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Abstract Although Intensive Care Medicine is a young specialty compared with other medical 

disciplines, it  current ly plays a key role in the process of care for many pat ients. Experience has 

shown that  professionals with specific t raining in Intensive Care Medicine are needed to provide 

high quality care to crit ically il l pat ients. In Europe, important  steps have been taken towards 

the standardizat ion of  t raining programs of  t he dif ferent  member states.  However,  it  is now 

necessary to take one more step forward, that  is, the creat ion of a primary specialty in Intensi-

ve Care Medicine.  Care of  t he crit ical ly i l l  needs to be led by special ist s who have received 

specific and complete t raining and who have the necessary professional competences to provide 

maximum qualit y care to their pat ients.  The future of  the specialt y presents challenges that  

must  be faced with determinat ion, with the main obj ect ive of meet ing the needs of the popu-

lat ion.

© 2011 Elsevier España, S.L. and SEMICYUC. All rights reserved.
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El futuro de la Medicina Intensiva

Resumen Aunque una especialidad j oven en comparación con ot ras discipl inas médicas,  la 

Medicina Intensiva ocupa en la actualidad un papel clave en el proceso asistencial de muchos 

pacientes. La experiencia ha demost rado que, para ofrecer una asistencia de calidad a los pa-

cientes crít icos, es necesario disponer de profesionales con una formación específica en Medici-

na Intensiva. En Europa se han dado pasos importantes hacia la homogeneización de los progra-

mas format ivos de los dist intos Estados miembros, pero es necesario dar un paso más, que es la 

creación de una especialidad primaria de Medicina Intensiva.  La atención al enfermo crít ico 

debe ser liderada por especialistas que hayan recibido una formación específica y completa, y 

posean las competencias profesionales necesarias para prestar una asistencia de la máxima ca-

lidad a sus pacientes. El futuro de la especialidad presenta retos que habrá que afrontar con 

determinación, teniendo como obj et ivo principal sat isfacer las necesidades de la población.

© 2011 Elsevier España, S.L. y SEMICYUC. Todos los derechos reservados.
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The history of  Intensive Care Medicine is recent  compared 
wit h ot her medical  discipl ines,  and i t s appearance and 
development  have been condit ioned both by t he need t o 
adequat el y care f or  cr i t i cal l y i l l  pat ient s and by t he 
availabilit y of the resources required to this effect . In each 
count ry t he course t aken has been inf luenced by t he 
prevalent  condit ions in each case,  and t he exist ence of 
previous st ructures and resistances has of ten af fected the 
development  of Intensive Care Medicine. 1

In a recent  art icle publ ished in Cri t ical  Care,  Du et  al .  
descr ibed t he evolut ion of  Int ensive Care Medicine in 
China. 2 A number of  revealing points should be commented 
about  t his art icle.  The f i rst  Int ensive Care Unit s (ICUs) 
were creat ed in t he 1980s,  and were init ial ly st af fed by 
surgeons,  int ernist s,  emergency care physicians and 
anest het ist s lacking specif ic t raining,  wit h some learned 
skil ls,  but  with no global vision of  the crit ically il l  pat ient . 
The art icle describes how during the 1990s the “ t radit ional 
specialt ies”  were reluctant  to consider the existence of  a 
proprietary body of  knowledge in Intensive Care Medicine, 
and pref er red t o ret ain t he “ proper t y”  of  what  t hey 
regarded as “ their”  crit ical pat ients – rej ect ing in 1996 the 
cr eat i on of  a sci ent i f i c soci et y t o cover  t hi s new 
discipline.

The public health crises of  the following years (i.e. ,  the 
epidemics of  severe acute respiratory syndrome (SARS) in 
2003,  of  St rept ococcus suis in 2005,  t he avian inf luenza 
threat , and the consequences of the Wenchuan earthquake 
in 2008), made it  necessary to reconsider this situat ion, and 
revealed t he need t o have t rained and exper ienced 
int ensivist s capable of  providing int egral  care of  crit ical 
pat i ent s.  Thi s proved deci si ve f or  secur i ng of f i ci al 
recognit ion of  t he specialt y of  Intensive Care Medicine in 
2009. Now, residents can chose Intensive Care Medicine as a 
pr imary special t y on coming out  of  Medical  School ,  or 
alternat ively may specialize in Intensive Care Medicine as a 
sub-special t y af t er complet ing t heir t raining program in 
Int ernal  Medicine,  Anest hesiology,  General  Surgery or 
Emergency Care Medicine. At  present , work is being done to 
homogenize t raining and accredit at ion in Int ensive Care 
Medicine in the context  of a common program for the ent ire 
count ry.

