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Mistake #1: Not planning for the
proper amount of time. 

How many meetings have you
attended where the presenter says,
“I’ve got a lot of slides. We’re going
to fly through this information. Stay
with me, since we only have a short
period of time”? For the next 60 min-
utes, you see a myriad of slides, with
the speaker flipping through them
almost as if you’re watching a moving
picture. With all due respect to indi-
viduals who have spent hours, days,
months and years in research, you
can’t take a sip of water from a fire
hydrant. Presenters must format their
presentations to fit the exact amount
of time available. It’s best to allow
approximately two to three minutes
per slide. If you have an hour to pres-
ent, you should have no more than 20
to 30 slides. In most cases, the mate-
rial is far more complex than what
can be communicated in a 60-minute
presentation. With that in mind, it’s
up to the speaker to make a decision
as to the most important information
to be conveyed.

Mistake #2: Writing of the dialogue
instead of the outline. 

In most presentations to a large
group, a speaker will use PowerPoint
slides. Speakers must remember that
they are the presentation, not the
slides. Visual aids should be used to
assist the presentation, not become
the presentation. Although you may
want to include long dialogue in any
handouts, there is no need to print it
word-for-word in your PowerPoint
slides. Bullet points are just that —

bullet points. Slides should not be in
full sentences.

Mistake #3: TMI (too much informa-
tion) on one page. 

There is an easy rule to follow,
called the “rule of 6’s.” This rule dic-
tates no more than six lines of infor-
mation per page. One of the
PowerPoint features is automatic sizing
of information to fit on a page. If you
have too much information, the font is
automatically reduced and the result
can be very difficult for the audience to
read. What happens if you have ten
points of information? Go to a second
page. Eliminate unnecessary words. As
you are reading through your presenta-
tion, if there is any word that is not
essential, eliminate it.

Mistake #4: Reading to and from the
screen. 

Most of us were taught at an early
age to look someone in the eye when
we speak to them, a basic rule of eti-
quette. Reading directly from the
screen breaks eye contact. It’s easy to
fall into this trap, especially if speak-
ers also commit Mistake #2. Writing
all of the dialogue subconsciously
forces us to read from the page rather
than addressing the audience. Not
only does reading from the screen
reduce your effectiveness, it is also
rude. Don’t say what someone else
can read for themselves. If there is a
direct quote you want to say word for
word, don’t turn your back on the
audience. Read it from the side so you
are somewhat facing your group or
have a laptop positioned in front of
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If you’ve worked in the cath lab for any
period of time, chances are you have
been to a large clinical meeting or two.

Let’s face it, we’ve been to ones in which
we’ve left with valuable information, and
well, we’ve been to “other” meetings, when
we’ve just left. When you work in a cath
lab, there are rules you follow. The same
applies for public presentations. There are
rules to follow and they make a difference
as to whether or not you are successful. 

For more than 25 years, I’ve attended and watched public presen-
tations. Throughout that time, I have seen many common mistakes. 

Improving Drug-Eluting
Stent Outcomes With
Proper Technique
This monthly column in Cath Lab Digest
reviews important points of distinction in

drug-eluting stents, from characteristics to
techniques, to provide valuable and relevant

information about this technology.

This article, the second of a two-part series on drug-eluting
stent (DES) outcomes, focuses on the use of proper technique
during an angioplasty procedure. 

By Steven J.Yakubov, MD

Dr. Yakubov graduated from the Northeastern Ohio Universities College of
Medicine and completed his internal medicine residency and chief medical
residency at Riverside Methodist Hospital. He completed his cardiology fel-
lowship at the University of Michigan Hospital and interventional cardiology
fellowship at Riverside Methodist Hospital. He is the Medical Director of the
MidWest Cardiology Research Foundation, which is participating in more
than 40 clinical trials in interventional cardiology, peripheral vascular medi-
cine, electrophysiology and clinical cardiology. Dr. Yakubov has authored or
co-authored more than 40 publications.

Recently, there has been an increased focus in the field of interven-
tional cardiology on proper techniques. What has sparked renewed
interest on this topic?
When drug-eluting stents (DES) were first introduced, restenosis rates were so
low that the importance of technique was lost. Recent issues with stent throm-
bosis rates, particularly late-stent thrombosis rates, have reminded us that
proper deployment and case selection are still very important. In fact, recent
data suggests that approximately two-thirds of late-stent thrombosis cases with
DES may be due to stent underexpansion1, related to technical issues from
post-dilatation, stent sizing and conformability. 

When is technique most important during an intervention?
Technique is important every step of the way. Before a procedure, case selec-
tion – determining how to approach a lesion – involves choosing the right wire
as well as the right guide. Guidewire and guide catheter selection is especially
important when treating complex lesions or if you think rotational atherectomy
may be used. During a procedure, ensuring proper pre-dilation is essential for
proper stent deployment. Finally, after a procedure, consideration of intravascu-
lar ultrasound (IVUS) for determining proper stent expansion is an option.

How does lesion assessment and preparation assist in maximizing
outcomes?
Prior to dilatation, it is essential to understand the size of the vessel and the
morphology and characteristics of the lesion. By carefully assessing the size of
the artery and lesion characteristics, you can select a stent that spans from a
normal segment of the vessel to another normal segment, containing the entire
lesion within the stent. If diseased areas at the edges of the stent are fully cov-
ered, this positively impacts stenosis and reduces the likelihood of restenosis.

You can visually assess the width and length of a lesion in a number of
ways. Some physicians prefer to use angiography or marker wires, while
others use the length of the pre-dilatation balloon. IVUS is another tool
that allows you to assess the size of the vessel. This is useful for measur-
ing the degree of stenosis, especially when angiography leaves you with
less than a clear answer. IVUS may also be helpful for determining the
correct stent is selected, as angiography often under-sizes the lesion. 

