
Catheterization delays can be avoided
by opening lab on Saturdays
On-call staff can also help eliminate those expensive days of waiting

Some cardiovascular service departments are struggling with a
conundrum: Open the catheterization laboratory on the weekend
and avoid those expensive inpatient days when patients are

merely waiting for the procedure, or absorb those costs and deal with
the issue in other ways that may not antagonize staff? Other depart-
ments have tried then abandoned the concept, turning to other solu-
tions instead.

As a major academic tertiary care center, the Beth Israel Deaconess
Medical Center in Boston derives a significant portion of its business
from cardiac catheterization. 

Delays prompt pilot program

Managed care organizations recently noted significant nonmedical
delays for patients going for nonemergency caths, and the companies
did not want to pay for those delay days. Managed care committees
typically review their patients to see if they are being managed as effi-
ciently as they should be.

In response to the problem of delay days, Apurv Gupta, MD, MPH,
associate medical director, and his colleagues in the Invasive Cardiology
Division at Beth Israel reasoned that delays may be due to the fact that
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• A Boston cardiac team concluded that a way to save money was to
open the cath lab on Saturdays and sometimes Sundays. 

• A merger-in-progress delayed implementing their findings, but the team
sees the pilot as successful nevertheless because it raised awareness
of the problem and its potential solution. 

• Other facilities around the country have or are considering the feasibility
of weekend cath lab hours. Some have abandoned the concept.
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24 hours.” But if they came in on a Friday or
Saturday, their caths were delayed.

“Based on our new information,” he says,
“we’d like to be able to say to referring hospitals,
‘Since we can’t do caths on Saturday, don’t trans-
fer [patients] here on a Friday. Wait and send
them in on Sunday or Monday so they can get
taken care of efficiently.’”

The pilot study had more than one goal. In addi-
tion to determining if the Saturday cath lab pilot
program would be effective in reducing delays, 
the team also studied the care processes leading 
to caths in the hope that they could identify which
processes generated system inefficiencies.

Over a nine-week period, interventional
cardiology nurses reviewed 231 admitted cath
patients. For any patient not cathed within one
day of admission — the departmental target stan-
dard — a nurse performed an in-depth review to
determine the cause of the delay. Only defer-
ments for nonclinical reasons were coded as sys-
tem delays. Delay rates, length of stay (LOS), and
pre-cath LOS were entered into a database, re-
checked for completeness, and analyzed.

Results showed room for improvement

Out of the 231 inpatient cases, the number of
delays was 26 (11.3%). The average overall LOS
was 4.41 days and the average pre-cath LOS was
.77 days. Based on the day of the week on which
delayed patients were admitted, it was deter-
mined that about half of the 26 delays were due
to the cath lab not being open on the weekend.
The team saw that clearly there was room for
improvement. They proposed that opening the
cath lab on Saturday for regular hours would
reduce by half the delay rate and improve
efficiency.

The reduction in delay rate and pre-cath LOS is
documented in Table 1 (see p. 62), which shows
the variables that were found to be associated
with a high degree of systems efficiency. 

Table 2 (see p. 62) shows, in contrast, the vari-
ables that were associated with more inefficient
processes. The change that led to the improve-
ments primarily was opening the cath lab for reg-
ular hours on Saturdays. But, says Gupta, by
itself the very establishment of a process of data
collection, chart review, monitoring, and report-
ing led to good outcomes as well.

“We all agreed that improvements in efficiency
noted over the weekdays was due to the data col-
lection/monitoring process,” he says.

“Attendings [attending physicians] and other
staff on the unit became more aware of processes
when they were monitored,” he says.

“The pilot trial was a useful process,” says
Gupta, “but it never really got off the ground,”
mainly due to the fact that the organization is
going through a merger of campuses — Beth
Israel Hospital and Deaconess Hospital. A prod-
uct of the large merger in progress will be an
amalgamation of the cardiology divisions of the
two entities, and a consequence of Gupta’s pilot
study would be to incorporate this new schedul-
ing once the departments merge.