As comment ed by Gomersal l  i n hi s edi t or i al , 3 t he 
t raj ectory taken by Intensive Care Medicine in China reflects 
t he growing demand for int ensive care and progressive 
recognit ion of  t he special t y in economical ly expanding 
count ries,  and st resses t he need to increase and improve 
global t raining of the specialists.

Recent ly, the European communicat ions media have aired 
the insuff icient  t raining of the physicians who t reat  crit ically 
il l pat ients,4 and the lack of beds in intensive care5 – these 
being problems not  only of the developing count ries but  also 
t o one degree or  ot her  of  t he count r i es i n our  own 
geographical set t ing.

The art icle published by Du2 il lust rates how recognit ion of 
the specialt y of  Intensive Care Medicine in China occurred 
once it  became clear that  the care of crit ically il l  pat ients 
requires the presence of intensivists – a fact  that  had already 
been noted in t he western world.  Ten years ago,  Vincent  
publ ished an edi t or ial  in The Lancet , 6 in which af t er 
revi ewing t he abundant  evi dence of  t he benef i t  of 
intensivists, the author concluded that  “ It  is surprising that  

some non-int ensivist s st i l l  consider  t hemselves t o be 
qualif ied for conduct ing an ICU” .

In these years, important  steps have been taken in Europe 
towards definit ion of the knowledge, skills and competences 
inherent  to Intensive Care Medicine, 7 and it  seems feasible 
to agree on a series of universal competences, independent ly 
of  t he t raining routes fol lowed8 – t hough t he advances in 
this f ield have not  yet  been materialized in a homogeneous 
t raining program within the European Union. 9,10 Two recent  
editorials,  one of  t he editorial board of  The Lancet , 11 and 
t he ot her  of  t he President  and Vice-president  of  t he 
European Society of Intensive Care Medicine (ESICM),12 point  
to the need for Intensive Care Medicine to receive greater 
formal recognit ion as a specialt y. This same number of the 
j ournal publishes a miniseries reviewing the current  situat ion 
and t he chal lenges facing Int ensive Care Medicine in t he 
world.

Adhikari et  al . 13 of fer a global perspect ive of  Int ensive 
Care Medicine.  They describe t he expansion of  int ensive 
care throughout  the world, but  also point  out  the differences 
t hat  exist  among dif ferent  geographical set t ings,  both as 
refers to the impact  of  crit ical disease and as regards the 
availabil it y of  resources needed to care for such pat ients. 
The reasons why the global epidemiology of crit ical disease 
remains l i t t le underst ood are discussed.  The t endency is 
t owards a growing imbalance bet ween t he demand and 
offer of intensive care worldwide – this making it  necessary 
to ponder quest ions such as the priorit izat ion of  care, and 
t o place great er emphasis on prevent ion and t he early 
det ect ion of  pot ent ial ly serious disease processes.  The 
aut hors in t urn underscore t he ease wit h which nat ural 
disast ers,  epidemics and human conf l ict s can quickly 
overwhelm the capacit y of  t he healthcare inf rast ructures 
and give r ise t o sani t ary cr ises or  even humani t ar ian 
cat ast rophes.  Anot her universal  def iciency refers t o t he 
t raining of  int ensivist s,  making i t  necessary t o consider 
al t ernat ives such as t elemedicine,  and explaining t he 
emigrat ion of professionals – these being circumstances that  
simply add to the exist ing regional imbalances.

Curt is et  al.14 addressed the main ethical dilemmas facing 
Intensive Care Medicine, where rapid and diff icult  decisions 
are cont inuously required;  and where most  deat hs are 
preceded by a decision not  t o st art ,  or t o int errupt ,  l i fe 
suppor t  measur es.  Good communi cat i on among 
professionals,  pat ient s and relat ives is a f undament al 
element  in this decision taking process. Another challenge, 
of possibly even greater impact , is the limited availability of 
resources – this inevitably inf luencing the decisions relat ing 
to pat ient  admission, discharge and the care received, and 
in turn generat ing fairness and equity issues.

Last ly,  Vincent  et  al . 15 comment ed on t he increasingly 
important  role of  Int ensive Care Medicine in t he hospit al 
(not  only in t he ICU),  and t he dif f icult ies facing research 
and progress in knowledge in such a het erogeneous and 
complex pat ient  populat ion. They likewise underscored the 
importance of clinical management :  how improvements in 
the care processes, based on quality programs, and concern 
over safety,  can be as important  for improving the pat ient  
prognosis as t he use of  cert ain t reat ment  int ervent ions. 
Ment ion should also be made here of  t he import ance of 
organizat ional models based on the intensivist , with a view 
to securing the best  clinical results. 16,17
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In sum,  much has been done and many t hings have 
changed since the origins of Intensive Care Medicine over 50 
years ago. Intensive Care Medicine was born in response to 
concrete problems and developed as a result  of technological 
advances, though now that  the discipline has come of age, 
what  def ines it  best  is a concrete doct rine and a body of 
knowledge, more than any given technology or locat ion. The 
scient if ic cont ribut ion made by Intensive Care Medicine in 
this period of t ime both in Spain and in the rest  of the world 
has been very important ,  and clinical research focused on 
t he cr i t ical  pat ient  must  cont inue in t he f ut ure as an 
essent ial  condi t ion for cont inuous development  of  t he 
discipl ine and – most  import ant ly – t o guarant ee ever 
increasing quality standards in the management  of crit ically 
ill pat ients.