After making your initial lesion assessment, what techniques do you
typically employ?
It depends on the type of lesion. From a technical standpoint, most lesions can
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you so you can look at it and your
group at the same time.

Mistake #5: Your font is too small. 
A 32-point font is a good readable

size whether you are speaking to a
small or large group. A 28-point font
is still usable; however, if you go any
smaller, it becomes difficult, if not
impossible, to read. Going back to
Mistake #3, if speakers have so much
information that PowerPoint sizes it
down to fit the page, put the informa-
tion on two pages.

Mistake #6: Text in red. 
Using red for anything that needs to

be read is a no-no. It is difficult to read
and even causes eye strain. When
LCDs first came out they weren’t that
bright (ANSI lumens) and you had to
darken the room in order to make a
presentation. Many people used white
backgrounds and dark print. Now
that the projectors are much brighter, I
like to use a dark background with
light print. The main point is to pick
colors that are easy to read and will
create a strong contrast with whatever
color background you use.

Mistake #7: Not practicing your
presentation. 

You don’t jump right in on a pro-
cedure until you know what you are
doing. It’s a process of studying,
learning and practicing. The same
holds true for presentations. Practice
your presentation over and over
before making it to your group.  Use
a video camera or just a simple tape
recorder so you can see and/or hear
how your presentation comes across.
Most of us don’t like how we look on
video or sound on tape, but both are
effective tools in helping to polish
presentations.

Mistake #8: Moving without purpose.
Some speakers feel they must walk

from side to side in order to connect
with each person in the audience.
However, unless done with a purpose,
this is the farthest thing from the
truth and this movement is more dis-
tracting than helpful. I do like to use
a lavaliere-type microphone so I am

not chained to the podium. It gives
the ability for greater movement and
an enhanced presentation. You also
must watch for distracting move-
ments that will take away from your
presentation, such as leaning to one
side or the other, leaning side to side
and shuffling your feet.

Mistake #9: Staying inside the lines.
If you’ve ever taken acting classes,

one of the things you learn is that
your movements must enlarge. When
we talk one-on-one or in a small
group, speakers may gesture with
their hands. However, in front of a
larger group, small gestures get lost.
If you draw lines from your shoulders
to your hips, it forms a box. Move
outside this “box” in front of a large
audience. If you want to make a
point, such as indicating “number
one,” in a small group, you would
indicate it right in front of you at
about chest level. In front of a large
group, you want to hold your hand
out in front of you and above your
head. Gestures should come from
your shoulder, not your elbow.

Mistake #10: Your presentation does
not match your audience. 

It’s important to know the makeup
of the audience. If you are speaking to
a group of peers, heavy technical
information is certainly appropriate. If
you are giving a presentation entitled
“An Introduction to the Cath Lab,”
keep the information at a level that
new staff can understand.

No matter where you speak, make
your time valuable and make it count.
Deliver the right amount of informa-
tion, in the right amount of time and
in a manner in which people will
understand. You will find your pre-
sentations more effective, and if you
like doing it, you’ll probably get
asked to do more. n

David Stein is a motivational speak-
er who lives in Tyler, Texas with his
wife and three daughters. He can be
contacted at (903) 534-0425 or by
email: thesteinway@sbcglobal.net.

be pre-treated with balloon angioplasty alone. I use a Cutting Balloon® Device
in patients who do not have circumferential calcification but whose lesions are
harder to fully dilate with a balloon alone, or in those who have a lesion in
which the plaque appears to be more fibrous. Ostial lesions present a unique
problem. Often a Cutting Balloon is a very useful adjunctive device in dilation
of those lesions. At our institution, rotational atherectomy is used in a minority
of cases, most often in patients who could not be dilated with a balloon. In
these cases, it is an essential device.

What methods do you find most important during DES implantation,
and why are these methods important?
The methods that I find most important are full expansion of the balloon deliv-
ery system and high-pressure post-dilatation. Both help ensure that a stent is
well apposed and fully expanded at all aspects of the stent, thus maximizing
drug delivery to the arterial lumen. This reduces the likelihood of restenosis
and increases the overall probability of a positive outcome (Figure 1).
Using high-pressure inflation during stent deployment increases the likeli-

hood of complete stent apposition. We rarely deploy a DES under 16
atmospheres (atm) of pressure. Most commonly, we use 16 atm or above to
get the best apposition of the stent in that particular artery, and we rarely
deviate from this standard. 

Are there additional tools you utilize after stent implantation to increase
the likelihood of a good DES outcome?
Post-implantation, IVUS is helpful in providing a detailed look at the stent.
This gives us a great idea if the stent has full apposition in all areas of the
lesion. IVUS can also be useful when patients come back with restenosis to
help define its mechanism, as well as to characterize the type of lesion and the
true size of the artery that was treated.

How do cath lab staff contribute to improving technique during an
intervention?
Technologists and nurses are instrumental to a procedure. It’s very helpful
to have another set of experienced eyes looking at the same case, especially
challenging ones. Familiarity with all of the devices – especially those used
less frequently but that are essential during a procedure, such as rotational
atherectomy – is extremely important. Many technologists have an in-depth
understanding of IVUS and how it correlates to angiographic findings.
Their technical prowess with devices and focus on proper technique contin-
uously improves outcomes.

1. Journal of the American College of Cardiology, Volume 45, Issue 7, 5
April 2005, Pages 995-998.
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How many meetings have you attended
where the presenter says, “I’ve got a lot
of slides. We’re going to fly through this
information. Stay with me, since we only
have a short period of time”?