“But that hasn’t yet happened,” says Gupta.
“The only way we can get the Saturday cath
schedule is to merge the two labs. The pilot study
has been bogged down with management and
political issues associated with the merger, so we
haven’t been able yet to merge the cath labs and
execute our changes. Now, we’re back to where
we started.”

Staff resistance can be roadblock

Gupta says there was tremendous resistance to
Saturday openings among the staff because they
were being asked to flex their schedules so
Saturdays wouldn’t count as extra time. 

“That resistance can be a powerful roadblock
to an improvement plan’s moving forward.” He
saw additional resistance to the pilot among
those who discerned no reason, beyond the eco-
nomic one, to step up the cath process. They
argued that the procedure could be delayed
safely because typically cath patients are stable.

“If a patient stays in the hospital a few days
pre-cath, it doesn’t matter much clinically, except
for iatrogenic complications,” says Gupta. But on
the other hand, there’s no medical reason to
delay. In his opinion, “Let’s get them done right
away so we can get them out.”

But all is not lost, he says. Even though, so far,
the pilot study has produced no lasting gains; it
has raised a lot of issues. Data was presented and
positively received by multiple committees. 

“There have been lively discussions about
what should happen in the future regarding the
cath labs,” he says. “Our pilot made people — all
the way up to the organization’s CEO — aware of
what goes on in the cath lab. The executives are
now aware of inefficiencies in the present system
and the potential to remove them. I see that as a
gain. We are happy with the dramatic results of
our pilot.”  ■
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super-busy week, and the staff have had a lot of
late cases, the money doesn’t seem to be as
important to them. But if things are quieter, they
appreciate the extra in their paychecks. Also, they
see it as part of the territory when you work in
that department.”

Lab staff cross-trained for radiology

Jewish Health System’s cath lab comprises
three rooms with a staff of three per room, plus 
at least one floater and a charge person who can
plug into any room as needed. The cath lab staff
is cross-trained to do special radiology proce-
dures as well. On any given day, there are usually
at least 11 staff — RNs and radiology techs — in
the three rooms, plus two or three staffers in the
holding bay. The facility has a dedicated pre-op
holding recovery area, so they keep outpatients,
then discharge them from the area.

“Patients like this arrangement,” Caskey says,
“because they know where they are going and
where they will be, instead of being moved all
around the house.”

Francine Nigrello, MS, the executive director of
the George E. Reed Heart Center at Westchester
County Medical Center in Hawthorne, NY, says
Reed’s cath lab used to be open on weekends, but
staff stopped their weekend schedule two years
ago when they discovered it wasn’t worthwhile
financially. They drew the line at five cases. A rou-
tine cath runs one to three hours.

“We improved our efficiency during the week
and are now able to fit in all the cases so patients
aren’t waiting over the weekend,” she says. “If
six or more cases are awaiting caths, and it looks
like patients will be waiting over the weekend,
we bring in an on-call team on Saturday. We
haven’t had to do that in a long time.” 

Reed Heart Center ran a feasibility analysis 
of Saturday openings based on salaries. “For a
Saturday schedule,” says Nigrello, “you need
one room open and two RNs and two techs.” At
Westchester County Medical Center, RNs make
about $60,000 per year, and techs make between
$30,000 and $55,000. 

In addition to those expenses, she says, when
you run a regular Saturday cath lab, it cuts down
on the number of staff you have during the week.
“Also,” Nigrello adds, “physicians prefer to cath
during the week, because they are typically on
call over weekends.”

How did they improve the efficiency of their
labs during the week? “We extended the hours of

the lab one hour so it’s now open from 7:30 a.m to
8:30 p.m. And we hired more MLEs,” says Nigrello.

What are MLEs? She explains that they are extra
hands that do everything, thus, they “make life
easier.” They have multiple job responsibilities
such as cleaning the room and moving patients.
They free up the RNs and techs so they can con-
centrate more on the patients.

