
INSIDE
For the 

record. . .
page 50

Should
patients 

with COPD 
exacerbations
receive beta

blockers?
page 52

Femoral vs
jugular venous
catheterization

and risk of
infection

page 53

Rate vs
rhthym 

control in
heart failure

patients
page 54

How Much Do Surrogate 
Decision Makers Understand

About Their Loved Ones’ Care?
A B S T R A C T  &  C O M M E N T A R Y

By Leslie A. Hoffman, PhD, RN
Department of Acute/Tertiary Care School of Nursing, 

University of Pittsburgh
Dr. Hoffman reports no financial relationship to this field of study.

This article originally appeared in the August 2008 of Critical Care Alert. It was edited by
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Pulmonary and Critical Care Medicine, Harborview Medical Center, University of Washington,

Seattle, and Dr. Thompson is Staff Pulmonologist, VA Medical Center; Associate Professor 
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relationship relevant to this field of study.

Synopsis: Surrogate decision makers rated communication as
good but could not answer questions about resuscitation status or

the care their family member was receiving.

Source: Rodriguez RM, et al. A prospective study of primary 
surrogate decision makers’ knowledge of intensive care. 

Crit Care Med. 2008;36:1633-1636.

The institute of medicine has called for a patient-cen-
tered model of care in which patients and families are kept

informed about their care. Many ICU patients are unable to commu-
nicate and, therefore, family members are called upon for decision-
making. In order to make reasonable, informed decisions, family
members need to have a basic understanding of the care patients are
receiving. This study reports the findings of 81 primary surrogate
decision makers who were interviewed using a 29-item question-
naire that included items addressing their communication with staff,
self-ratings of understanding of their family members’ care, and
“yes/no/do not know” questions about care and resuscitation status.
The respondents were 57.2 ± 16 years of age, 63% female; their
racial distribution was 21% African American, 28% Asian, 21%
Hispanic, 21% White, and 8% undeclared. An interpreter was pro-
vided for the majority of those unable to understand English (7%
wanted but did not get use of and 6% declined use of an interpreter).
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Communication was rated as good (mean 8.6 ± 2.3
for nurses and 7.8 ± 2.89 for physicians on a 10-point
scale). A minority of surrogates (19%) reported poor
understanding of ICU care. However, almost half (47%)
were judged to have poor understanding based on prede-
termined criteria (< 70% correct responses). There was
no significant difference in understanding between those
with (56%) and without (50%) a college education.
However, more non-English speaking surrogates had
poor understanding. The most commonly missed ques-
tions were “Is your family member receiving medication
to support blood pressure?,” “Is your family member
receiving medication for pain or anxiety (drugs for sleep,
to take away pain, to calm them)?,” and “Is your family
member on a ventilator (breathing machine)?” Of
respondents, 15% incorrectly stated the resuscitation
order and 11% did not know what this meant. Self-
reported time spent in communication with staff was not
associated with better understanding.

■■ COMMENTARY
Findings of this study are perplexing. Respondents

related that they spoke with nurses (10%), physicians
(4%), and nurses and physicians in combination (83%)
regarding their family members’ ICU care and condition.
The time spent discussing patient issues was reported as
1-30 minutes by 41% of surrogates, 30 minutes to 1 hour
by 26%, 1-2 hours by 15%, and longer than this time by
14%; relatively few reported no communication (4%).
Interviews were conducted in person, and the majority
had hospital interpreters if they did not understand
English. Those who conducted the interviews were

medical, or other, students who received six hours training
regarding the protocol and interviewing techniques. The
respondents were relatively young, and the majority had
some college education. Nevertheless, they had difficulty
answering simple questions about care management, such
as being on a ventilator.

Although it is impractical and unnecessary for sur-
rogate decision makers to fully understand all the care
their family members receive, it would seem that those
who participated in the interviews should have had
better understanding. A basic understanding of the
care provided is essential to making informed deci-
sions about treatment options. Nevertheless, despite
rating their comprehension as excellent and citing
good communication with nurses and physicians, there
were significant deficits in understanding. The data
collection instrument appears relatively straight for-
ward (http://sfghed.ucsf.edu/Research/ICU.pdf).

