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Want to bring the family into patient
care? Look to pediatrics for a model
Your results should be improved satisfaction, lower costs, better outcomes

Often what works for adult medicine is distilled into practice for
pediatric patients. But one area, pediatrics, has something to
teach other branches of medicine: how to provide family-cen-

tered care. “It has its roots in pediatrics, but its principles apply across
the board,” says Beverly H. Johnson, president and chief executive offi-
cer of the Bethesda, MD-based Institute for Family-Centered Care. The
institute is a nonprofit organization that promotes family-centered care
and assists organizations interested in implementing its principles of col-
laboration and partnership between the patient, family, and caregiver.

For organizations that embrace family-centered care, there are many
potential rewards, including improved patient and family satisfaction
scores (see related story on how collab-
oration between patients and practi-
tioners promotes patient satisfaction,
p. 88), decreased length of stay, and less
use of emergency departments. There
are even ongoing studies that seem to
suggest improved outcomes, too. For
example, says Johnson, one Vermont
group is doing a comparison of its 11
sites to see if outcomes are better at
locations that use the principles of fam-
ily-centered care.

“We work to help bring together
health care consumers and professionals
across all disciplines,” explains Johnson.
“If they can talk together about what
works and what doesn’t, they can design a better health care system.
Maybe we can work better, more cost-effectively, and we could have peo-
ple leave the system — patients, families, and staff — feeling better about
it if we did more of this.”

The facilities that truly embrace family-centered care do more than
simply ask patients and their families for input. They get the family and
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because they have a
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there was no respect,
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sharing of information.
The flip side of that is
what family-centered

care is all about.”



consumers of health care services involved in the
planning of hospital programs and facilities, in
the decision-making process, and in acting on the
results of patient satisfaction surveys.

Among the organizations that have done so 
is the Dana Farber Cancer Institute in Boston.
Through its Patient and Family Advisory Council,
consumers have had a voice in issues as mundane
as getting patient weights taken in private, and as
complex as getting involved in the design of a
new inpatient facility at Brigham and Women’s
Hospital. In the latter instance, says public infor-
mation officer Todd Ringler, patients and family
members participated in move-planning commit-
tees, joined patient relations staff on daily rounds
for two weeks after the move, and even escorted
patients to the new unit on move-in day.

The advisory council includes four staff mem-
bers and 12 consumers (for more on forming an
advisory council, see article, p. 90). They sit on
quality improvement committees, make up part 
of facility design task forces, and have even helped
drive the creation of a task force on alternative
medicine.

Most people believe that the technical care 
they get at a hospital is sophisticated, explains
Pat Tommet, RN, PhD, CPNP, director of family-
centered care at Children’s Hospitals and Clinics
of Minneapolis/St. Paul. But what can make the
difference to patients and their families are the
kind of value-added touches that come with hav-
ing truly patient and family-focused care. 

Consumers are more knowledgeable

Family-centered care is something that Tommet
thinks no organization will be able to do without
in the future. “Right now, consumers are growing
more knowledgeable about what they want from
health care, and are less willing to tolerate the sta-
tus quo” she says. “Most consumers of hospital
services can’t measure the technical expertise of
health care providers. But they can evaluate the
care they received from a personal perspective. If
their opinion is sought and they are treated as a
partner and team member, they will feel respected.

Most people respond favorably to good service
and to family-centered care. That is a collaborative
partnership.”

In implementing the kinds of changes family-
focused care demands, there are bound to be
some obstacles, says Johnson. For instance,
nurses were the ones who instituted visiting
hours. But in family-centered care, the family is
part of the team that makes a patient well. They
are not visitors, but are welcomed at any time,
day or night, whether there is a shift change
under way or rounds going on. 

Physicians, too, have to change the way they
work. For instance, many prefer to do well-baby
exams of new babies in the nursery, without par-
ents present. It is faster for them due to fewer inter-
ruptions. But in family-centered care, Johnson says,
they do those exams with the parents present. “It
allows the doctor to model how to communicate
with the baby and touch and hold the baby. But 
for some doctors, this is a huge change.”

At many hospitals, staff members think they
already operate a family-centered environment.
But, says Johnson, “hospitals are often convinced
by their own PR. They don’t really have family-
centered care.” Just getting them to accept this
fact is hard. “And if you do, then you have to
convince them this won’t take more of their time,
but less. After all, people don’t sue for bad out-
comes. The risk management literature says they
sue because they have a bad relationship with
their care provider — there was no respect, com-
munication, or sharing of information. The flip
side of that is what family-centered care is all
about.”