The demand for intensive care has grown quickly, though 
for dif ferent  reasons, both in the indust rialized world and in 
devel opi ng count r i es,  and bot h set t i ngs r equi r e 
implement at ion of  t he special t y based on cr i t er ia of 
ef fect iveness, ef f iciency and equity. In any case, Intensive 
Care Medicine present ly plays a key role in the management  
of  many pat ient s.  Care of  t he cr i t ical  pat ient  must  be 
supervised by specialists with the required specif ic t raining 
and a series of professional competences that  demonst rate 
t heir capacit at ion in t his f ield.  Both t he present  and t he 
future pose challenges that  will have to be faced, and also 
oppor t uni t i es f or  devel opment  of  t he di sci pl i ne i n 
accordance to the needs of the populat ion.

A brief descript ion is provided below of what  we consider 
t o be t he main chal lenges facing Intensive Care Medicine 
today:

1.   Definit ion of the specialty of Intensive Care Medicine and 
of  i t s scope of  act ivi t ies,  in t he global  cont ext  of  a 
demand that  current ly exceeds the available resources. 
In turn, consensus is required regarding the definit ion of 
a “ crit ical ly i l l  pat ient ” ,  t he requirements for beds in 
the ICU, the levels of care, the admission, discharge and 
pr i or i t i zat i on cr i t er i a,  and t he needs rel at i ng t o 
personnel and their qualif icat ion.

2.   Posit ioning of Intensive Care Medicine as a cost -effect ive 
discipl ine capable of  of fer ing useful  survival  and of 
restoring health,  wellbeing and wealth to society,  with 
ef f icient  and priorit ized management  of  t he available 
resources.  Flexibil i t y is needed in t he management  of 
t hese resources,  including the capacit y t o foresee and 
cope wit h overwhelming sit uat ions such as epidemics, 
disasters, etc., which may require rapid reorientat ion of 
the exist ing material and human resources.

3.   The need to improve research in Intensive Care Medicine, 
in relat ion t o ethical norms,  wit h t he incorporat ion of 
social  ut i l i t y cr i t er ia,  adequat e met hodology,  t he 
adopt ion of a global and collaborat ive perspect ive, and 
t aking int o account  t he het erogeneit y of  cri t ical ly i l l 
pat ients.

4.   Mul t idiscipl inary cooperat ion (par t icipat ion of  t he 
dif ferent  levels and medical special t ies impl icat ed in 
pat ient  care), including adequate communicat ion in the 
“ key moment s”  of  t he t r ansf er  of  heal t hcar e 
responsibi l i t y (upon pat ient  admission and discharge 
from the ICU) and t imes of maximum risk (pat ient  int ra- 
and inter-hospital t ransfer outside the ICU).

5.   Eliminat ion of undesirable variability in the medical care 
process; adaptat ion to the evidence-based good clinical 
pract ice guides; the use of protocols, clinical routes and 
standard operat ing procedures.

6.   Commitment  to safety, with rigor in avoiding errors and 
iat rogenic complicat ions.

7.   Development  of  the act ivit y of  Intensive Care Medicine 
outside the ICU (clinical routes, early detect ion of alarm 
si gns,  r api d r esponse t eams,  car di opul monar y 
resuscitat ion teams, pat ient  follow-up af ter discharge, 
intermediate care units).

8.   Ethical issues (ant icipated wills, limitat ion of t reatment  
effort ,  condit ional admissions, end of life care, fairness 
and equity in the assignment  of resources).

9.   Importance of outcomes of relevance to the pat ient  and 
t o societ y (survival  and funct ional  recovery over t he 
middle and long t erm,  qual i t y of  l i f e,  economical 
ef f iciency),  versus physiological obj ect ives that  do not  
result  in t rue benef it  for t he pat ient  (improvement  of 
oxygenat ion or blood pressure), and short -term outcome 
(mortality in the ICU or in hospital).

10.  Adopt ion of a “ client  sat isfact ion”  perspect ive (pat ient  
preferences related to personal care, informed consent , 
shared and consensus-based decision t aking,  t he 
i mpor t ance of  human r el at i ons,  pr of essi onal 
sat isfact ion).
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