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With the onset of Health Care Reform which includes initiatives such as VBP, Meaningful Use, and 

Accountable Care Organizations, hospital processes have to be repeatable, consistent, and safe. 

Voice of the Customer and Transparency are the new “NormaI” imperatives. Now more than 

ever before it is the minimum responsibility and duty to be reliable, consistent, and provide safe 

processes through flawless execution for patients. We at 6SigmaTek look at processes, “One  

patient at a time.” It doesn’t matter if you are a 10 bed hospital or a 1000 bed hospital, that one 

patient could be our/your loved one. Our passion is that the patient comes first.

Our Offerings Our Results*

*These results represent a portion of more than $1.8 million in financial benefits/savings from April 2010 through February 2011 across the following facilities: 
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RiveR Oaks has been treating the children, adolescents and 

adults of Louisiana for over 40 years. We can now add Seniors to 

the list of patients we serve. The senior Care Program at River 

Oaks began in May 2011. We identified the special behavioral health 

needs in the senior community and wanted to ensure Seniors were 

receiving the care they deserve in an environment suited to them.

Based on the programming of our adult module, the Senior 

Care Program has been modified so the participants can 

learn ways to cope with the stressors and anxieties of daily 

life at a comfortable pace. A wing of our adult psychiatric 

building has been renovated to accommodate the needs 

of this population. Most participants in our program return 

home with an improved state of mind in only a few days. 

if you are over 55 years old and are experiencing the following 

symptoms:

• Severe Depression

• Anxiety

• Feeling of Hopelessness

• Fatigue

• Sleep Disturbance

• Socially Withdrawn

• Neglect of Personal Care

• Increased Irritability

Please contact the senior Care Program at River Oaks Hospital. 

1525 River Oaks Road West • New Orleans, LA 70123

504-734-1740  •  800-366-1740  •  fax 504-733-7020

Medicare, Tricare and most private insurances are accepted

www.RiverOaksHospital.com

InPatIent SeRvIceS Include
• Child and Adolescent - ages 6 to 17

• substance abuse Treatment

• General adult Psych

• eating Disorders

• Trauma Program

• senior Care Program

• Military substance abuse Treatment

day tReatment
• Partial Hospitalization Program

• intensive Outpatient Program
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A rendering depicts the lobby of the new VA Medical 
Center New Orleans. Courtesy of the Dept. of Veterans Affairs
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The Department of Veterans 
Affairs is transforming the 

1950s-constructed VA 
Medical Center New Orleans 

into a “City of Wellness.”
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duriNG A cONFereNce FOr HeAlTHcAre JOurNAlisTs, we studied a case 

of a “medical news” source running articles that were “ads” in disguise by paying 

a few doctors a significant amount of money to promote a product. We know 

there are many business publications and marketing strategies providing quid 

pro quo relationships between “ads” and “editorial.” This is never what we do.

 There is so much information out there and so many publishing strategies that you should understand 

who you can trust.

 So, I want to address this point up front. Our editorial coverage is never bought or influenced by our 

advertisers. Don’t get us wrong – we love our advertisers who pay for the paper, mailing, and writers. But, 

they will never influence our coverage.

 It’s always good to be clear on this point. We recently had a new advertiser who wanted us to write 

a promotional piece or implied they would cancel their ad agreement. We simply told them, “You are 

welcome to cancel, we do not do that.” So, they cancelled.

 “Great!” I said. That’s one more company who knows they can trust our coverage. 

 We will be covering the healthcare industry in New Orleans for many years to come. It does become 

a bit of a balancing act because many times our advertisers will be a source of our coverage. But, every 

journalist we work with knows that our business department will never affect their journalistic work. We 

are willing to give up short term profits for long-term trust. I hope you support these efforts.

 We have a wonderful editorial framework being developed to cover healthcare in New Orleans. There 

will soon be some roundtable discussions that I suspect you will find very interesting. I’m excited about 

the opportunity you place with us to be your source for New Orleans’ healthcare news, information, and 

analysis.

 If you have any editorial questions or ideas, please drop me a note. But, I think it’s imperative we be 

clear about what’s real and what’s for sale.

