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AIM OF THE WORK

his essay is focused on the evolution, current
progress and  future challenges in critical care

medicine.
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INTRODUCTION

Intensive care medicine originated in response to an epidemic of
poliomyelitis in Copenhagen more than fifty years ago. From this
humble beginnings, intensive care has developed into a specialty at the
forefront of organ support and other advances in medicine and surgery
(Berthelsen and Cronqvist, 2003 ).

Cardiac arrest represents an event that can occur suddenly and
often without premonitory signs, characterized by sudden loss of
consciousness and breathing after cardiac output ceases and both
coronary and cerebral blood flows stop. Restarting of the blood flow
by cardiopulmonary resuscitation potentially re-establishes some
cardiac output and organ blood flows. This study summarizes the
major events that encompass the history of cardiopulmonary
resuscitation, beginning with ancient history and evolving into the
current American Heart Association's commitment to save hearts
(Eisenberg et al., 2007).

The early history of shock is related primarily to traumatic shock.
More recent history centers on differentiation of clinical syndromes
and individual characteristics. Definitions, classification systems,
pathogenic theories, and treatments have evolved. Progress has been
aided by constant development of improved assessment technologies.
Today, shock is not a single syndrome and the definition of shock no
longer is descriptive in nature. The most accepted current definition
involves an oxygen supply/demand imbalance that can have various
causes as hypovolemia, cardiac dysfunction, vascular failure, or
obstructive processes (Kumar and Parrillo , 2001).

Venous thromboembolism remains a common and lethal
condition As the history of this disease illustrates, advances continue to
be made and it is anticipated that with newer diagnostic studies and
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anticoagulants under development, diagnosis and treatment of
pulmonary embolism will continue to improve (Dalen, 2002).

The first chemotherapeutically effective antibiotic (penicillin) was
discovered in 1929 by Alexander Fleming (1881-1955). Since 1945,
thousands of different antibiotics produced by fungi, actinomycetes or
unicellular bacteria have been isolated (Khardori, 2006).

Organ transplantation is one of the most remarkable and
dramatic therapeutic advances in medicine during the past 60 years.
This field has progressed initially from what can accurately be termed
a “clinical experiment” to routine and reliable practice, which has
proven to be clinically effective, life-saving and cost-effective. This
remarkable evolution stems from a serial confluence of: cultural
acceptance; legal and political evolution to facilitate organ donation,
procurement and allocation; technical and cognitive advances in organ
preservation (Starzl, 2000).

Major events in the history of ethics and law in the ICU,
covering the evolution of ICUs, ethical principles, informed consent
and the law, medical decision-making, cardiopulmonary resuscitation,
withholding and withdrawing life-sustaining therapy, legal cases
involving life support, advance directives, prognostication, and futility
and the allocation of medical resources (Truog et al., 2008).
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Chapter (1) Evolution of the intensive care unit.

Introduction

Intensive care medicine originated in response to an epidemic of
poliomyelitis in Copenhagen fifty years ago. From these humble
beginnings, intensive care has developed into a specialty at the
forefront of organ support and other advances in medicine and surgery.
Critical care has only recently been recognised as a specialty, being
awarded this status in the UK in June 1999. Unfortunately, the
development of intensive care in most countries has not been co-
ordinated by a long-term national or even regional strategic plan. One
of the most important aspects of intensive care evolution has been a
change in emphasis, from the intensive care unit as a location in which
to gather critically ill patients, towards intensive care medicine as an
evidence and knowledge base directed at providing for the critically ill
throughout the hospital (Berthelsen and Crongvist, 2003).

The first intensive care units were set up for reasons we would
recognise now; grouping patients by severity of illness enabled
attention to be directed towards the most dependent patients. The idea
of concentrating the sickest patients together was not new. It had
already been used in postoperative recovery areas and in temporary
units set up in response to various crises, such as the Coconut Grove
fire in Boston, Massachusetts in 1942. Other factors were needed to
drive change from considering intensive care as a unit to a philosophy
for managing critically ill patients throughout a hospital (Grenvik and
Pinsky , 2009).

Further developments

Initially, although most general ICUs admitted medical and
surgical patients of all kinds, they tended to favor certain types of
patients based on the nature of the hospital patient mix and
specialization of the ICU medical teams. Notably absent from this
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initial progress was the presence of pediatric ICUs. Pediatric intensive
care became relevant in pediatric departments and major hospitals for
sick children; and then separately for neonatal support. Gradually, the
knowledge and technology was developed for intubation and
mechanical ventilation of smaller newborns who were frequently
premature and the neonatal ICU was established. In the United States,
medical 1CUs split off as separate units in large, particularly tertiary
care hospitals and became the domain of pulmonary specialists with
increasing emphasis on broader aspects of care of critically ill patients.
Because of the greater need for intensive care of surgical patients,
especially postoperatively after increasingly complex procedures, large
hospital facilities in the United States established separate 1CUs for
general surgery, cardiothoracic surgery, trauma, neurosurgery, burns,
and transplantation (Grenvik and Schaefer, 2004).

Initially, these units were frequently directed by anesthesiologists,
but increasingly specialty surgeons and internists became involved in
the management of these patients. In 1959, the American Hospital
Association began to collect statistical information on ICUs. At that
time there were 238 ICUs in short-term acute-care hospitals. However
within 6 years, over 90% of large American hospitals with more than
500 beds had ICUs. Today, practically all acute-care hospitals not only
in the United States but throughout the world have at least one ICU.
Furthermore, with the change in health care economics, patients are
being discharged sooner increasing the average disease severity of the
remaining ICU patients. Furthermore, since maximal throughput of
care usually requires some short-term stays in 1ICUs, the proportion of
hospital beds being allotted to ICUs has continued to increase
worldwide (Grenvik and Schaefer, 2004).

Throughout the 1960s there were reports from individual
intensive care units sharing experiences of this novel form of
care.During the 1970s and 80s the modern concept of critical illness
developed. Research and clinical experience identified common
features of sepsis and multiple organ failure. Alongside the traditional
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medical model of diagnosis, treatment and cure, the parallel model of
identification and correction of physiological disturbance and support
of failing organ systems became established. It was often only one or
two enthusiastic clinicians within a hospital who established and
managed the intensive care unit. The respiratory system was the only
organ system that could be reliably (Hanson et al., 2001).

Much has changed over the last fifty years. In many ways
intensive care has developed in response to gaps in service provision.
Hospitals have become larger and more specialised, expectations of
patients have increased and society has changed. Recruitment to
professions with day and night demands is more difficult, so making
nursing staff a particularly scarce resource. In this challenging
environment intensive care has come of age. An intensive care unit is
essential in all acute hospitals, as the skills developed there are in
demand throughout the hospital. If the intensive care team is to satisfy
patients’ needs, the specialty of intensive care medicine must continue
to advance and evolve (Grenvik and Pinsky , 2009).

Future challenge

The challenges of critical care medicine are numerous and
important for all acute-care medicine. However, three challenges stand
out above the rest. First, now that critical care medicine is firmly
established as a specialty with defined competencies and training
programs and roles in the acute hospital plus national and European
certification, it is essential that it maintains its leadership role in all
areas. Specifically, leadership in quality care, patient safety, optimizing
effective care delivery, and quantifying these effects are major goals
and will become the crowning accomplishments of the specialty as a
clinical practice. Second, although the major American medical
specialties of medicine, surgery, pediatrics, and anesthesiology confirm
critical care medicine special competency certification, primary CCM
certification in its own specialty needs to be established so that
residencies can become part of the training program. Emergency
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