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To the editor: 

We read with great interest the American Heart Association (AHA) Scientific Statement entitled, 

“Prevention of Complications in the Cardiac Intensive Care Unit”.1 We value the authors’ 

thoughtful approach for how to optimize and improve care delivery in the cardiovascular 

intensive care unit (CICU). We agree that a dual-trained cardiologist-intensivist is ideal for 

staffing the CICU to provide the highest quality care. However, most CICUs in the US are not 

staffed by dual-trained cardiologist-intensivists,2 let alone have access to critical care 

consultants. Despite the existence of 473 dual-boarded cardiologist-intensivists as of 2015, less 

than a half of a percent of all Medicare CICU admissions were treated by one, highlighting the 

gross mismatch between what is needed to realize this optimal staffing model and what can 

actually be provided.2 Because few CICUs have dual-trained clinicians, intensivist involvement 

is a feasible and necessary approach to ensure the best patient outcomes. Unfortunately, a 

national survey of CICUs conducted by the AHA demonstrated that in 46% of CICUs, an 

intensivist consult was only sometimes utilized.3  

 

The experience at the University of Maryland Medical Center (UMMC) CICU demonstrated the 

overall value of a collaborative cardiologist and intensivist model. A mandatory intensivist 

consult, as compared to no intensivist involvement, resulted in a decreased ICU length of stay 

(7.4 ± 0.59 days vs 9.6 ± 0.94 days; p = 0.04), APACHE II-adjusted mortality (odds ratio: 0.40; 

95% confidence interval: 0.24 to 0.65; p < 0.001), and ICU and overall hospital cost.4 

Furthermore, the collaborative model facilitated the use of an analgosedation protocol in 

mechanically ventilated patients, which decreased the per-patient dose and mean daily cost of 

fentanyl, lorazepam, and propofol.5 This protocol, in addition to the collaborative model, 



translated into fewer days on the ventilator and significant cost savings (~$13,000 savings in 

CICU mean aggregate charges per patient).4 The UMMC CICU experience highlights that 

intensivist involvement fosters patient safety in the CICU and helps prevent the very 

complications detailed in the authors’ Scientific Statement. We believe intensivist involvement, 

whether in the preferred form of the rare dual-trained cardiologist-intensivist, or the more 

common general intensivist, should be the standard approach to CICU staffing. 
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We appreciate the letter by Ludmir et al. describing the apparent gap between recommendations for 

high-intensity cardiac intensive care unit (CICU) staffing and historical lack of cardiac intensivist-led care 

in the United States (U.S.). They propose that routine, general intensivist consultation for CICUs may be 

a collaborative solution. Specifically, they highlight their single center experience demonstrating that 

general intensivist care consultation for ventilator and sedation management was associated with 

decreased length of stay and mortality1 compared to usual care with a general cardiologist.  

 The writing group certainly supports collaborative care in the CICU. As highlighted in the current 

Scientific Statement, as both the complexity of patients and number of advanced care options increase 

in the modern CICU, there is increasing recognition that dual-trained cardiologists may be best suited to 

navigate both cardiovascular and critical care issues, along with the organizational, communication, and 

palliative aspects in this patient population2. In fact, a recent AHA committee-led survey of U.S. CICUs 

found significant heterogeneity in staffing models, including the fact that less than 15% of CICUs staff 

cardiac intensivists3. Furthermore, another survey of dual-certified cardiologists reported that their 

additional critical care experience was felt to be necessary in their practice to effectively deliver care in 

the modern CICU4.  

 It is therefore reasonable for some CICUs to routinely involve general intensivists through 

consultation, depending on the skill level and expertise of individual cardiologists, existing critical care 

sedation protocols within their CICUs, and patient-related factors. This may be particularly helpful for 

those units with cardiac-intensivist coverage gaps or those staffed by physicians who have less in 

managing non-cardiovascular illness. In contrast, some non-dual trained cardiologists are very adept in 

the management of critically-ill cardiac patients and a collaborative model may be less effective. As 

such, the ideal model should be individualized to the local environment. 



 

 These intermediatory steps, however, belie the fact that the modern CICU should move forward 

with the goal of centralizing the care of CICU patients with the ongoing global growth in dual-trained, 

cardiac intensivists. Evidence would also suggest that a closed, cardiac-intensivist model is associated 

with improved outcomes versus usual care5. As such, while a collaborative care model can improve 

outcomes for some CICUs, medical educators should continue to grow and support training pathways 

for cardiac intensivists, and hospital systems should ultimately plan to staff their CICUs with dedicated 

cardiac-intensivists. 
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