Tommet agrees that family-centered care is a
journey, not a place, and that few hospitals have
actually arrived there. “Many organizations do
parent or patient satisfaction surveys,” Tommet
says. “Some even do focus groups. They see that
as family input. But then they take that informa-
tion to departments, units, or committees and let
staff make the change happen. The next level in
family-centered care is to make sure that patients
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Think you’re family-centered?
Try this self-assessment

According to Beverly H. Johnson, president and
chief executive officer of the Institute of Family-

Centered Care in Bethesda, MD, a lot of hospitals
believe they already offer family-centered care to
their patients. But she says that before you make
that claim, you should do a self-assessment. The
institute offers a comprehensive assessment tool
that addresses each of the following 10 areas: 

1. Vision, mission, and philosophy of care.
Vision, mission, and philosophy of care statements
are key documents that set the tone and direction
for the institution and the services it offers. Does
yours convey an explicit commitment to patient-
and-family-centered care? Do they show that the
beliefs, values, and priorities of patients and fami-
lies are key considerations in hospital services? And
do these statements convey respect for families and
their pivotal role in promoting the health and well-
being of patients and families?

2. Facility design and allocation of space to sup-
port family-centered care. The physical environ-
ment of your facility can either support or hinder the
practice of patient-and-family-centered care. Do
your facilities — including parking, the lobby, and
entrances to departments and units — convey posi-
tive and welcoming first impressions? Do your facil-
ities encourage family participation in care?

3. Patient and family participation in care. The
wording of policies and dissemination of information
about participation in care can impact the patient and
family’s participation in decision-making, and the
attitudes of patients’ families about health care. You
should ask yourself if patients and their families are
seen as important members of the health care team.
Are they encouraged and supported in care planning
and decision-making? Are family members consid-
ered visitors, and are they welcome at all times,
regardless of rounds, changes of shift, or other unit
events? Can patients have their families with them
during procedures and treatments? Even the words
you use in policies can have an effect. Do yours
include flexible, positive words like offer, choose, and
support, rather than allow, permit, and require?

4. Information to patients and families.
Providing information in ways that patients and fam-
ilies see as helpful empowers and supports them in
nurturing. Offering them the kind of information
they want, in the format they wish, is important, says
Johnson. Do patients and families have opportunities
to ask questions of physicians and nurses? Are
patients and families involved in the ways that the
hospital and its staff provide information? Do you
have a patient and family resource library? Can
patients and their families use the hospital medical
library?

5. Facilitation of peer support and family-to-
family support. For many families, meeting others

who have gone through what they are experiencing
is as valuable as getting support from health care
professionals. Do you give patients and their fami-
lies information about peer support groups? Do you
hire patients or family members to facilitate peer or
family-to-family support groups? Do you have a
patient or family liaison on staff?

6. Documentation and charting. The charting
policies and forms you use in your facility can foster
patient and family dependence, or they can help
encourage patient and family participation. Do your
forms promote the identification of patient and fam-
ily strengths and goals? Are patients and families
(with the patient’s permission) allowed to read their
charts and record comments and observations in it?

7. Links to home and community resources. The
transition to and coordination of services are impor-
tant. Is there a single person assigned to help
patients and families with discharge or transition
planning? Do you link patients and families with
services such as respite care, hospice care, home
health services, or transportation assistance?

8. Recruitment and selection of personnel, job
descriptions, performance appraisals. The human
resources department can ensure that your staff,
across all disciplines and departments, have the
knowledge and skills to deliver family-centered care.
Are your job descriptions and performance appraisals
written in ways that are consistent with patient and
family-centered principles — especially regarding
communication and patient/family/physician
collaboration? Do your orientation and continuing
education programs convey information about fam-
ily-centered care and the skills needed to deliver it?

9. Approaches to assist students and profession-
als-in-training in acquiring patient and family-cen-
tered knowledge, skills, and attitudes. To acquire
patient-centered and family-centered knowledge,
students and professionals in training need the
chance to learn directly from patients and their fami-
lies, and work both in the hospital and in non-clinical
settings. Do you facilitate this?

10. Quality improvement. How are patients who
have been consumers of health care services and
their families getting involved in planning, evalua-
tion, and quality improvement initiatives for your
facility? Do you have a patient and family advisory
council included in your quality improvement pro-
gram? Do you use patients and their families to find
solutions to ideas, suggestions, and concerns raised
in your patient satisfaction surveys?

The tool asks the above-listed questions, and asks
for a ranking of your facility’s performance in each
area. After rating each item, the tool asks for spe-
cific examples that illustrate how family-centered
care is or is not happening in relation 
to each item. 

Once you have completed the assessment, the
tool helps you plan how to implement — or better
implement — the principles of family-centered care
at your hospital.  ■



and their families are involved in the design of
the delivery of care, that they help effect the
changes that the surveys indicate are needed.
While doing a survey is better than nothing, it is
still paternalistic, not collaborative.”