Rodriquez et al suggest that, in addition to efforts to
improve understanding through sharing information,
staff should consider direct questioning to confirm
understanding of basic elements of care. Discussion by
physicians, nurses, and respiratory therapists while at the
patient’s bedside can be an important vehicle for infor-
mation sharing with families. Through examples shared
in this manner, patients can acquire knowledge about the
ventilator, monitoring parameters, laboratory values, and
treatments. With repetition, more information may be
retained. In the present study, data were not gathered on
the number of visits that surrogates had to the patient’s
bedside, the unit visitation policy, or educational materi-
als available to families. These are potentially important
means to increase information sharing and prompt ques-
tions from families. Findings of this study challenge crit-
ical care clinicians to provide information in a more
understandable manner, and include an assessment of
comprehension in these interactions.   ■
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Synopsis: As of early 2008, a minority (about 17%)
of physicians have a basic or extensive electronic
health record (EHR) system. Those who use elec-
tronic health records believe they improve the quali-
ty of care, and tend to be primary physicians, those
practicing in large groups, hospitals, or medical
centers, and those located in the western region of
the United States.

Source: DesRoches CM, et al. Electronic health records in
ambulatory care — a national survey of physicians. N Engl
J Med. 2008;359:50-60.

This group of health policy leaders sought to
learn the proportion of physicians who are currently

using electronic health records, whether they were satisfied
with the systems they used, and what impact the physicians
believe that these systems have on quality of patient care.
They developed a survey with extensive consultation from
experts in survey research, health information technology,
health care medicine, and in conjunction with physician
and hospital groups. They defined a “fully functioning”
electronic health record as one that: 1) records patients’
clinical and demographical data; 2) views and manages
laboratory and imaging tests; 3) manages order entry
(including electronic prescriptions); and 4) supports clini-
cal decisions (including warnings about drug interactions).
For purposes of this survey, they also defined a “basic”
electronic health record, which differed primarily from the
fully functioning system in that it did not support all order-
entry capabilities or provide clinical decision support. 

They randomly selected 5000 physicians from the 2007
Physician Masterfile of the American Medical Association
(AMA) and excluded those for whom it was impractical or
inappropriate to administer this survey (eg, those who were
retired, physicians in training, and those in federally owned
hospitals). The survey was administered by RTI through
direct mail between September 2007 and March 2008. The
survey response rate was 62%. Respondents were 75%
male, 77% white, 47% primary care, 83% urban. We are
not told much about the ages of the respondents, but 59%
of them had been in practice 20 or more years. 

Overall, 17% of respondents reported having an elec-
tronic health record system, with only 4% reporting use
of a fully functioning system. For those with a fully
functional system, 71% reported that it was integrated

with the electronic record system at the hospital(s)
where they work. Among the 83% majority of respon-
dents not using an electronic health system, 42% report-
ed that their practice had either already purchased or had
plans to purchase a system within the next two years.

Those who used electronic health systems tended to be
younger, worked in large or primary care practices,
worked in hospitals or medical centers, and lived in the
western United States. Rates of use did not vary by payer
or patient ethnic mix. The most commonly used function
for both fully functioning and basic systems was to allow
patients to request refills for prescriptions online. The
most common prompt from electronic health systems was
to alert the physician to a critical laboratory value, with
preventing drug allergic reaction a close second.
Physician satisfaction with electronic health records was
high, especially with regard to the systems’ ability to
enhance communication with other providers, afford
timely access to records, avoid medication errors, and
refill prescriptions. Those who had fully functional sys-
tems tended to be more satisfied (93%) than those with
basic systems (88%).

