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Our experience navigating the coronavirus
disease (COVID-19) pandemic highlighted
the growing threats associated with a
shortage of critical care (CC) physicians in
the United States and around the world.
Before March 2020, when the World
Health Organization officially declared
COVID-19 a pandemic, 48% of hospitals
surveyed by the American Hospital
Association reported shortages in CC
provider staffing (1). This number has
grown during the pandemic, owing
to increased rates of burnout, early
retirement, and illness (2).

The U.S. healthcare system relies heavily
on subspecialty fellowship training
programs to address these gaps. Critical
Care, as a subspecialty, is unique in that
training and board certification can be
pursued through multiple pathways.
Within these pathways, many physicians
combine their CC training with another
specialty or subspecialty (anesthesia,
surgery, pulmonology, nephrology, etc.),
potentially diluting the time they dedicate
to intensive care unit (ICU) patient care.
Surveys showing this phenomenon have

led some experts to advocate for the
expansion of stand-alone CC fellowship
training as a means to increase full-time
intensivist staffing (3, 4). Unfortunately,
there are few data regarding how and
where physicians from stand-alone CC fel-
lowships actually practice after graduation.

In this issue of ATS Scholar, Pastores and
colleagues begin to unpack the question of
where and how graduates of a stand-alone
CC fellowship practice after fellowship
graduation (5). The authors surveyed 133
physicians who graduated from an internal
medicine-based CC fellowship training
program between 2000 and 2020. The
results offer a glimpse into several key
issues, including how much time graduates
spent performing CC services, what type
of hospital setting they were employed in,
and whether they were involved with
ancillary aspects of CC, such as research,
administration, or education.

The authors report that every graduate
who completed a survey reported clinical
involvement in CC in some capacity after
graduation. More importantly, 80% of
respondents said they spend .50% of
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their clinical time in the ICU. This
finding contrasts with prior data showing
that physicians with combined pulmonary
and CC training only spent a quarter of
their time in the ICU setting (3). The
importance of this contrast cannot be
overstated. As previously noted, survey
data have been used to guide policy and
training guidance, including controversial
recommendations around future CC
training and ICU staffing models (1, 6).
The fact that graduates in the current
study who received non-CC training
before their CC fellowship (1-year CC
fellows) still allocated an average of
62% of their time to CC patient care
should allay our fears that those who
receive subspecialty training in addition to
CC are not adequately contributing to the
CC staffing conundrum.

Pastores and colleagues also describe the
type of hospitals where graduating
physicians practiced as well as the
nonclinical activities they were involved
with. Most respondents reported working
for hospital-based employers in commu-
nity teaching or university-affiliated hospi-
tals after graduation. The majority
rounded in more than one ICU, and
about a third held administrative roles.
Although these data are informative at the
local level, the challenge with interpreting
these results from the viewpoint of the
larger CC community lies in its potential
lack of external validity. The survey was
conducted among graduates from a large,
urban, academic specialty hospital in New
York City. Admittedly, graduates did mir-
ror some demographic norms for CC
medicine across the United States, includ-
ing sex and race. But several other factors
differed from those norms. For example, a
disproportionate number of those surveyed
(80%) were international medical gradu-
ates, a third of whom trained under H1-B

or J-1 visa status. Visa holders, as the
authors acknowledge, often carry
significant restrictions with respect to phy-
sician employment after graduation. It is
also important to remember that every
program possesses a unique cultural and
curricular focus. This “hidden curriculum”

within a program frequently impacts job
selection, for better or worse, much in the
same way that it might influence medical
students choosing a residency (7).

Needless to say, extrapolating the
perspective of a single program to describe
how and where CC physicians practice in
the United States is problematic. At best,
it fails to answer the fundamental question
at hand because it does not represent the
specialty as a whole. At worst, it provides
a false cover (whether intentional or not)
for experts who are tasked with providing
guidance toward future CC training,
staffing, and infrastructure. Acknowledging
the limitations of this study presents an
opportunity to highlight why it is
important for professional societies and
accrediting bodies to assume primary
responsibility for answering these types of
questions. These groups have access to the
broader CC community, enabling them to
ensure a diverse sample from which to
draw conclusions. We should acknowledge
the efforts that have already been made to
do this by organizations such as the
American Medical Association, the
American Board of Medical Specialties,
and the American Association of Medical
Colleges (3, 8–10). These groups have
certainly provided us with important data
in the past, but because they represent
multiple specialties, the data gathered
often lack the granularity necessary to
fully understand questions related to the
CC physician shortage. In this case,
professional organizations such as the
Critical Care Societies Collaborative or
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the Association of Pulmonary and Critical
Care Program Directors may be better
suited to address the questions at hand.
These groups have every reason to expect
success, given informed memberships,
broad access to the CC community, and
committed leadership.

The recent COVID-19 pandemic
showed us why we need a clearer under-
standing of how CC-only training pro-
grams are impacting the CC physician

gap. This study is a good starting point.
With leadership, coordination, and broad
participation, a fuller perspective is
achievable. The benefit of such an effort
is knowing that training programs, socie-
ties, accrediting bodies, and legislatures
will have accurate data to inform for-
ward thinking.

Author disclosures are available with the
text of this article at www.atsjournals.org.
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