There is a financial impact to bringing a family
focus to your hospital — at least in the short run.
For instance, if one aspect of your family focus is to

build patient and family resource centers, there will
be a cost to staffing them, to providing the kinds of
information and modes of providing it — such as
computer terminals with Internet hookups — that
patients and families demand. 

And there are staff costs to family-focused care.
You have to find staff members who have experi-
ence in this kind of atmosphere, or you have to
train them, says Johnson. And your continuing
education has to focus on the principles of collab-
oration and teaming with the patient and family.
But down the road, says Johnson, there will be
savings — in time and money.

Find the right people

Should you decide to go forward, you should
start by pulling together an informal work group
of consumers to conduct a self-assessment (for
more on assessing how family-centered your
facility is, see box, p. 87). “Don’t just get a focus
group together. Get a group that will work
through the entire process,” Johnson says. You’ll
also want to have some staff members involved. 

To find the people to be part of that initial 
group, Johnson suggests contacting departments
that work with patients over and over again — 
such as oncology departments, for instance. They 
will likely have the names of patients or families
who might be interested. To get its initial group
together, Dana Farber sent a letter to every patient,
asking if they might be interested in working with
the hospital. More than 100 people showed up.

Once you know where you are, you simply
have to integrate patients and their families into
the committee structure at your hospital. And,
says Johnson, if you are in the midst of planning a
new unit or facility or renovating an existing one,
“never ever, ever do it without getting input from
patients and families. A lot of health care dollars
are spent on facility design, and a lot of it is not a
healing environment — it is intimidating.”

The impacts that family-centered care can have
may seem small to a large hospital, but they can be
huge to patients and their families. For instance, at
Children’s in St. Paul, one site didn’t carry extra-
large-sized diapers. The family of one recurring
patient, a 4-year-old with developmental problems,
was always told the hospital did not have the dia-
pers and the family would have to provide them.
The mother went to the family advisory council
who worked with the director of materials man-
agement to solve the problem. “It took some time,
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Empowered patients 
are usually more satisfied
New Press, Ganey study supports theory

When Beverly H. Johnson, president and
chief executive officer of the Institute for

Family-Centered Care in Bethesda, MD, says that
providing information to patients and their fami-
lies is good for patients and hospitals (see related
story on family-centered care, cover), she has
some empirical data to back up her assertion.

A new study by Press, Ganey Associates Inc.
in South Bend, IN, compiled data from more
than 250,000 patients in 476 hospitals. In particu-
lar, the consultancy looked at whether the hospi-
tal took the initiative to inform and explain to
patients their rights as patients. Hospitals that
provided this information to patients had higher
mean satisfaction scores than those that did not
— 84.9 for the former, 81.2 for the latter.

According to Press, Ganey president Irwin
Press, PhD, organizations that embrace the
idea of a patient bill of rights — whether it is
law or not — are enhancing the idea of collabo-
ration between the patient and the health care
professional. 

This isn’t the first Press, Ganey study that sup-
ports the idea that informed patients are happier
with their health care. A study earlier this year
showed that patients who had communication
from their health care provider about life support
options and organ donation were also more satis-
fied with the care they received than those who
did not. 

“Patients are naturally more satisfied when
they are empowered through knowledge,” says
Rodney Ganey, the firm’s CEO. “They want to be
informed, they want to have choices, and they
want to be protected. Successful health care orga-
nizations will be those that respect the role the
patient plays in decision-making.”  ■

(Continued on page 90)



August 1999 / PATIENT-FOCUSED CARE AND SATISFACTION ™ 89

Sample application

CHILDREN’S HOSPITALS AND CLINICS
Parent Advisory Council Member Application

Name: _______________________________________________________________________________________
Home Address: ________________________________________________________________________________
Mailing Address: _______________________________________________________________________________
City: ______________________________________________ State: ________________ Zip Code ____________
Telephone (include area code):____________________________________________________________________
Names and ages of Children: _____________________________________________________________________
Relationship to Child: ___________________________________________________________________________

1. Have any of your children been hospitalized at Children’s Hospitals and Clinics? 
____  Yes  ____ No _______________ Which site? _________________________________________________
If yes, date of first and last admission/visit:_________________________________________________________
Age of child seen: ____________________________________________________________________________

2. What units and services were involved in your child’s care? ___________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________

3. Have you used Children’s Hospitals and Clinics Outpatient Services? Yes  ____  No ____
If yes, which services or clinics were used and when? ____________
___________________________________________________________________________________________
___________________________________________________________________________________________

4. Why would you like to be on the Parent Advisory Council? ____________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________

5. Areas of special interest/skills: __________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________

6. Areas of concern you would like to see the Parent Advisory Council become involved with: __________________
___________________________________________________________________________________________
___________________________________________________________________________________________