Physicians who did not have access to electronic health
record systems cited capital costs (66%), finding a system
that matched their needs (54%), uncertainty about return
on investment (50%), and concern that the system would
become obsolete (44%). Conversely, the factors that were
most frequently cited as enhancing adoption were finan-
cial incentives for the purchase and payment for use of an
electronic-records system. Protection of physicians from
personal liability for record tampering by external parties
was also mentioned by many as a potential facilitator of
adoption.

■■ COMMENTARY
First of all, when did “electronic medical records

(EMR)” become electronic health records? The terminolo-
gy has recently changed, reflecting our culture’s subtle
switch in emphasis from “medical care” to “health care.”
Whatever you want to call it, the electronic health record
has been slow to flourish in this country, with only 17% of
a representative sample of physicians reporting access to
such systems in the current study. This estimate is in line
with those of previous smaller studies,1-3 and supports the
notion that the capital cost of implementing such systems
is daunting. In 2006, the National Ambulatory Medical
Care Survey (NAMCS) found that 9.3% of respondents
reported using systems similar to the basic electronic
record, as defined in the current study;4 thus, DesRoches et
al cautiously speculate that the use of electronic health
records may be increasing slowly. Indeed, 42% of respon-
dents in the current report have immediate plans to imple-
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ment electronic health systems. Although physicians are
notoriously resistant to change, those who have access to
electronic health systems report both high levels of use and
of satisfaction with these systems, and fully functional sys-
tems tended to be scored more highly than basic systems.

The size of the group (an indirect predictor of
resources) is a critical factor influencing the adoption of
electronic health records in this and other studies; in the
current study, groups with 50 or more physicians were
much more likely to have electronic records systems
than were smaller groups. Further, the physicians in this
study who do not yet have electronic health records
overwhelmingly listed cost as the primary barrier. 

The slow adoption of electronic health records in the
United States lags behind that of many Western industri-
alized nations, where more than 90% of primary care
physicians use electronic records in their offices.5 Other
countries have used a variety of public and private incen-
tives to encourage adoption of electronic records. Help
may be on the way for physicians in the United States;
Centers for Medicare and Medicaid Services has recently
proposed incentives for adoption of health information
technology by physicians in order to increase its use.6

My own experience with electronic health records has
largely been at a Veterans’Administration (VA) hospital.
Although the initial learning curve is steep and painful,
the ease and timeliness in communication and reduction
in potential errors is remarkably improved. 

The current paper suggests that we have a long way to
go, but we are definitely on the way, and that making the
transition will be worth it.   ■

References
1. Hing ES, et al. Electronic medical record use by office-

based physicians and their practices: United States,
2006. Advanced data from vital and health statistics
(DHHS publication no. (PHS) 2008-1250). No. 393.
Hyattsville, MD: National Center for Health Statistics,
October 26, 2007:1-7.

2. Jha AK, et al. How common are electronic health
records in the United States? A summary of the evi-
dence. Health Aff (Millwood). 2006;25:w496-w507.

3. Bates DW. Physicians and ambulatory electronic health
records. Health Aff (Millwood). 2005;24:1180-1189.

4. Blumenthal D, et al. Health information technology in
the United States: the information base for progress.
Princeton, NJ: Robert Wood Johnson Foundation, 2006. 

5. Protti D. Comparison of information technology in gener-
al practice in 10 countries. Healthc Q. 2007;10:107-116.

6. Armstrong D. Bush administration sends medicare leg-
islation to Congress. Congressional Quarterly. February
15, 2008.

Should Patients with 
COPD Exacerbations
Receive Beta Blockers?
A B S T R A C T  &  C O M M E N T A R Y

By David J. Pierson, MD
This article originally appeared in the August 2008 issue of Critical Care

Alert. It was peer reviewed by William Thompson, MD.

Synopsis: The findings of this retrospective study of
825 patients hospitalized with COPD exacerbations
indicate that the use of beta blockers in such patients
is not harmful and may actually be associated with
reduced mortality.

