Enjoy everything
from botanical gardens, 83 public parks and
100 miles of bikeways, to extensive
performing arts options, museums galore, a
weekly farmer's market, and more. Best
of all, Orlando residents enjoy special
discount opportunities at many of the city’s
beloved theme parks and attractions!
Please send curriculum vitae and three
letters of reference to:

Nemours Children’s Clinic-Orlando
The Division of Critical Care

Attn: Mark Swanson, MD, PhD
Pediatrician-in-Chief

83 W. Columbia St.

Orlando, FL 32806

Phone: (407) 650-7377

Fax: (407) 650-7377

Email: mswanson@nemours.org
Web site: www.nemours.org

Surgery Fellowship — Jersey City,
New Jersey

Liberty Health/Jersey City Medical Center
Campus will soon open a new, state of the
art tertiary care hospital, trauma center
and designated Children’s Hopital. The
Department of Surgery seeks an additional
Critical Care/Trauma Surgeon in either full-
time or private practice capacity. Contact:

Carl P. Valenziano, MD
50 Baldwin Avenue
Jersey City, NJ 07304
Phone: (201) 915-2451
Fax: (201) 915-2192



Welcome
new members

Members are the driving force behind the growth of the Society of Critical Care Medicine and the continued pursuit of excellence in the field of critical care. The Society is pleased to welcome

the following new members to the world’s largest multiprofessional, multidisciplinary organization dedicated to the advancement of critical care. (As of November 2003)

Patricia A. Abboud, MD
Naeem Ahmed Adhami
Brandon W. Aiman

Mariam Ali Al-ansari, MD
Sherri L. Alexander, PharmD
Jalal Abdulla Alkhan, MD
Azmy A. Allam, MD

Osama Mohammed Almuslim
John N. Aman, RN

Piedade Dr. Amaro

Shirley A. Ambutas

Lillian V. Ananian, MSN
Brent A. Anderegg, PharmD
Torben Andersen, MD

Debra Arnoldi, MS

Tracey E. Ash

Zeeshan Aslam, MD

Glen Au, RN

Larisa L. Badalova, PharmD
Marjan Bahador, MD

Erica L. Baker, PharmD
Patricia A. Baker, RN
Kittredge A. Baldwin, DO
Kenneth Bandy, BS, RRT
Geneva Barnes, RN

David W. Beck, PA-C

Gregor Becker, PhD

Lorenzo Berra, MD

Sophie Bertieaux, MD
Nicole Catherine Betts, RN
Laura Catherine Bevis, ACNP
Phil R. Biddlecome, PharmD
Akhil Pratap Bindra, MD
Clyde R. Birringer, PharmD
Kathleen Bledsoe, PharmD
Lisa B. Bonds, MSN

Carl Booberg

Michele Margaret Brady, MD, MB
Katherine M. Brower, MD
Kaleb Austin Brown, PharmD
Ron Brown

Cindy L. Bueler, PharmD
Kelly H. Cain

Joseph A. Carcillo, MD

Brett Carter, PharmD

David Carver, PharmD

Eulala Rae Chapman, RN
Robert W. Cheatham, MD
Sharon G. Childs, ACNP, CRNP, MSN
Jean A. Clark, RN, CS, MS
Diane M. Clodfelter, RN
Peter J. Cochrane, MD

Piers Vernon Colegate
Nicholas A. Collins, RN
Randi Conrad, MS

Nancy Corbridge, RN
Benjamin Gregorio Croes
Jorge M. Da Fonseca, MD, FRCA
Edward Dabrowski, MD
Benjamin L. Davidson, DVM
Ben Davis, MD

Annick Simonne De Jaeger
Diego H. De Villalobos, MD
Ronald E. Dechert, RRT, PhD
Marylyn J. Deere, MSN

Tina H. Denetclaw, PharmD
Stephen Derdak, DO

Marie W. Devlin

Hussain M. Dhanani, MD
Carlos Augusto Dias, MD
Fernando Henriques Almada Dibo, MD
Mark Dixon, MD

Deborah A. Doneen, ADN
Dave A. Dongelmans, MD
Paulette Dorney, MSN, CCRN
Jennifer Dunscomb, CCRN, CNS, MSN
Jonathan R. Egan, MB
Jennifer L. Elmer, RN