7. We believe the Parent Advisory Council should reflect the cultural diversity of families who are consumers of
hospital services. In light of this, please share anything about yourself that you feel would add to the diversity of 
our Council. Some examples of diversity include: ethnic, racial, spiritual, social, economic, educational, geograph-
ic, gender, sexual orientation, unique family structure, single parent, full-time parent.
___________________________________________________________________________________________
___________________________________________________________________________________________

Please return the completed application to:

Parent Advisory Council
Department of Family-Centered Care
Children’s Hospitals and Clinics
2525 Chicago Ave.
Minneapolis, Minnesota  55404 Rev. 1/99

Source: Children’s Hospitals and Clinics, Minneapolis.



but this was a child who was hospitalized with
some regularity,” says Tommet. “And we are a chil-
dren’s hospital, so you can assume that this was
not the only family affected, but was the only fam-
ily who came forward. Because the council is an
organized group with an inside knowledge of our
organization, they could make this happen. It
seems simple, but for that family, and for other
families, it was important.”

“At the heart of family-focused care is respect for
people and families,” says Johnson. “It boils down
to communication and relationships and involving
families in decision making. It means that the fam-
ily that wants a lot of information can get it, but
one that doesn’t want it won’t be forced to take it.
And if they change their minds later, they can.”

“You can have all the medical information
about Down syndrome,” says Tommet, “but not
every child with Down syndrome is the same.
And you may know all about Down syndrome,
but you don’t know all about a particular child
with Down syndrome. The family knows more
about their child. You have to respect that.”  ■

Attention, patient families:
Hospitals need your input
Here’s a guide to forming a family advisory council

You might think that getting patients and their
families to serve on a family advisory council

would be easy: After all, the press is full of stories
that spotlight health care consumers who seem to
want more of a say. But both the Dana Farber
Cancer Institute in Boston and the Children’s
Hospitals and Clinics of Minneapolis/St. Paul
have had trouble filling their slots initially.

According to Pat Tommet, RN, PhD, CPNP,
director of family-centered care at Children’s, it
took an entire winter to get the 18 members of the
council on board. And to do that meant posting
signs in elevators, patient rooms, reception areas,
and waiting rooms.

It also meant having a good application form
(see sample form, p. 89) that expressed the inter-
est of the hospital in having a committee that was
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representative of patients on a racial, geographi-
cal, and socioeconomic basis. The hospital also
wanted representation of families of patients
from premature babies through teenagers. “In the
application, we wanted families to think beyond
race when we asked them what kind of diversity
they could bring to the table.”

Although the hospital found its members,
recruitment takes a continued effort. The terms
last three years and are staggered so that a third
of the members turn over annually. “We look for
representatives of different styles of family, from
teenage parents to single parents to two-parent
families,” explains Tommet, “as well as culturally
diverse families.” 

There has been a continued effort to try to
encourage ethnic diversity, but Tommet thinks the
way they look for members — through an annual
campaign and application process each year — is
more likely to attract the white middle classes than
others. There is a new push to partner with out-
side community groups, doing presentations at

their meetings to try to get a truly representative
group on the council. Council members also work
to find replacements, bringing information to their
primary care physicians and sending applications
to good candidates. “We look for a diversity repre-
sentation that is similar to our patients and fami-
lies served,” Tommet says. “We want to be truly
representative.”  ■

FDA: Check Y2K problem
list of high-risk equipment
What about your critical medical devices?

Recent surveys of hospitals and medical
groups indicate that most think they will be

ready for any potential problems related to the
year 2000 (Y2K) computer bug. One recent poll
by the American Medical Group Association of
Alexandria, VA, found that more than 95% of its
respondents have discussed Y2K; more than 90%
had a strategy for dealing with potential prob-
lems associated with Y2K; and 86% had a contin-
gency plan in development. 

But according to the Food and Drug Admini-
stration (FDA), some biomedical equipment you
may have might not work — or work correctly —
come Jan. 1. 

To help the medical community deal with the
problem, the FDA has developed a list of types of
computer-controlled, potentially high-risk medi-
cal devices that have the potential for the most
serious consequences for the patient should they
fail because of date-related problems.

The list (see p. 92) is very comprehensive, and
the FDA notes that inclusion on the list doesn’t
mean that the device has a problem, or are not
Y2K-compliant, that they pose a risk to patients.
The administration plans to use the list to audit
manufacturer claims of compliance and later
issue a list of non-compliant devices. 

The equipment included in this list includes
items that are:

• used in the direct treatment of a patient
where device failure could compromise the
treatment or could injure the patient; 

• used in the monitoring of vital patient
parameters and whose data are immediately
necessary for effective treatment; 

• are necessary to support or sustain life
during treatment or patient care. 
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The list does not include diagnostic devices
whose failure would not result in immediate
harm to the patient, even though the diagnostic
information they provide might be unavailable or
incorrect. However, a few diagnostic devices
have been included, if the results of calculations
or other information processing by the device
would not be readily apparent to the user, and if
a Y2K failure of the device could reasonably lead
to serious adverse health consequences before
being detected by the user.

