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You’ve heard about the spring
cleaning. You have heard
about organization. But have

you heard about cleaning up your act?
In the cardiac catheterization labora-
tory, a great deal of clutter seems to
accumulate. Unnecessary items, dupli-
cate, triplicate, or more, of supplies,
instruments that can not be stored
elsewhere or they will disappear, and
what do we do with all this…other
than try to work around it?

In the cath lab, it seems every room
has its cabinets, closets, drawers,
shelves, and nooks and crannies.
These hold essential items for easy
access and then some not-so-essential
items, but things it would be nice to
have rather than go to the storage
room. Then there are those secret hid-
den items for emergency loss of sup-
plies! The unfortunate part is that at
the end of the day, more and more

things are put away in the room and
soon they expire from memory and
sterilization.

I am here to report that too many
products are not used and thrown
away because they are not used in a
timely fashion. When there is more
than one cath lab room, this problem
is exponential, as each room has a dif-
ferent configuration and different stor-
age areas. The end result is inefficien-
cy, loss of inventory, frustration and
loss of revenue.

There is no easy answer to this
problem. It has taken years for this
system of acquiring supplies and
stocking the cath lab to develop in full.
It may take years to resolve the situa-
tion. There needs to be a change in
thinking and planning for the cardiac
cath lab of the 21st century. Many
facilities now do peripherals, carotids,
atrial septal defect (ASD), patent fora-
men ovale (PFO) and electrophysiolo-
gy procedures, and we need to be able
to quickly adapt to an ever-changing
playing field. Adaptability and conver-
sion should be efficiently done.

I would suggest a laconic approach.
The KISS (keep it simple, stupid) sys-
tem is my recommendation. When
designing your next cath lab, do not
put any cabinets, closets, drawers,
shelves, or nooks and crannies in the
cath lab. Keep it barren and clean to
the walls. Clear the decks for action.

Cardiac Cath Lab
Clutter — or, Spring
into Action!
Marshall W. Ritchey, MS, MBA, Presbyterian Hospital, U.P.M.C.,
Pittsburgh, Pennsylvania

A cath lab with supplies that could last a month.

The Stentplus™ Patient Success
Program

This monthly column in Cath Lab Digest reviews important
points of distinction in drug-eluting stents (DES), from char-
acteristics to techniques, so that physicians have valuable
and relevant information about this revolutionary technology.

By Dr. Adhir R. Shroff and Peter T. Kondos, BS, RT 
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2004 at the Harvard School of Public Health. He

joined the faculty in 2004. Dr. Shroff is board-certified
in internal medicine, cardiovascular disease and interven-

tional cardiology. His research interests are in quality of care initia-
tives in interventional cardiology.

Mr. Peter T. Kondos is the administrative director of
cardiovascular-pulmonary services at the University
of Illinois Medical Center in Chicago. He has 30
years of experience in the catheterization laboratory.
Kondos is particularly interested in issues related to

new advances in cardiology, patient-staff safety, and
staff education and retention.

The University of Illinois Medical Center and Jesse Brown VA
Medical Center were the first hospitals in Chicago area to partici-
pate in the recently launched Stentplus™ Patient Success Program, a
dual anti-platelet therapy compliance program for patients who
have received a drug-eluting stent (DES). What interested you in
the program, and why is your hospital participating?
Shroff: I was excited to learn that Boston Scientific is working to
address patient non-compliance with dual anti-platelet medications, in
light of recent concerns about stent thrombosis. The Stentplus
Program allows us to reinforce with patients the importance of taking
their anti-platelet medications appropriately and continuously. The
program was attractive to us because it is available to all DES patients
– regardless of brand – and materials are provided free of charge by
Boston Scientific. 

Kondos: This program is a benefit not only to patients — who may
decrease their chances of hospitalization due to stent thrombosis– but
also to myself as an administrator of cardiovascular services and to
the medical center, as we may avoid incurring the cost of treating
patients for an event that could have been avoided. The Stentplus
Program allows us to address patient non-compliance at all levels —
educational, social and financial.
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At a minimum, have a sink and a
countertop. Drug-dispensing equip-
ment may be in the control room area.

Design the room so no supplies can
be stored in the cath lab. Dedicate or
design a large central storage area and
develop a cart system. When there is a
procedure is assigned to the cardiac
cath room, select the appropriate carts
and whisk them into the cath lab. At
the end of the case, take the cart out
and clean the room easily. No contin-
ual source of contamination. 