“Formerly, we were doing 28 patients a day in
four rooms,” she says. “With our new reorganiza-
tion, we can do 40 cases a day in the same four
rooms.”

Kathy C. Fox, MSN, RN, the cardiac service
line director at St. Francis Hospital & Health
Centers in Beech Grove, IN, says they are not
open on weekends, but each year, they review
that possibility with their interventionalist group.

“St. Francis’s situation differs somewhat from
that at a large institution like Beth Israel with a
large cath referral base. It’s a bigger issue for them.
Our referral base of feeder hospitals do their own
caths, but not open-heart,” Fox explains. “If for
some reason, we did have to do a cath under those
late-week circumstances, we’d do it on an on-call
basis.” Fox’s facility has a call team in place.

“When we looked at the cost of having the cath
lab open on a Saturday vs. calling in a team, it
made more sense to call in the team,” she says.
“We found that for us there was about a $10 dif-
ference between the two.”

With St. Francis’s situation, Fox says, typically
patients need a day or two to get the anticoagu-
lants out of their systems or to stabilize in the
case of an infarction, so they are not generally
faced with that unnecessary pre-catheterization
weekend delay that other facilities may have.  ■

Balloon valvotomy: 
Cost-effective for Fallot
‘It leads to a better repair long-term’

Pediatric interventional cardiologists at
Cedars-Sinai Medical Center in Los Angeles

are finding that their less-invasive alternative for
tiny patients with Fallot’s syndrome not only
saves money, but also results in much better long-
term results than the series of surgeries that these
patients traditionally have to undergo. One year
after implementing this procedure, the cost of
treating a Fallot child at Cedars decreased by 20%
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ductus arteriosus in 1-year-olds where an
opened blood vessel between the pulmonary
artery and the aorta does not close after birth,
causing the pulmonary artery to widen and
placing excess strain on the left side of the
heart. 

As an alternative to a surgical procedure to
close the opening, Gordon inserts a metal coil 
that springs up into the patent ductus arteriosus
and occludes it. Patients leave the hospital six
hours after the one-hour procedure, which is done
through groin openings. He has performed 15 coil
procedures and says they are safe and cost-effec-
tive. They save hospital time and eliminate the
need for any type of surgical procedure.  ■

Handheld coagulation
monitors: Cost-effective?
Bedside clot testing standardizes results

There are at least two portable finger-stick
coagulation testing devices on the market that

you should be aware of. CoaguChek, developed
by Boehringer Mannheim/Roche in Indianapolis,
and the ProTime Microcoagulation System, man-
ufactured by International Technidyne Corp. in
Edison, NJ, are now approved by the Food and
Drug Administration for use in the cardiac
catheterization lab, the ICU/CCU, the surgical
suite, or the patient’s home. (See photo, p. 68.)

Heart patients and others who are taking
warfarin (Coumadin) prick their fingers to draw
blood, then run the samples through a small,
handheld electronic device, which displays the
results on a screen.

CoaguChek costs about $1,300 for the hand-
held monitor and $6 to $8 for each test strip.
ProTime lists at $2,000, with $10 for the testing
reagent, disposable cuvette, quality assurance
control component, and incision device.

How many instruments a hospital chooses to

use and how many tests it runs would affect total
costs, but in general, the cost per test cartridge is
significantly higher than that for reagents used to
perform a standard plasma prothrombin time
(PT) measurement in the lab. This additional cost,
however, may be offset by eliminating the need
for venous phlebotomy, sample transportation,
and plasma processing required for lab methods.
Moreover, the portable devices are convenient
and are associated with a decreased incidence of
hemorrhage and blood transfusion, further
reducing their relative cost.

Patients like devices’ convenience

The handheld instruments allow patients to
monitor their response to anticoagulant therapy
after discharge, at home. Patients like them
because their minds are put at ease — they can
check at any time to see if their blood thinner is
working properly. Before they receive their moni-
tors, patients complete a training program, and
users have access to a toll-free telephone support
line that addresses technical issues and reim-
bursement questions.