The list below contains the potentially high-
risk device types. Where the generic device type
has been classified by the FDA, the list includes
the section number in Title 21 of the Code of
Federal Regulations where the device type is
described. That information can be found at the
FDA Web site, www.fda.gov/cdrh/yr2000/ 
classification.html. For those devices cleared for
market through the pre-market approval applica-
tion process or have not yet been classified, no
classification regulation number is given.

The Web site also includes links to the Federal
Y2K Biomedical Equipment Clearinghouse Search
— www.fda.gov/scripts/cdrh/year2000/y2k_
search.cfm — to determine the compliance status
of medical devices, as reported by the manufac-
turers. An additional link is provided to the
Manufacturer Registration Database — www.fda.
gov/scripts/cdrh/cfdocs/cfrl/registra/search.cfm
— which contains names and addresses of manu-
facturers who have registered with the FDA.  ■

Classified Devices 
(Classification regulation number followed by

classification name) 

• 862.1345 — Glucose test system 
• 862.2140 — Centrifugal chemistry analyzer for

clinical use 
• 862.2150 — Continuous flow sequential multiple

chemistry analyzer for clinical use 
• 862.2160 — Discrete photometric chemistry ana-

lyzer for clinical use 
• 862.2170 — Micro chemistry analyzer for clinical

use 
• 868.1150 — Indwelling blood carbon dioxide par-

tial pressure (pC02) analyzer 
• 868.1200 — Indwelling blood oxygen partial pres-

sure (p02) analyzer 
• 868.1730 — Oxygen-uptake computer 
• 868.2375 — Breathing frequency monitor 

• 868.2450 — Lung water monitor 
• 868.5160 — Gas machine for anesthesia or

analgesia 
• 868.5330 — Breathing gas mixer 
• 868.5400 — Electroanesthesia apparatus 
• 868.5440 — Portable oxygen generator 
• 868.5470 — Hyperbaric chamber 
• 868.5610 — Membrane lung (for long-term

pulmonary support) 
• 868.5830 — Autotransfusion apparatus 
• 868.5880 — Anesthetic vaporizer 
• 868.5895 — Continuous ventilator 
• 868.5925 — Powered emergency ventilator 
• 868.5935 — External negative pressure ventilator 
• 868.5955 — Intermittent mandatory ventilation

attachment 
• 870.1025 — Arrhythmia detector and alarm 
• 870.1750 — External programmable pacemaker

pulse generator 
• 870.3535 — Intra-aortic balloon and control system 
• 870.3545 — Ventricular bypass (assist) device 
• 870.3600 — External pacemaker pulse generator 
• 870.3610 — Implantable pacemaker pulse

generator 
• 870.3700 — Pacemaker programmers 
• 870.4220 — Cardiopulmonary bypass heart-lung

machine console 
• 870.4320 — Cardiopulmonary bypass pulsatile

flow generator 
• 870.4330 — Cardiopulmonary bypass on-line

blood gas monitor 
• 870.4360 — Nonroller-type cardiopulmonary

bypass blood pump 
• 870.4370 — Roller type cardiopulmonary bypass

blood pump 
• 870.4380 — Cardiopulmonary bypass pump

speed control 
• 870.5225 — External counter-pulsating device 
• 870.5300 — DC-Defibrillator low energy (including

paddles) 
• 876.5270 — Implanted electrical urinary conti-

nence device 
• 876.5630 — Peritoneal dialysis system and

accessories 
• 876.5820 — Hemodialysis systems and accessories 
• 876.5860 — High-permeability hemodialysis system 
• 876.5870 — Sorbent hemoperfusion system 
• 876.5880 — Isolated kidney perfusion and trans-

port system and accessories 
• 880.5130 — Infant radiant warmer 
• 880.5400 — Neonatal incubator 
• 880.5410 — Neonatal transport incubator 
• 880.5725 — Infusion pump 
• 882.5820 — Implanted cerebellar stimulator 
• 882.5830 — Implanted diaphragmatic/phrenic

nerve stimulator 
• 882.5840 — Implanted intracerebral/subcortical

stimulator for pain relief 
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• 882.5850 — Implanted spinal cord stimulator for
bladder evacuation 

• 882.5860 — Implanted neuromuscular stimulator 
• 882.5870 — Implanted peripheral nerve stimulator

for pain relief 
• 882.5880 — Implanted spinal cord stimulator for

pain relief 
• 884.1700 — Hysteroscopic insufflator 
• 884.1730 — Laparoscopic insufflator 
• 884.2660 — Fetal ultrasonic monitor and

accessories 
The following device classifications include radia-

tion treatment planning systems that are accessories
to these device types.