Conrad L. Epting, MD

Nancy L. Ercanbrack, RN
Joseph S. Esherick, MD
Diane P. Estes-Comp, PharmD

Don H. Everly, RN, MSN, CCRN,
CEN, CFRN

Elie Nicolas Farah

Peter Ferrazzano, MD

Mounir Fertikh, MD

Shane E. Feys

Clarence Finch

W. Anders Foss

Stuart Howard Friess, MD

Kazuhiko Fukatsu, MD

Mohamed I. Gaffoor, MD

Angel A. Galera-Santiago, MD

Cornelius T. Gallagher, MD

Jacqueline Ann Gallagher, RN

Sandeep Gangadharan, MD

Barbara A. George, RN

Todd W. Gienapp, DO

Diana S. Gill

Harmohinder S. Gogia, MD

Jason M. Golbin, DO

William Walter Goldsmith, MD

Abraham Gonzalez, RN, BSN, CNN

J. Clay Goodman, MD

Melissa J. Gowans, MD

Loren W. Greenway

Lisa M. Grimaldi, MD

Tiana Denise Gronberg, RN

Samir Hanna Haddad, MD

Joyce C. Hall, RN, MSN

Gayle D. Hallowell, MA, MRCVS

Donna Hamel

Moira Jean Haney, RN

Efrat Harlev, MD

Mary Moore Hatcher, PharmD

Kristen Michel Henry, RN

Wolfgang Hilpert, MD

Carol L. Hippenmeyer, MD

Asher Hirshberg, MD

Laura Ann Hodge, PharmD

Sandra J. Hoffmann, MD

Carol L. Holt, MS, PNP

Todd R. Holt, PharmD

Ellen R. Honea

Thomas M. Horiagon, MD

Lisa D. Horstman, BSN

James D. Hoyt, MD

Yuko lkematsu, RN

Akitoshi Ishizaka

Cary V. Jackson, MD

Roxanna Jimenez, MD

Stacey L. Jones, PharmD

Ludger Kahl, MD

Jason M. Kane, MD

Je-hyeong Kim, MD

Jacqueline Klemann, ACNP, APN,
MSN

Yuan Kong, MS

Miranda J. Kramer, ACNP, CNS

Ronald C. Krol, MD

Paul A. Kvale, MD

Arthur Ming Chit Kwan

Arnold Kwok, RRT

Patrice Lamarre

John Thomas Langell, MD

Miguel Laredo, MD

Isaac Lazar, MD

Anthony Yun Lee

Heather A. Leinbach, PharmD

Charlene Leonard, RN

Sharon Beth Lesser, RN

Alvin Lever

Candi Lincoln, RN

Joanne M. Lindberg, CCRN, MSN

William Alan Liston, MD

Christian Blakeslee Lloyd

Farzad Loghmani, MD

Jaclyn K. Longtine

Bishoy G. Luka, PharmD

Roger Lussmann, MD

Christine M. Macie, MD

Allan D. Maclntyre, DO

Gary Edgar Macy, ACNP, RN

Beata Larysa Malinowski

Rosalind Sia Mariano, MD

Charles C. Marsh, PharmD

Michael Louis Martino, MD

Christopher Mastropietro, MD
Jeanne L. Mathis, RN

Laurie Kay Maysick, MD
Patricia Challender McGoon, RN
Stacy L. Mesics, PharmD
Wayne Middendorf, MD
Katrien Mignolet

Omid G. Moayed, MD
Samantha Ann Mongar, DO
Anita C. Moore, RN

Keith A. Moore, PharmD

Hani Mowafi

Dharma Mulyo, MD

Michael Steven Myette, MD
Mark A. Newell, MD

Cheryl L. Newton, RN

Robert Nicholas Norton, MD
Nicholas R. 0'Hearn, RN
Anne Marie 0'Leary, RN, BSN, CCRN
Jay F. Oaks Jr, DO

George Ofori-Amanfo, MD
Sayed Oraby

Patti Orma, PharmD

Jessica Marie Otero, PharmD
Joanne C. Quttrim, BSN

Boaz Ovadia, MD

Mehrnaz Pajoumand, PharmD
Sunil K. Patel

Jennifer L. Patterson, RN, BSN, CCRN
Didier Payen, MD, PhD
Kenneth M. Pelehac, DO
Stephanie H. Perry