Blood thinners have a narrow therapeutic
range. If the drug level in the blood is too high,
the patient can hemorrhage. If it is too low, clots
can form and obstruct blood vessels, causing
stroke and even death.

Typically, people taking warfarin are given a
PT test every one or two months during regular
visits to their doctor. With the new home test sys-
tems, patients are able to test themselves weekly,
or as often as their doctor recommends. 

Forty most-recent results stored

The test devices store the 40 most recent results
with a date and time stamp, enabling the doctor
to review and interpret the results and adjust
therapy accordingly. He can program the systems
with the appropriate upper and lower blood clot-
ting range for each patient. The screen displays
“In Range” if the results are within the limits or
“INR [international normalized ratio] High” or
“INR Low.” If the results are out of range, the
patient is instructed to retest him or herself to
confirm and then call the doctor immediately.

Robert M. Siegel, MD, an interventional cardi-
ologist, uses one of the fingerstick devices for his
patients at Phoenix Memorial Hospital where he
is the director of cardiovascular services. He says
it competently and consistently compares with

June 1999 / COST MANAGEMENT IN CARDIAC CARE™ 67

• If you’re not already using one of the portable
finger-stick coagulation testing devices, look
them over.

• They cost more than lab materials, but save
money in the long run.
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the hospital lab tests.
“In one sitting, it tells patients at home what

their INRs are,” he says. “The most serious com-
plications of bleeding at home are associated with
warfarin therapy. And a major inconvenience is
having to go to the doctor’s office or the hospital
every other day or on a weekly basis for blood
coagulation checks. Once the patient gets there,
often he has to wait hours to find out what the
level was yesterday, not today, because eating
broccoli or taking extra aspirin can throw that
level off temporarily.

“It’s convenient, yes, but I like it most for com-
pliance and successful therapy,” he continues.
“Its almost-instant response is a positive experi-
ence, and the patient immediately gets his dose
changed, if necessary.”

Accuracy not a problem

Siegel says he’s never had any trouble with the
devices, and the unit checks their accuracy daily.
“We have five devices in each clinic and can
check one against another,” he says.

Patients who stay within therapeutic range
have a significant chance to avoid major adverse
events, and studies have shown that those who
self-test stay within range more than those who

must go to a lab for their testing. According to
Jack Ansell, MD, professor of medicine at Boston
University Medical Center, patient self-testing
provides several additional clinical advantages:

• It invests patients in their own care.
• It empowers them to be interested in their

care and be as compliant as possible.
• It allows more frequent testing, resulting in

improved control.
In addition, a recent study showed that 38 out

of 40 patients questioned six months after initia-
tion of self-testing say that self-testing causes less
discomfort, less anxiety, and less inconvenience
than traditional laboratory visits. One said, “A
few weeks ago, my INR reading was unusually
high. I was able to spot this immediately, talk
with my doctor, and adjust my dosages.”

Patients monitored at bedside bleed less

The ProTime test system has been cleared only
for use by patients taking warfarin, but researchers
recently concluded that CoaguChek is an effective
alternative to standard methods of monitoring hep-
arin-induced anticoagulation after thrombolytic
therapy.1

Patients monitored by the bedside instrument
had significantly less bleeding and needed fewer
blood transfusions than their counterparts whose
blood samples went to the lab.

One explanation is that the rapid availability of
results allows quick titration of the heparin infu-
sion in patients with very high values, thereby
limiting their exposure to the hemorrhagic risks
associated with aggressive anticoagulation. By
eliminating the need for venous phlebotomy,
specimen transport to a central laboratory, data
entry into hospital information systems, and
complicated plasma processing, bedside monitors
can dramatically reduce the turnaround time for
blood samples.

Finding portables comparable to lab methods

Those investigators saw no significant differ-
ence in stroke rates, development of congestive
heart failure, or survival rates. Their chief finding
was that the use of bedside monitors was associ-
ated with no detectable increase in overall
adverse clinical events compared with standard
laboratory methods.