• 892.5050* — Medical charged-particle radiation
therapy system 

• 892.5300* — Medical neutron radiation therapy
system 

• 892.5700* — Remote controlled radionuclide-
applicator system 

• 892.5750* — Radionuclide radiation therapy
system 

• 892.5900* — X-ray radiation therapy system 
*The above-specified device classifications include

radiation treatment planning systems that are acces-
sories to these device types.

Post-medical device amendments Class III
devices, and devices not yet classified 

• Ventilator, high frequency 
• Cardioconverter, implantable 
• Defibrillator, automatic implantable cardioverter 
• Defibrillator, implantable, dual-chamber 
• Pulse-generator, dual chamber, implantable 
• Pulse-generator, program module 
• Pulse-generator, single chamber, sensor-driven,

implantable 
• Pulse-generator, single chamber 
• System, pacing, temporary, acute, internal atrial

defibrillation 
• Automated blood cell and plasma separator for

therapeutic purposes 
• Lipoprotein, low density, removal 
• Separator for therapeutic purposes, membrane

automated blood cell/plasma 
• Pump, drug administration, closed loop 
• Pump, infusion, implanted, programmable 
• Kit, test, alpha-fetoprotein for neural tube defects 
• Stimulator, cortical, implanted (for pain) 
• Stimulator, electrical, implanted, for Parkinsonian

tremor 
• Stimulator, sacral nerve, implanted 
• Stimulator, spinal cord, totally implanted for pain

relief 
• Stimulator, subcortical, implanted for epilepsy 
• Device, thermal ablation, endometrial  ■

T-graft technique promises
longer-lasting bypasses
New configuration may avoid or delay re-CABGs

Anew surgical technique for coronary artery
bypass grafts has been shown to be safe,

effective, and an economic improvement on sur-
gical methods currently used for such operations.
A study describing T-graft configuration was pre-
sented at the annual meeting of the Chicago-
based Southern Thoracic Surgical Association in
St. Louis earlier this year and will be published in
a few months in the Annals of Thoracic Surgery.
Investigators found that their technique results in
longer-lasting bypasses with reduced chances for
postoperative infections.

Researchers examined 650 patients who had
undergone bypasses using T-graft configuration.
They tracked operative survival, wound infec-
tion, and incidences of such conditions as stroke
and found the operation to be safe and “a better
alternative to current techniques used for
bypasses,” stated senior study author Hendrick
B. Barner, MD, professor of cardiothoracic
surgery at Washington University School of
Medicine in St. Louis. 

The mortality rate for patients in the study was
0.2% — one person out of 650 died within 30 days
of the operation. “That’s an incredibly low rate,”
said Barner. “For low-risk patients, the rate for the
standard procedures ranges from about 1% to 3%.” 

The T-graft configuration technique uses arter-
ies from both the arm and chest to form a T-
shaped conduit around the diseased portions of
the heart. The study’s authors say the method,
while complicated to master, offers surgeons a
longer, wider conduit to work with as they revas-
cularize the heart compared with using both
internal thoracic arteries.

Traditional bypasses that use a leg vein as the
conduit work well, but for a limited time, com-
mented Barner, because the vein doesn’t “like”
being part of the arterial system. What’s more, he
said, veins used in bypass operations harden —
about half close within 10 years, leaving patients
back where they started. 

Within 15 years of a bypass operation, some 75%
of all veins develop atherosclerotic plaque, and
patients “end up needing another bypass 10 years
after the first one,” he said. Over the last 20 years,
surgeons have been substituting internal thoracic
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Electrophysiology test
may predict SCD risk
Investigators induce VT in CAD patients

Electrophysiology studies can help predict who
is at risk for sudden cardiac death (SCD) and

guide treatment to prevent a significant number
of those deaths, researchers report. Information
on their study was presented in May at the 20th
annual scientific session of the North American
Society of Pacing and Electrophysiology (NASPE)
in Toronto. 

Investigators for the Multicenter Unsustained
Tachycardia Trial (MUSTT) evaluated more than
2,200 patients believed to be at high risk for SCD.
Electrophysiology studies were conducted to
determine whether sustained ventricular tachy-
cardia (VT) could be induced in certain patients
with coronary artery disease (CAD). Key results:

• Patients in whom VT could be induced
were 1.4 times more likely to subsequently die
than those in whom VT could not be induced. 

• Among patients in whom VT could be
induced, deaths were reduced by 27% in those
who received therapy compared with those who
received no therapy.

• Among patients who received therapy,
deaths were reduced by 74% in patients treated
with a defibrillator compared with patients
treated with antiarrhythmic drugs.