Source: Dransfield MT, et al. Use of beta blockers and the
risk of death in hosptialised patients with acute exacerba-
tions of COPD. Thorax. 2008;63:301-305.

This study from the university of alabama
Hospital in Birmingham reviewed administrative

data from all patients admitted with the primary diag-
nosis of acute exacerbation of chronic obstructive pul-
monary disease (COPD), or because of acute respira-
tory failure with a secondary diagnosis of COPD exac-
erbation. Dransfield et al excluded patients with asth-
ma, and examined demographic data, co-morbidities,
and medication use during hospitalization. Patients
who received beta blockers were compared with those
who did not, and multivariate analysis was performed
to determine predictors of in-hospital mortality after
controlling for known covariates and the propensity to
receive beta blockers.

During the seven-year study period, 825 patients
met inclusion criteria, 142 of whom received beta
blockers.  Patients who received beta blockers were
older, and more of them had concomitant cardiovas-
cular disease. Overall, 5.2% of all patients died. By
multivariate analysis, adjusting for potential con-
founders, including the propensity score, mortality
was less among patients who received beta blockers
(odds ratio, 0.39, 95% CI 0.14-0.99). Mortality was
also associated with older age, longer hospital stays,
number of previous exacerbations, the presence of
acute respiratory failure, congestive heart failure, and
the presence of cardiovascular or liver disease (all, p
< 0.05). Dransfield et al conclude that administration
of beta blockers to patients hospitalized with COPD
exacerbations is well tolerated and may be associated
with reduced mortality.
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■■ COMMENTARY
One of the most firmly entrenched “things every-

body knows” in managing patients with obstructive
lung disease is that beta-blocking agents cause bron-
chospasm and should not be used in such patients.
While few would argue with this admonition in man-
aging patients with severe asthma, it basically turns
out not to be true for patients with COPD — especial-
ly for the cardioselective beta blockers now widely
used in managing cardiovascular disease. A recent
Cochrane review1 evaluated 20 randomized trials of
cardioselective beta blockers in patients with COPD
and found no significant effect on airway function (as
assessed by forced expiratory volume in the first sec-
ond, or the response to inhaled bronchodilator), either
after single doses or with as much as 12 weeks of
administration. In fact, there is an increasing body of
evidence that beta blockers may improve outcomes in
patients with COPD, whether or not they have overt
cardiovascular disease.2

Because of their common link to cigarette smok-
ing, as well as other potential factors, COPD and
cardiovascular disease tend to occur in the same
patients. There is compelling evidence that beta
blockers improve outcomes in cardiovascular dis-
ease — not only in acute myocardial infarction, car-
diac ischemia, and left ventricular systolic dysfunc-
tion, but also in hypertension and other settings.2

However, because of fear of precipitating acute
bronchospasm, and widespread acceptance of the
idea that beta blockers are contraindicated in
obstructive lung disease, these agents are used less
often in patients with COPD when the established
indications are present. In the current study, of the
306 patients in the cohort who were considered to
have a clear indication for beta blocker administra-
tion, only 28% received this therapy.

Beta blockers are not contraindicated in COPD,
either in the long-term management of stable
patients or during hospitalization for an exacerba-
tion. There is even the suggestion that beta blockers
may be indicated for patients with COPD, although
this hypothesis needs to be tested in randomized
clinical trials.   ■

References
1. Salpeter S, et al. Cardioselective beta-blockers for

chronic obstructive pulmonary disease. Cochrane
Database Syst Rev. 2005;(4):CD003566.

2. Au DH. Use of beta blockers in patients with COPD.
Thorax. 2008;63:296-298.

Femoral vs Jugular 
Venous Catheterization 
and Risk of Infection
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Synopsis: In this study, 750 severely ill patients
requiring initial hemodialysis were randomized to
receive either jugular or femoral vein catheterization.
Jugular catheterization significantly increased the
incidence of catheter colonization in patients with
body mass index (BMI) < 24.2, whereas jugular
catheterization decreased the incidence in patients
with BMI > 28.4. Across all BMI strata, there was no
significant difference in catheter-related blood stream
infections in patients who underwent femoral vs jugu-
lar catheterization.