Another advantage of using the handheld
devices for either warfarin or heparin therapy is
that the portable systems compensate for the
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varying technical methods among different hos-
pitals and labs. Reagents respond differently, and
instrumentation, phlebotomy methods, and
delays in testing samples after collection intro-
duce further variability to test results. ProTime
and CoaguChek results are standardized.

Reference

1. Zabel KM, Granger CB, Becker RC. Use of bedside acti-
vated partial thromboplastin time monitor to adjust heparin
dosing after thrombolysis for acute myocardial infarction.
Am Heart J 1998; 136:868-876.  ■

Computers beat out staff

Is drug dosing best left to computers? Maybe,
according to British investigators who recently

reported that computerized anticoagulant dosing
may be more effective than traditional methods,
where the medical staff decide whether or not
doses should be increased, decreased, or remain
unchanged, and the length of time that should
elapse before the patient’s next visit.1

The researchers used a computer program that
generates dosing schedules and conducted a
prospective, multicenter trial involving 285
patients who were all on anticoagulant therapy,
either in the first stages of therapy when a main-
tenance dose is established, or in a stable routine
of anticoagulation. Participants were randomized
to either computerized or traditional anticoagu-
lant dosing for periods of at least three months.

Program has better-maintained INR control

During the first few weeks of the trial, staffers
made many of the decisions themselves, owing to
mistrust of the computer program. But after a few
weeks, they stopped intervening and used only
computerized doses to monitor patients. The
authors wrote that the program maintained
international normalized ratio (INR) control bet-
ter than the experienced medical staff. Patients

randomized to computer dosing spent an average
of 63% of treatment days within target INR range,
compared with 53% of days among subjects in
the traditional-dosing group. The authors specu-
late that a wider use of computerized dosing
could substantially save medical, nursing, and
administrative time; and human attention could
be concentrated on the few patients who present
unusual difficulties for anticoagulant control.

Reference

1. Poller L, et al. Multicentre randomised study of comput-
erised anticoagulant dosage. Lancet 1998; 352:1,505-1,509.  ▼

Spinal cord stimulation
promising angina treatment 

Electro-stimulation of the spinal cord may have
anti-ischemic effects in patients with intractable

angina, according to data published by a group of
researchers from the Netherlands.1

The researchers implanted spinal cord stimula-
tors in 25 patients who were refractory to medical
therapies and not candidates for revasculariza-
tion. All patients had a left ventricular ejection
fraction greater than 30%. The team activated the
stimulator in half of the patients and asked them
to use it three times a day for an hour and, addi-
tionally, whenever anginal symptoms occurred.
In the remaining control patients, the stimulator
was not activated until the end of the study.

There were no complications in either treat-
ment group and no dropouts. After six weeks,
patients were able to exercise longer, and time to
the onset of angina was significantly longer in the
treatment group than in the control group. 

Compared with the controls, at the end of the
study, patients who received spinal cord stimu-
lation took fewer sublingual nitrate tablets, had
significantly fewer anginal attacks and ischemic
episodes, and less ST-segment depression at
comparable workloads. 

Reference

1. Hautvast RWM, DeJongste MJL, StaalAm MJ, et al.
Spinal cord stimulation in chronic intractable angina pec-
toris: A randomized, controlled efficacy study. Am Heart J
1998; 136:1,114-1,120.  ▼
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ACC report: Statins 
are underprescribed

At least 20 million Americans at risk of heart
attack aren’t being prescribed cholesterol-

lowering drugs, and those who are may not be
taking them, according to a report given at the
annual meeting of the American College of
Cardiology in New Orleans.