Smith W. Hartley
Chief Editor

10

lET TE Rs & COm m E NTs 
editor@ushealthcarejournals.com

su bsCRip TiON H E lp 
www.HealthcareJournalNO.com

One time a thing occurred to me; 
what’s real and what’s for sale?
STONE TEMplE pIlOTS - VASOlINE
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By angelle Bergeron

  Legacy
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Seizing the opportunity of one 
of the worst natural disasters 
in history, the Department of 
Veterans Affairs is transforming 
the 1950s-constructed VA Medical 
Center New Orleans into a “City 
of Wellness” and, in the process, 
helping veterans, medical staff, 
and the community heal from the 
trauma of Hurricane Katrina. >> 

  Legacy
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Disaster Central
Hurricane Katrina made landfall August 29, 2005, wreaking an 

unprecedented amount of devastation on the Gulf Coast, includ-

ing catastrophic levee failures and widespread flooding in New Or-

leans. The sub-basement and basement of the 10-story VA build-

ing were completely flooded, destroying all of the mechanical and 

electrical systems. Four hundred employees, patients, and family 

members took shelter there for almost a week with no running wa-

ter, flushing toilets, food, air conditioning or elevators. 

For longer than three weeks, the basements retained wastewater. 

The walls acted as sponges, soaking up the water and contaminat-

ing the entire building.

“The heroic work of VA employees resulted in the safe evacuation 

of every patient without a single lost life,” said Julie Catellier, who 

had arrived six weeks earlier as the VA director. However, the VA’s 

home was destroyed, and the lives of the 1,800 employees and the 

veterans they served were forever changed. >>

roject Legacy, the $995 million project 
and the construction and activation team, 
is using evidence-based design (EBD) 
to inform the physical construction, P

layout, aesthetics, and even some functions of the 
medical center. EBD is a new approach in healthcare 
architecture that is essentially design based on the needs 
of the users – the veteran patients and medical staff 
– with the goal of decreasing 
stress and fatigue, increasing 
efficiency and productivity, and 
improving the healing process. 
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Many evacuated and were dispersed across 

the United States. Some endured nightmar-

ish flooding and emergency evacuation sce-

narios. Homes were completely swept away 

in the flooding or damaged beyond repair. 

“It’s important to have a sense of the magni-

tude of destruction and the widespread grief 

and despair to appreciate the urgency for a 

conveyance of hope that was needed in our 

lives,” Catellier said. She consulted with ex-

perts on post-traumatic stress disorder. “The 

one theme that emerged from everyone I 

talked to was not to allow learned helpless-

ness to become endemic in the organization. 

My job was to focus attention forward, not 

backward.”

Since the VA building was unusable, and pa-

tients and staff were scattered, the first task 

at hand was to redefine how and where work 

would be performed. Liz Failla, a 27-year 

VA employee, returned to her native city in 

December 2005 and became “boots on the 

ground,” going door-to-door, asking for space 

to set up treatment. “It’s not like you could put 

a solicitation out for space,” she said. “Every-

thing was flooded.” 

Failla remembers walking to a nearby blood 

bank and asking to lease space for the VA. “We 

were trying to establish some permanent lo-

cations really quickly. We were in LaPlace at a 

VFW hall. When they had events, we had to 

move all of our stuff out of the trailer and lock 

it up so they could have their event. Then we 

moved it all back. It was like the Wild West. You 

did what you did because it had to be done.”

In addition to VFW halls, the VA staff 

worked out of M.A.S.H. tents, rented office 

space, and RVs. They converted one floor of 

the parking garage into an outpatient clinic. 

Only 18 months after Katrina, the staff was 

treating 80% of the veterans with 40% of the 

workforce in 20% of the pre-hurricane space. 

Larry Jones knows what it feels like to be 

marginalized. After spending 17 years in the U.S. Air 

Force, Jones served 24 years as a commander in the 

U.S. Coast Guard, the oft-overlooked, fifth branch 

of the military. “The Coast Guard is frequently left 

out of discussions when people talk about military, 

but in the final analysis, we all work together,” he said. 
 

 Jones was pleased when the team responsible for construction and activation of the Southeast 

Louisiana Veterans Health Care System Replacement Medical Center Project engaged veterans – 

male, female, old, young, from all wars and all branches – to contribute to the new design. 

 “I was happy to do it, to be a part of our own hospital,” said Jones, who served in the Arab 

Israeli War, Desert Storm, and Haiti. “I’m not an engineer, but I participated in a lot of design and 

committee meetings as a facilities planning officer for the Coast Guard.” 

 As it turned out, it is Jones’ experience as a veteran, volunteer, and patient that made his input 

most valuable. 

 He described how focus group participants looked at everything from color palettes and shapes 

to determine what sort of things appealed to the group as a whole. With that input, the design 

team prepared collages. Then focus group participants honed and refined the vision. “We could 

see the changes in the design from meeting to meeting, which told us the people were actually 

listening,” Jones said. “It was absolutely wonderful that the developers listened to the veterans and 

medical staff.”