• At five years, 32% of patients in whom sus-
tained VT could be induced had died, compared
with 24% of those who could not be induced. 

Patients evaluated in MUSTT had a history of
CAD combined with depressed function of the
left ventricle of the heart and a history of spon-
taneous nonsustained VT. In patients in whom
sustained VT could be induced, half were ini-
tially treated with antiarrhythmic drugs and half
received no therapy. If electrophysiology studies
showed that the initial drug therapy was not
effective in preventing VT, patients received
other drug therapies or were given a defibrilla-
tor. Of 2,202 patients enrolled in the study, sus-
tained VT was induced in 767. Of these, a total
of 704 were randomized, with 353 receiving
standard drug therapy and 351 receiving no
therapy. A total of 161 patients went on to
receive defibrillator therapy. 

Azimilide shows promise for PSVT and SCD

At the same meeting, a study was presented
that showed that azimilide, an investigational
antiarrhythmic drug manufactured by Procter &
Gamble Pharmaceuticals, significantly reduced the
risk of recurrence in patients with symptomatic
paroxysmal supraventricular tachycardia (PSVT). 

“For years, radio frequency ablation has 
been the standard of care. However, noninva-
sive drug therapy is preferred by many physi-
cians and patients,” said Richard Page, MD, a
lead study investigator from the University of
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arteries for the leg veins because arteries outpace
veins and remain disease-free at least twice as long. 

The Washington University study examined
the effectiveness of using one artery from the
chest, the left internal thoracic artery, and one
from the forearm, the radial artery. The primary
benefit, stated Barner, is that the radial artery is
longer than the right internal thoracic artery,
offering surgeons more flexibility when fashion-
ing the alternate conduit. Using the radial artery
also lowers the risk of chest wound problems.
When surgeons use both internal thoracic mam-
mary arteries, they run the risk of sternal infec-
tions because that artery provides blood to the
sternum. Breastbone infection was experienced
by only four patients, or 0.6% of the study group.

What’s unique about Barner’s technique,
though, is the configuration, which uses fewer
arteries without reducing blood flow. The body

hosts seven potential arterial conduits, two in the
chest, two in the arm, one in the abdomen, and two
in the lower abdominal wall, though the latter may
be quite short and are of limited usefulness. With
the T-graft technique, only two conduits are uti-
lized instead of three, four, or five. 

“If you use four arterial conduits in one opera-
tion, there’s only three left,” said Barner, “and
that could be a problem if you needed another
operation at a future date.”

Some surgeons were concerned that the T-graft
may not provide enough blood flow to the heart
muscle. Not so, said the investigator. Only 2%, or
14 patients, experienced temporary low-output
syndrome, meaning that the heart still functioned
below expected levels despite the surgery.
Compared with 2% to 5% incidence of low car-
diac output after coronary grafting, Barner said,
“that number was gratifyingly low.”  ■



Texas Southwestern Medical Center in Dallas.
“Azimilide showed potential as a valuable
addition to the range of drug therapies cur-
rently available to treat PSVT.” 

The studies showed that patients on placebo
had a 135% greater risk of a symptomatic arrhyth-
mia recurrence vs. patients treated with azimilide.
On average, patients on azimilide were 60% more
likely to be free of a symptomatic occurrence on
any given day as compared to patients on placebo.

More than 130 patients were treated with once-
daily oral doses of 100 mg, 75 mg, or 35 mg of
azimilide or placebo and tracked over six to nine
months. The 100 mg dose was found to have sta-
tistically significant and clinically important
antiarrhythmic effects. 

Azimilide is generally well tolerated, the most
commonly reported side effect being headache. It is
the first antiarrhythmic agent found to effectively
block both the slow and fast potassium channels in
the heart, and it significantly prolongs the symp-
tomatic recurrence of atrial fibrillation. The drug is
also being studied to understand its potential role
in the prevention of SCD in high-risk patients after
a heart attack.  ■

Aorta patch ‘promising’

There may be new hope for patients with aortic
dissection in the form of “patchwork therapy.”

Researchers from four medical centers recom-
mended the innovative treatment in two articles
in a recent issue of the New England Journal of
Medicine. Each cardiologist used a catheter to
thread a mesh tube-type stent to the torn wall of
the aorta where it covers the damaged area and
keeps the artery open, preventing rupture.

The four studies are “promising,” accord-
ing to Valentin Fuster, MD, president of the
American Heart Association and director of the
Cardiovascular Institute at Mount Sinai Medical
Center in New York City, but “the technique
must be tested in additional, carefully controlled
studies of larger population groups before it 
can become a recommended treatment for some
types of aortic dissection.”