Even though the benefits of statins are now
beyond dispute — they can reduce cholesterol
levels by 60 points and taking them cuts the
chances of heart attacks by a third — they are
prescribed to only one in five of those who could
benefit. And while only about half of heart attack
patients are sent home from the hospital with
prescriptions for the meds, patients themselves
are to blame as well. They are often unenthusias-
tic about taking them, either because they under-
estimate their risk of heart trouble or they are
reluctant to take drugs that don’t make them feel
better right away. In addition, the medications are
expensive — about $75 to $100 per month — and
there are lingering concerns about their safety,
although these have been largely put to rest.  ▼

‘Heated tip’ cath ablation
moves to front line 

An increasingly common operation in which
surgeons burn away heart tissue to eliminate

heart rhythm disturbances almost always succeeds
and carries low risks, according to a recent study.1

The finding could encourage doctors to con-
sider radio frequency catheter ablation over life-
long drug treatment for patients with certain
irregular heart rhythms, including those caused
by congenital abnormal muscle connections,
atrioventricular nodal re-entrant tachycardia, 
and problems at the atrioventricular junction 
that cause atrial fibrillation. 

Catheter ablation was introduced a decade ago
and has grown rapidly, with thousands now per-
formed every year. The irregular heart rhythms
treated by catheter ablation are usually not life-
threatening, but cause palpitations that can
frighten patients. 

Researchers looked at about 1,000 patients at

18 hospitals who underwent catheter ablation.
The arrhythmia disappeared in about 95%. A few
needed repeated treatment, and 3% developed
major complications, including three who died
within a month of the surgery. The researchers
said there was a 1% risk that a patient would
eventually require a pacemaker.

In ablation, catheters with heated tips are
threaded through blood vessels from the groin or
an arm or leg into the heart, and the tips burn
away tissue containing nerve pathways that
cause the heart to misfire. Surgery generally costs
$10,000 to $12,000, and is usually covered by
insurance, although insurers frequently require
that drugs be tried first.

Reference

1. Calkins H, Yong P, Miller JM, et al. Catheter ablation of
accessory pathways, atrioventricular nodal reentrant tachy-
cardia, and the atrioventricular junction. Circulation 1999;
99:262-270.  ▼

Does stress endurance 
equal good health?

The treadmill has been the bellwether for car-
diovascular fitness: If a patient can run on the

machine for more than about nine minutes, he’s
considered to be in pretty good shape. That was
so until recent research suggesting that, at least
for some patients, the stress test may be a poor
judge of future heart problems.1

Researchers at Baylor College of Medicine in
Houston looked at nearly 390 patients, 83% per-
cent of whom had a history of heart trouble. The
researchers gave the subjects treadmill tests —
exercise EKGs — then myocardial perfusion
imaging (MPI). Beyond gauging endurance, MPI
shows blood flow back to the heart and is a good
way to look at the system’s inner workings.

Running with heart disease

While more than 75% of the patients ran for
nine minutes or longer without a problem, about
40% had abnormal circulation as measured by
MPI. Moreover, 224, or 57%, showed signs of
heart disease. Nearly 20 underwent bypass
surgery as a result of the screening tests.

Patients with abnormal MPI readings were
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about eight times more likely to suffer heart trou-
ble within the next 18 months as were those who
had normal blood flow — regardless of their abil-
ity to jog on the treadmill. Heart problems
cropped up in about 6% of patients who failed
their exercise EKG, almost the same as in those
who did well on the machine. 

“Just the fact that the patients are going [for a
long time] on the treadmill doesn’t mean they are
healthy,” say researchers. 

Reference

1. Chatziioannou SN, Moore WH, Ford PV, et al.
Prognostic value of myocardial perfusion imaging in
patients with high exercise tolerance. Circulation 1999;
99:867-872. 

Suggested Reading

Shephard RJ, Balady GJ. Exercise as cardiovascular
therapy. Circulation 1999; 99:963-972.  ▼

AMI severity declining

The severity of heart attacks is apparently
declining, according to a Wake Forest

University School of Medicine (Winston-Salem,
NC) researcher presenting at the most recent
American Heart Association Conference on
Cardiovascular Disease Epidemiology and
Prevention in Orlando, FL. 