John D. Peterson

Kathryn S. Petti, RN

Charles R. Phillips, MD

lan R. Phillips, RN

David J. Plevak, MD, FCCM
Andreea Emanuela Popa, PharmD
Mary F. Powell, RN

Kristen B. Preston, PharmD
April K. Price, MD

Erik J. Rachwalski, PharmD
Tonya R. Ramos, RN

Janiece A. Redwine, RN
Michael Reng, MD

Jose Americo Resende Jr., MD
Benjamin Robb Reynolds
Frank Rivera Altieri, RRT
Martin L. Rocha, MD

Anthony Shaun Rowe, PharmD

Diane M. Ryzner, RN

Ed Salm, MD

Joseph W. Saloma, RN

Lisa Schilling

Judd C. Schlotthauer, RRT
Frits Schuitemuher, MD
Rebecca L. Shaefer, PharmD
Poorvi Shah, PharmD

Anne Skurup

Denetta Sue Slone, MD
Debra B. Smith, RN, LNC

Lisa L. Smith, RN, CNS
Laurence Arnold Smolley
Betsy E. Soifer, MD, PhD, FCCM
Ronald M. Solbrig, MD
Sandra L. Staveski

William C. Stephan, MD
Carol A. Storm, RN

Janet L. Suelter, RRT

Jane A. Sullivan, MSN, CCRN, ACNP
Joseph M. Swanson, PharmD
James C. Sylvester, RN

Anne Marie Taggart, RN
Nancy S. Taylor, DVM

Alvin Y H Teo, MD

Steven Thomas, MD

Linda M. Thompson, MD

John F. Tomayko, MD

Michael Lioyd Towns

Ed Travers, RN

Dilip Unnikrishnan, MD

Alden K. Valentino, PharmD
Muthukumar Vellaichamy

Eric Wald, MD

Heidi Anne Warpinski, RN, CNS

Deborah E. Warshawsky, RN, MSN,
CRNP

Jeannie M. Watson, PharmD
Kyle A. Weant

Kathryn B. Weber, PharmD
Holly F. Webster, RN, MSN, PNP
Nicole A. Weimert, PharmD
Jackson T. Wild

Michael Wilhelm, MD
Mallroy Williams, MD
Hilary K. Writer, MD

Dinesh Yogaratnam, PharmD
Tracy E. Yun

Athena Zuppa, MD

Critical Care Summit

May 13-14, 2004

San Francisco Marriott

San Francisco ® California

Learn applicable techniques to manage practical issues arising from balancing high quality, yet
cost-effective care. Attend this conference designed for your entire multidisciplinary team including
clinicians, administrators and payors. Customize your course schedules: participate in courses on

one or both days.

Maurene A. Harvey, RN, MPH, CCRN, FCCM
Ann E. Thompson MD, ECCM
Carolyn E. Bekes, MD, FCCM

Day 1

Full-day course benefiting the entire multidisciplinary team.

Day 2

Full-day course designed for clinicians and payors.

Morning half-day course will interest clinicians and administrators.

Afternoon half-day course intended for clinicians and administrators.

visit SCCM on the Web at www.sccm.org
or call Customer Service at (847) 827-6888. Registration for the

Critical Care Summit will begin in winter.

Society of
Critical Care Medicine

A

The Intensive Care Professionals

Critical Connections

www.sccm.org

Offical News Magazine of the Society of Critical Care Medicine



Oversedated?
Undersedated?

PLATFORM

Announcing brain monitoring technology for objective
sedation assessment of patients in the |CU

The BIS monitor can help you determine your patients’
level of sedation to make informed decisions about

titration of sedative drugs. BIS is especially useful for
sedation assessment during: Bis ’
* Mechanical ventilation -

THE COMFORT OF KNOWING MORE
* Neuromuscular blockade

* Barbiturate coma

Call Aspect Medical Systems
* Bedside procedures at 1-888-247-4633 or visit

www.aspectmedical.com/icu
for more information.

©2002, Aspect Medical Systems, Inc.
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