With basic supplies on one cardiac
cath cart, a crash cart, a basic inter-
ventional cart, a peripheral cart, a
carotid cart, an a ASD cart, a PFO
cart, you are ready to rock and roll.
The key to the system is to have
enough carts to keep you supplied

throughout the day.  
Cleanup is quick and complete. The

whole lab can be wiped down and the
chances of cross-contamination are
reduced. The staff restocking the cart
do not require RN or technical train-
ing, and costs are reduced. Time is
saved by not having to check the room
for stock, and restocking by RN or
technologists is not required. Now
every room is standard, because every
cart should be standard. There is more
room in the cardiac cath lab to get
around. Finally, the wipe-down and
cleaning of the room should be quick-
er, easier and more effective in fighting
infection. This is a winning situation!  

Staffing costs are reduced, invento-
ry is better controlled, there is stan-
dardization of labs, lab efficiency is

A cluttered cath lab counter that is hard to clear and clean.

Mark Long, RT, from Presbyterian setting up a tray in a
relatively uncluttered lab.

The American College of Cardiology/American Heart
Association/Society for Cardiovascular Angiography and
Interventions (ACC/AHA/SCAI) guidelines recommend that clopido-
grel should ideally be continued up to 12 months in all DES patients
who are not at risk for bleeding. Why is it so important for DES
patients to adhere to a regimen of dual anti-platelet therapy drugs?
Shroff: The ACC/AHA/SCAI recommendations are based upon large meta-
analyses and registry data that show that one of the most common causes of
stent thrombosis — sub-acute or late stent thrombosis — is premature dis-
continuation of anti-platelet therapy. 

In general, why don’t patients take their anti-platelet medications?
Shroff: There are several reasons. First of all, patients receive so much
information while they are in the hospital, and they do not always leave
with a good understanding of why they need to take each drug prescribed.
In our experience, the most common time patients become non-compliant
with their prescription is right after discharge. They either don’t get their
prescription filled or they may simply forget to take it each day. 

Prescription drug costs are a major barrier to prescription compliance for
many people, especially those on a fixed income or with a low income. We
performed a pilot study at our Veteran’s hospital in which we found that 20
percent of patients were not taking their clopidogrel for the prescribed dura-
tion, even when the medication was free. I have to only imagine what those
rates would be in the private sector for patients with little or no insurance.

Furthermore, sometimes there is confusion among other health care
providers about the importance of anti-platelet medication. For example,
we have had several patients with stent thrombosis who stopped their
Plavix™ because another physician instructed them to do so prior to a pro-
cedure or because the patient was having side effects. 

Is the Stentplus program making a positive impact at your institu-
tions? If so, how?
Shroff: It’s definitely making a positive impact among our cardiology com-
munity. It augments and adds consistency to our patient-education process,
and reinforces the quality aspect of the interventional program. For a long
time, we associated quality with angiographic outcomes and immediate
complications, but the long-term care sometimes was overlooked. The
Stentplus Program sends the message that our patients are still under our
care after they have left the hospital. 

The Joint Commission on the Accreditation of Healthcare
Organizations routinely audits hospitals on quality of patient care.
Does the Stentplus Program help to improve your cath lab’s quality of
patient care? 
Kondos: Yes. As patients become more compliant with their medications,
we are improving our quality of patient care. One of the quality indicators
in the ACC/PCI registry is re-intervention, so this database will help us to
quantify the impact of the Stentplus Program.

What tools has the Stentplus Program provided to help your DES
patients stay on the dual anti-platelet therapy that you prescribe
for them?
Kondos: The educational material is written at the appropriate level for our
patients, who are not always in tune with medical terminology, so they can
learn about their stent and the reason for its placement. The program
includes a DVD that provides patient education about coronary artery dis-
ease, percutaneous coronary interventions and stenting, and the importance
of anti-clotting medication. The DVD is now part of our in-house video
program, so all patients view it prior to discharge. Patients can also take the
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When there is a procedure is
assigned to the cardiac cath room,
select the appropriate carts and
whisk them into the cath lab. At the
end of the case, take the cart out
and clean the room easily. 



improved, and if the system works for
you, staff morale is improved! These
are big promises.

But, you may be saying, what can I
do? Our labs are already built.