He attributed possible reasons for the decline
to increased preventive measures, such as blood
pressure and cholesterol control, and better treat-
ment options. Results from the long-running
Atherosclerosis Risk in Communities (ARIC)
study show that both in-hospital and out-of-hos-
pital coronary heart disease mortality decreased
over the last several years, and that the average
size of the infarct decreased as well.

Of 16,000 participants involved in the ARIC
study, researchers focused on 3,550 first heart
attacks. While EKGs showed an increase in sever-
ity, a measure based on blood enzymes showed
declining severity, and a third measure based on
abnormal pulse rate and abnormally low systolic
blood pressure showed little change. The results
from the severity indicators are somewhat incon-
sistent but on the whole, concluded the researchers,
“they point to a lessening in the severity of hospi-
talized heart attack patients.”  ▼

104 new heart meds 
are on the table

Just under 70 pharmaceutical and biotechnology
companies are developing 104 new medicines

for heart disease and stroke, according to a sur-
vey by Washington, DC-based Pharmaceutical
Research and Manufacturers of America
(PhRMA). The drugs, now either in clinical trials
or awaiting approval by the Food and Drug
Administration, include: 

• 11 for angina;
• seven for arrhythmia;
• 19 for congestive heart failure;
• 12 for heart attack;
• nine for high cholesterol;
• 10 for high blood pressure;
• 21 for stroke.
Several of the potential drugs make use of 

cutting-edge technologies. For example, gene
therapies are being tested to prompt the heart to
grow new blood vessels, bypassing clogged arter-
ies. A clot buster now in testing shows promise of
doubling the window of time for preventing
brain damage. A genetically engineered form of a
hormone that bolsters a failing heart is being
developed as a short-term treatment for conges-
tive heart failure. And a new drug for atrial fibril-
lation has been shown to prolong the periods in
which patients with this condition are free of
abnormal heart rhythm. For more information,
access PhRMA at www.phrma.org.  ■

The following sources were quoted in articles in
this issue of Cost Management in Cardiac Care. Feel
free to contact them for any information. 

Debra Caskey, RN, administrative director,
Jewish Health System of Cincinnati, Cincinnati.
Telephone: (513) 891-8159.

Kathy C. Fox, MSN, RN, cardiac service line
director, St. Francis Hospital & Health Centers,
Beech Grove, IN. Telephone: (317) 783-8367.
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L. Stephen Gordon, MD, director, pediatric
cardiac catheterization and intervention, Cedars-
Sinai Medical Center, Los Angeles. Telephone:
(310) 659-5004.

Apurv Gupta, MD, MPH, associate medical
director, Invasive Cardiology Division, Beth
Israel Deaconess Medical Center, Boston.
Telephone: (617) 667-8752.

Francine Nigrello, MS, executive director,
George E. Reed Heart Center, Westchester
County Medical Center, Hawthorne, NY.
Telephone: (914) 493-5343.

Robert M. Siegel, MD, interventional cardiolo-
gist and director, cardiovascular services, Phoenix
Memorial Hospital, Phoenix. Telephone: (602)
258-5111.  ■
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EDITORIAL ADVISORY BOARD

AHC offers health care 
Y2K reference resource

American Health Consultants has pub-
lished the Hospital Manager’s Y2K Crisis

Manual, a compilation of resources for non-
technical hospital managers. This 150-page
reference manual includes information, in
nontechnical language, on the problems your
facility will face, potential fixes, and possible
consequences, including:

• Will your computers and software work
in 2000?

• What does Y2K mean for patient care?
• What will happen to your medical

devices?
• How can you make sure your vendors

are Y2K compliant?
• Are you at legal risk due to Y2K?
• Are you prepared if Y2K delays HCFA

payments?
The Hospital Manager’s Y2K Crisis Manual

is available now for $149. For more informa-
tion, contact American Health Consultants’
customer service at (800) 688-2421, or go on-
line at www.ahcpub.com.  ■
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