Source: Parienti JJ, et al. Femoral vs jugular venous
catheterization and risk of nosocomial events in adults
requiring acute renal replacement therapy: a randomized
controlled trial. JAMA. 2008;299:2413-2422.

In france, 750 patients from 12 hospitals partici-
pated in a concealed, randomized, multicenter, evalua-

tor-blinded, parallel-group trial (the Cathedia study) con-
ducted between 2004 and 2007. Severely ill, bed-bound
adults with BMI < 45, who required first catheter inser-
tion for renal replacement therapy, (RRT) were enrolled
and randomized to femoral vs internal jugular (IJ) access.
Morbidly obese patients with BMI > 45, local skin infec-
tion, volume overload precluding Trendelenburg posi-
tion, presence of an AV fistula, thoracic contraindica-
tions, and those patients with only one site available were
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excluded. All operators were experienced, and employed
appropriate sterile technique at both sites. Seldinger tech-
nique was used at both sites. Ultrasound guidance was
recommended for IJ insertion, but was not required.
Catheter colonization was defined as catheter tip culture
with > 103 CFU/mL. Catheter-related bloodstream infec-
tion was defined as catheter tip colonization plus at least
one peripheral blood culture yielding the same organism
within 48 hours of catheter removal.

Jugular catheters were more difficult to insert and
required longer insertion times, and insertion resulted
in more failures on one side and more crossovers to the
femoral site and more hematomas. Two patients in the
jugular group had severe respiratory distress due to
compressive hematoma; they required intubation.

The overall incidence of catheter colonization was simi-
lar between the femoral vs jugular groups (40.8 vs
35.7/1000 catheter-days). Colonization of the catheter with
Gram-positive organisms (mostly Staphylococcus epider-
midis) was seen in 41 femoral vs 51 jugular catheterizations
and Gram-negative organisms in 30 femoral vs 15 jugular
catheterizations. Catheter-related BSI incidence was
1.5/1000 catheter days in the femoral vs 2.3/1000 in the
jugular group, but this difference was not statistically signif-
icant. Subgroup analysis was remarkable for significant dif-
ferences in catheter colonization incidence by BMI tercile.
Patients in the lowest BMI tercile (< 24.2) experienced
catheter colonization incidence of 23.7/1000 catheter days
with femoral catheters vs 45.4/1000 with jugular catheters
(HR 2.10). Patients in the highest BMI tercile (> 28.4) expe-
rienced catheter colonization incidence of 50.9/1000 by
femoral vs 24.5/1000 by jugular route (HR 0.40).

■■ COMMENTARY
It has been axiomatic since I began training in the early

1970s that the femoral site should be avoided in all adults
for venous catheter insertion due to the perceived increased
risk of BSI associated with the femoral route; either the IJ
or subclavian sites were favored. However a critical look at
the literature suggests that this perception had largely been
based on anecdotal data. This important study shows fairly
conclusively that in patients with normal or low BMI that
the risk of catheter colonization and infection is greater with
IJ vs femoral site catheterization. Only in obese patients
was catheter colonization increased with femoral vs IJ
catheterization. This study does not address the relative rate
of catheter colonization and BSI in subclavian vein
catheterization, which may be superior to both the femoral
and IJ sites. The increased risks of vascular complications
associated with IJ insertion (and of both iatrogenic pneu-
mothorax and vascular complications associated with sub-

clavian insertion) need to be considered as well. These data
suggest that, except in very obese patients, the femoral site
may be appropriate for venous access, when necessary,
especially when the expected duration of catheter place-
ment at the femoral site is likely to be short term.   ■

Rate vs Rhythm Control in
Heart Failure Patients
A B S T R A C T  &  C O M M E N T A R Y
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Source: Roy D, et al. Rhythm control versus rate control for
atrial fibrillation and heart failure. N Engl J Med. 2008;358:
2667-2677.