 Since he retired in 2007, Jones has been a service officer with Disabled American Veterans, 

transporting and assisting veterans with their VA claims. In the aftermath of Hurricane Katrina, it 

was particularly difficult for disabled veterans to get the care they needed. “Their routine was totally 

different,” Jones said. “They had relocated all over, and there was no public transportation.”

 Jones and other veterans began networking to provide transportation to doctor appointments 

and help in any way they could. “Veterans have a tendency to stick with other veterans since we’ve 

all been through the same situation and have similar needs. You know, birds of a feather,” Jones 

said. “That’s the way we grew up and survived in the military, and we continue to do that same 

thing. Even today, the VA Hospital is a gathering place to hang out and see friends, other veterans.” 

 New design elements that Jones is excited about include: the larger, private rooms that are more 

wheelchair and walker friendly; a streamlined appointment/check-in process; and on-site office 

spaces for the different service organizations.  

 Jones gives briefings about the new medical center progress at his DAV, Veterans of Foreign Wars, 

and American Legion meetings. “I tell the membership what is going on and they recognize that the 

other vets are fighting for them,” he said. “We wouldn’t be where we are today without them.”

through the
eyes of a vet

cov e r s to ry

Call 877-336-8045 today for more information. • www.personalhomeCare.net



Personal Homecare Services provides 24/7, in-home 

companion care. Your family member will remain in the 

comfort of their own home, with their personal memories 

and possessions. PHS is one of the first non-medical 

services specializing in live-in care and working in 

conjunction with doctors, healthcare providers, and 

hospices to provide continuous around-the-clock care 

without the hassle and expense of hourly services. All of 

our clients called us because someone they trusted told 

them about PHS. PHS is now helping families throughout 

Louisiana, Mississippi, and Texas.

• meal preparation
• assistanCe with personal hygiene
• mediCinal reminders 
• light housekeeping
• transportation to/from appointments
• Companionship

When faced with choosing care 
for your aging loved one, 
consider a different option... 
Our Family’s Option.

   ‘‘Their care has allowed
         Vicki to maintain 
        her dignity and 
               self esteem...’’

Vicki raised her three daughters as a stay at home mom. 
Upon re-entering the work place she was employed by 
cardiology groups, Ocshner Health Plan and Humana 
Health Plan. She worked as an Office Manager, Provider 
Relations Representative and Contract Specialist. She 
was diagnosed with Alzheimer’s at the age of 56. She has 
accepted her diagnosis with tremendous grace. 
The caregivers from PHS have provided a much needed 
and welcome relief for her family and have shown great 

compassion and patience. She has accepted them as her 
good friends and they have cared for Vicki with that level of 
love and attention. Their care has allowed her to maintain her 
dignity and self esteem. Vicki continues her battle today 
with a smile and the help and support of her phs friends.

   Personal 
Homecare

services

PHS

Call 877-336-8045 today for more information. • www.personalhomeCare.net
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Eventually, the VA had redesigned coordination of care from an 

inpatient facility to a system of 17 community, outpatient, den-

tal, and other specialty clinics in 23 parishes. The medical center 

was renamed Southeast Louisiana Veterans Health Care System 

(SLVHCS).

To maintain continuity of care, SLVHCS began an innovative 

program with Tulane Medical School. VA physicians were creden-

tialed by both VA and Tulane, which allowed them to work as full 

time providers taking care of veterans, but in the Tulane facili-

ties. “Many small community hospitals have visited and consult-

ed with us because they are looking at that as a model for how 

they can merge resources among hospitals,” Catellier said. 

a new home
The permanent solution, a new VA medical center in the city’s new 

biomedical corridor, was approved and funded through hurricane 

supplemental funds and general VA construction funds. The name 

Project Legacy was chosen from 85 suggested names in an em-

ployee contest because it reflects the medical center’s legacy to the 

veterans in southeast Louisiana and the Gulf Coast region who 

served and sacrificed for their country.

The new medical center will be located only a few blocks from the 

old one, within the city’s new biomedical corridor, on a 12-block, 

30-acre site in Mid-City. Bounded by Canal, S. Rocheblave and 

Galvez Streets, and Tulane Avenue, it will include 1.6 million 

square ft. of multiple buildings – some historic renovations and 

some new construction – connected by a concourse and green 

spaces. An Act of Congress will name the medical center once 

construction is complete. It must fulfill the four VA missions: 

healthcare, education, research, and emergency preparedness.
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The VA plans to maintain the community clinics, which have be-

come a welcome convenience for veterans in rural areas through-

out the state. “When the storm hit, the VA was trending toward 

community clinics, and we were approved to accelerate the pro-

cess,” said Failla, project engineer/coordinator for SLVHCS. “Now, 

90% of our patients are within a 30-minute drive of primary and 

mental health care.” 