Start now by centralizing your
supplies. This may require adminis-
tration to allocate another area for
storage. Limit the stock in the room
for the case at hand. Train an ancil-
lary staff to pack a box with the
basics for a room setup. Then just
bring a box of supplies into the lab
for each case. Use your imagination
to expedite and streamline the
turnover process by using less expen-
sive staff. Have a housekeeper wipe
and mop the room, rather than a
nurse or technologist. There are
always options. Try one for a week

and evaluate the outcome before
making a year-long commitment.

This is your lab. This is your job.
These are your physicians. These are
your patients. Take pride in what you
do. You are saving lives. Now take
time to think about doing your job
better. When you look around, per-
haps you, too, will find that it is time
for spring cleaning. Is it time to clean
up your act? n

Marshall Ritchey can be contacted
at marshallritchey@hotmail.com.

Marshall is a cardiac cath lab tech-
nologist at Presbyterian Hospital,
University of Pittsburgh Medical
Center. He assisted with his first cardiac
cath in 1974. Mr. Ritchey has worked
in labs at the University of Pittsburgh,
the University of Wyoming, United

Hospital Center in Clarksburg, West
Virginia, Conemaugh Hospital in
Johnstown, Pennsylvania, Aiken
Regional Hospital in Aiken, South
Carolina and is currently working at
Presbyterian University Hospital in
Pittsburgh, Pennsylvania.

Marshall received his B.S. in pre-
med from the University of Pittsburgh.
He traveled to Laramie, Wyoming to
the highest university in the United
States (7,500 feet above sea level) for
his MS degree in exercise physiology
from the University of Wyoming. He
returned to Pittsburgh for an MBA
from the University of Pittsburgh. He
is currently working on a doctorate
degree in education.

Rated by US News and World
Report as one of the top hospitals in the
U.S., Presbyterian Hospital labs include
four diagnostic and interventional labs,

one bi-plane, and one procedure room
in the CCU. There are five technolo-
gists, ten nurses, one hem tech, and
sixteen physicians to provide services
at this teaching hospital facility.
Cardiology fellows scrub in with the
physicians. Diagnostic cases include
endomyocardial biopsies for heart
transplant patients, intravascular
ultrasound, and pressure and flow
wires to evaluate lesions. Invasive pro-
cedures include percutaneous translu-
minal coronary angioplasty, stents,
Rotablator (Boston Scientific, Natick,
MA), AngioJet (Possis Medical, Inc.,
Minneapolis, MN), and filter wires, as
well as ASD and PFO repair. Other
vascular work includes carotid, renal,
and some leg procedures. Over 7,000
procedures were done at Presbyterian
Hospital cath labs in 2007.
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What would make this cath lab better?

What is essential and
what is clutter in this lab?

Kim Handrahan, RN, Ron Siverd, RN, and Eric Pillar, RT,
setting up a procedure table.

DVD home to watch with family members, who are critically involved in
helping with compliance by refilling, picking up and administering medica-
tions. The program also provides tools to clearly communicate the full
duration of their prescription and remind them to take it each day and fill
prescriptions each month. 

The cost of dual anti-platelet therapy medications is an important fac-
tor in explaining why some patients prematurely discontinue their
therapy or don’t take it at all. How is your institution addressing this
problem with your DES patients who need financial assistance?
Shroff: If we think that a patient will benefit from a DES and we’re rela-
tively confident that he or she will adhere to the medication, we use the
Stentplus Program to help patients to navigate the financial assistance
options provided through private foundations, government programs and
prescription discount cards. For example, the Partnership for Prescription
Assistance (PPA) provides a single-point access for almost 500 public and
private prescription assistance programs to help patients find the one that’s
right for them.  

How difficult was the program to implement with your staff? 
Kondos: The program was easy to implement. I read the provided materi-
als, met with representatives from Boston Scientific to learn about the pro-
gram in detail, and then spent a few hours educating the cath lab staff.
Implementation was without a hitch. Whether you are a physician, a nurse,
or a technologist, the program is very easy to follow. 

What would you tell other institutions interested in implementing the
Stentplus Program?
Kondos: The bottom line is that this program is the right thing to do. I
believe those institutions who offer the Stentplus Program will be leading
the way in terms of offering quality care. As administrators, we all care
about the quality of patient care we offer at our institutions. The Stentplus
Program offers you a way to enhance your service and support of patients,
and you should look very closely at this program and how to integrate it
into your hospital. 

Plavix is a trademark of Sanofi-Aventis.

Sponsored and prepared by Boston Scientific Corporation
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