The atrial fibrillation and congestive heart
Failure (AF-CHF) trial was designed to test the hypoth-

esis that a treatment strategy that involved rhythm control
would be superior to rate control in patients with heart fail-
ure and left ventricular systolic dysfunction. The study was
an international trial conducted in 123 centers throughout
the world. Patients were eligible for inclusion if they had a
left ventricular ejection fraction of ≤ 35%, a history of con-
gestive heart failure (New York Heart Association class II to
IV), and a history of atrial fibrillation. Patients with persist-
ent atrial fibrillation more than 12 months duration were
excluded. Patients were randomly assigned to either a
rhythm control strategy or a rate control strategy in an
unblinded fashion. Amiodarone, with cardioversions as
required, was the primary treatment for maintenance of
sinus rhythm. Sotalol or dofetilide were possible alterna-
tives, but were used in only a few patients. The protocol
called for a permanent pacemaker to be inserted if brady-
cardia complicated the use of antiarrhythmic drugs. Rate
control therapy included adjusted doses of beta adrenergic
blockers with digitalis to achieve a target heart rate of less

54 September 2008



than 80 bpm at rest and less than 110 bpm during a six-
minute walk test. All patients were treated with appropriate
heart failure therapy, including angiotensin converting
enzyme inhibitors, angiotensin receptor antagonists, and
beta blockers. Anticoagulation was recommended for all
patients. Implantable cardioverter defibrillators and ventric-
ular resynchronization therapy were permitted and were
used in 7% of both groups. The primary outcome was death
from cardiovascular causes. Secondary outcomes were
death from any cause, stroke, worsening congestive heart
failure, hospitalization, and quality of life.

AF-CHF enrolled 1,376 patients with 682 assigned to
a rhythm control strategy and 694 assigned to a rate con-
trol strategy. The mean follow-up was 37 ± 19 months,
with a maximum follow-up of 74 months. In the entire
study group, the mean age was 67 years and 82% of the
patients were men. Thirty-one percent of the patients were
in New York Heart Association class III or IV. Coronary
artery disease was present in 48% of the patients; 48% had
systemic hypertension and 21% had diabetes. The mean
left ventricular ejection fraction was 27 ± 6%. Atrial fib-
rillation was persistent in 69% of the patients. During the
study, 21% of the patients of the rhythm control group
crossed over to the rate control strategy primarily due to
an inability to maintain sinus rhythm. In the rate control
group, 10% of the patients crossed over to a rhythm con-
trol strategy, with worsening heart failure being the most
common reason for the change. In the rhythm control
group, the prevalence of atrial fibrillation was kept below
20% at each follow-up visit until the 24-month visit and
was still only 27% at four years of follow-up. In the rate
control group, the presence of atrial fibrillation ranged
from 59% to 70% at each follow-up visit. During follow-
up, 58% of patients in the rhythm control group had at
least one recurrence of atrial fibrillation. In the rate control
group, heart rate targets at rest and exercise were achieved
in 82% to 88% of the patients during follow-up.

There was no significance in difference in death
between the two strategies. Death from cardiovascular
causes occurred in 27% of the rhythm control group and
25% of the rate control group. Total deaths were also sim-
ilar; 32% of the rhythm control group and 33% of the rate
control groups died during the course of the study. The
annual mortality was almost 10% in both groups. The
risks for stroke, worsening heart failure, and the compos-
ite endpoint of death from cardiovascular causes, stroke,
or worsening heart failure were similar between the two
groups. Hospitalization was more common in the rhythm
control group than in the rate control group due to hospi-
talizations for atrial fibrillation or bradyarrhythmias. No
significant differences favoring either strategy were noted
in any of 10 prespecified subgroups.

Roy et al conclude that the hypothesis of the study
that rhythm control would produce benefit in patients
with congestive heart failure was not borne out. They
suggest that rate control “should be considered a pri-
mary approach for patients with atrial fibrillation and
congestive heart failure.”