Investigators at Stanford (CA) University
School of Medicine and Mie University School 
of Medicine in Japan treated patients with acute,
rapidly worsening dissections in which the death
rate is typically high despite immediate surgery.1,2

Three of their 19 stent patients died, a much
lower death rate than usual in such cases. Other
researchers from hospitals in Germany and Italy
treated 24 patients with slower moving aortic dis-
sections that generally can be treated by surgery
or drugs. Half had surgery and the other 12 were
given the patchwork stents. Four of the patients
who had surgery died, while there were no
deaths in the stent group.

The major symptom of aortic dissection is
abrupt, severe chest pain. Research into its causes
has linked the condition to high blood pressure,
but more than that has not been determined.

References
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Fluvastatin benefits high
cholesterol, CHD patients

Early treatment with fluvastatin (Novartis’
Lescol), currently the least expensive statin,

significantly reduces the risk of cardiac events in
patients with hypercholesterolemia and coronary
heart disease, according to new findings from the
Lescol in Severe Atherosclerosis (LISA) study
(Atherosclerosis 1999; 144:263-270). 

A multicenter European team examined the
effects of fluvastatin, 40 mg once or twice daily, 
in a one-year, placebo-controlled randomized
study of 365 subjects with stable, symptomatic
coronary heart disease. Study subjects had LDL
cholesterol levels above 160 mg/dL and triglyc-
eride levels of 300 mg/dL or less after four weeks
on a cholesterol-lowering diet. The researchers
report that fluvastatin significantly reduced the
rate of cardiac events, including death, nonfatal
myocardial infarction, and unstable angina among
patients in the treated group. Ten events occurred
in the control group during the study, compared to
only three events in patients who were given flu-
vastatin. The investigators wrote that fluvastatin
was safe and well-tolerated by study patients.  ■

‘ABCDE’ angina guideline
published by 3 groups

The American College of Cardiology, the
American Heart Association, and the American

College of Physicians-American Society of Internal
Medicine have jointly issued a guideline for the
management of chronic stable angina.1

The guideline’s recommendations are divided
arbitrarily into four sections: diagnosis, risk stratifi-
cation, treatment, and follow-up. For patients pre-
senting with chest pain, the guideline recommends
a “detailed symptom history, focused physical
examination, and directed risk factor assessment.”
Then, based on findings, the clinician needs to esti-
mate the probability of significant coronary artery
disease — low, intermediate, or high. 

Patients with angina may also need hemoglobin,
fasting glucose, and fasting lipid panel tests.
Resting EKG is indicated in patients without an
obvious noncardiac cause of chest pain. It would be
particularly useful during an episode of chest pain.

Chest X-ray is recommended for patients with
signs or symptoms of congestive heart failure,
valvular heart disease, pericardial disease, or aortic
dissection/aneurysm. The guideline also outlines
cases in which exercise EKG testing and invasive
testing might be warranted. 

Easy to remember

The authors offer the following mnemonic for
the 10 most important treatment elements of sta-
ble angina management:

A — Aspirin and anti-anginal therapy
B — Beta-blocker and blood pressure
C — Cigarettes and cholesterol
D — Diet and diabetes
E — Education and exercise.
The authors also call attention to lipid-lower-

ing agents as a means of reducing risk of infarc-
tion or death in this patient population.

[Editor’s note: This document is available on 
the Web sites of the American College of Cardiology
(www.acc.org) and the American Heart Association
(www.americanheart.org). A single reprint of the execu-
tive summary and recommendations is available by call-
ing (800) 242-8721 or writing the American Heart
Association, 7272 Greenville Ave., Dallas, TX 75231-
4596. Ask for reprint No. 71-0167. To obtain a reprint of
the full text published in the June 1999 issue of the
Journal of the American College of Cardiology, ask
for reprint No. 71-0166. To purchase up to 999 reprints,
call (800) 611-6083 or fax (413) 665-2671; 1,000 or
more copies, call (214) 706-1466, fax (214) 691-6342.]

Reference

1. Gibbons RJ, Chatterjee K, Daley J, et al. ACC/AHA/
ACP-ASIM guidelines for the management of patients with
chronic stable angina. Executive summary and recommenda-
tions: A report of the American College Of Cardiology/
American Heart Association Task Force On Practice
Guidelines (Committee on management of patients with
chronic stable angina). Circulation 1999; 99:2,829-2,848.  ■

96 PATIENT-FOCUSED CARE AND SATISFACTION™ / August 1999

David Bernd, MHA
President and CEO

Sentara Health System
Norfolk, VA

Kim S. Hitchings, MSN, RNC
Project Director

Patient Centered Care
Lehigh Valley Hospital

Allentown, PA

William J. Leander, MBA
Director
LUMEN

Marietta, GA

G. Kevin Moffitt, MHA, CHE
Administrative Coordinator 

of Re-engineering 
Blessing Hospital

Quincy, IL

EDITORIAL ADVISORY BOARD