■■ COMMENTARY
There have now been seven randomized trials com-

paring rhythm control and rate control strategies in
patients with atrial fibrillation. Six have shown no over-
all benefit with a rhythm control strategy and the, as yet
unpublished, J-RHYTHM study from Japan reported
symptomatic improvement only in patients with parox-
ysmal arrhythmias. The AFFIRM trial enrolled more
than 4,000 patients and found no improvement in mor-
tality associated with a rhythm control strategy. In fact,
a trend toward increased mortality was noted in the
rhythm control group. However, AFFIRM included rel-
atively few patients with advanced heart failure, and
many cardiologists have felt that rhythm control would
prove to be a superior approach in patients with CHF.
The AF-CHF trial was designed to test this hypothesis,
but like the other studies, it failed to show an improve-
ment with rhythm control.

There are several possible explanations for this.
Although more than three-fourths of patients in AF-
CHF assigned to a rhythm control strategy remained in
sinus rhythm, the sickest patients may have been the
ones with recurrent atrial fibrillation. We should also
note that amiodarone, the agent primarily used in AF-
CHF, was shown in the Sudden Cardiac Death-Heart
Failure Trial to cause a slight increase in mortality
among patients with Class III congestive heart failure.
Therefore, it is possible that the widespread use of
amiodarone in AF-CHF also might have negated any
improvement associated with better rhythm control. It
also must be noted that an increased cost with a rhythm
control strategy, due to the need for more frequent hos-
pitalizations to treat atrial fibrillation and bradyarrhyth-
mias, was seen in AF-CHF and in AFFIRM.

Unless we can develop more effective and safe thera-
pies to prevent atrial fibrillation, rate control should
remain a primary option. Patients who do not have mod-
erately severe symptoms related to their atrial fibrillation
with a rate control strategy can continue in atrial fibrilla-
tion without repeat attempts to restore and maintain
sinus rhythm. Although no one argues that atrial fibrilla-
tion is a better rhythm than sinus rhythm, the costs of try-
ing to maintain sinus rhythm long-term may not be jus-
tified. However, as new antiarrhythmic drugs are devel-
oped and catheter ablation techniques for atrial fibrilla-
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tion improve, we can expect the question of rate control
vs rhythm control to continue to be raised.   ■

CME Questions
19. In the AF-CHF trial published by Roy et al, patients with con-

gestive heart failure randomized to rate control with beta
blockers and digitalis had which of the following outcomes
compared to patients for whom rhythm control with amio-
darone was attempted?
a. A decreased risk of death.
b. An increased risk of hospitalization.
c. An increased risk of death.
d. No significant difference in death between the

two groups. 

20. According to the study by Dransfield et al, the use of beta
blockers in patients admitted with an exacerbation of COPD
led to:
a. an increased risk of respiratory failure and

mechanical ventilation. 
b. a reduced risk of mortality.
c. an increase in hospital length of stay.
d. a delay in resolution of the COPD exacerbation

but no effect on mortality.

21. Which of the following statements is true based on the study
by Rodriquez et al in which surrogate decision makers of ICU
patients were interviewed regarding communication and com-
prehensive:
a. surrogate decision makers were generally unhap-

py with the level of communication with
providers.

b. the majority of surrogate decision makers had a
good or excellent understanding of their loved
one’s ICU care.

c. despite feeling like they had received good com-
munication, nearly half of surrogate decision had
a poor understanding of their loved one’s ICU
care.

d. surrogate decision makers with a college educa-
tion had more understanding of their loved one’s
ICU care than those without a college education.

CME Objectives
The objectives of Hospital Medicine Alert are to:
• review pertinent safety, infection control, and quali-

ty improvement practices;
• discuss diagnosis and treatment of acute illness in

the hospital setting; and 
• review current data on diagnostic and therapeutic

modalities for common inpatient problems.   ■
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Answers:19. (d); 20. (b); 21. (c)
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