The new SLVHCS will resume the old VA New Orleans role of pro-

viding Level I tertiary care capabilities, including high-end spe-

cialized cardiac, orthopedic, thoracic, and neurologic treatment 

for the entire Gulf Coast from the Louisiana/Texas border to Pan-

ama City, Fla. The new SLVHCS will feature the latest technolo-

gies like hybrid operating rooms and safe patient handling devices 

(used for both elderly patients and those with loss of limb) as well 

as be an anchor site for the Mental Illness Research and Education 

left An architectural 
rendering depicts the VA 
complex’s incorporation 
of open space. top rigHt 
The area around the old VA 
building is inundated with 
water following Hurricane 
Katrina. Bottom rigHt A 
bird’s eye view of the VA’s 
planned “City of Wellness.”
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MichaeL Landry, Md considers himself a lucky man to have 

participated in the design of the new VA Replacement Medical 

Center Project currently under construction in New Orleans. 

“My father and grandfather were veterans, so I am very 

proud to be able to give something back to them, and all 

veterans,” Landry said. “It’s the type of thing that, one day, 

I will be able to drive down the street, walk through the cam-

pus, show it off to my two sons, and be proud of it.” 
 

 Landry, assistant chief of medicine and chief of general internal medicine for the Southeast Louisiana Veterans 

Health Care System, volunteered in many of the more than 250 employee user focus groups that were organized to 

inform the evidence-based design of the new medical center. Through the focus groups, employees had input on 

every aspect of the project, including where departments were located and individual room layouts.

 As a native New Orleanian, Landry embraced the chance to be involved in the design of what will undoubtedly 

be “a major player in healthcare industry for years to come,” he said. 

 Although he may have thought in the past about design and layout, he never before realized how integral those 

elements are to delivering better healthcare. “They don’t teach you how to design hospitals in medical school, but 

my eyes were opened to how every little component plays a part to serve veterans,” Landry said. Things like traffic 

approaches and directive signage or “way finding” throughout the center are “bits and pieces that all add up to a 

whole new way of thinking of how we deliver health care,” he said.

 One of the things Landry advocated for in the focus groups was the creation of a new, 12-bed, 24-hour-stay, 

observation unit adjacent to the emergency room. Normally, patients requiring 24-hour observation (like someone 

with low risk for heart attack who requires monitoring and periodic blood work), come in through the emergency 

room, are admitted into an acute medical service bed, and then pushed for quick discharge to free up that bed. “It’s 

a lot of duplicated work,” Landry said. “By compartmentalizing them right off of the unit, we can get them in quick 

for what they need, and eliminate redundancy in questioning patients multiple times. It’s more efficient, patient-

centered care. I think it’s a trend that many people would like to do, but don’t have the resources or ability to do.” 

 Landry is also excited about the new design shift from semi-private and multiple-patient rooms with restricted 

visitation to private rooms with private bathrooms and round-the-clock visiting hours. “Privacy and more interac-

tions with visitors have been shown to improve wellness,” he said. “Private rooms also contribute to infection con-

trol.” The additional space also affords the flexibility to add more beds during an emergency scenario. 

 All of the new patient rooms have the exact same floor plan, which has safety benefits, but also provides a 

same-handed environment for healthcare providers. “That means that gloves, instruments, and things like that 

will be in the same place in every room,” Landry said. “There is less of an opportunity for things to go wrong or 

missing.” 

 Involving employees in the design improves functionality and aesthetics, which ultimately enhances employee 

satisfaction, resulting in better healthcare, he said. “It’s very satisfying for employees to know that engineers and 

architects recognize the value of our input. The whole process shows that the VA is really a leader in the healthcare 

industry by delivering: high quality healthcare to veterans who served our country; a work environment that is 

second to none for employees; dedication to academic medicine to train tomorrow’s physicians in advanced health-

care; and commitment to resources for research.” 

physician
perspective

Coordinating Center (MIRECC). “We will have 

services to address the needs of all veterans – 

older ones with heart, lung, renal, and men-

tal health issues, as well as younger ones with 

mental health needs, traumatic brain injury, 

and amputations,” Catellier said.

SLVHCS also plans to take full advantage of 

coordinating research and education with oth-

er facilities within the biomedical district. “In 

the past, all these people were being trained 

by the VA and then going elsewhere because 

there were no teaching and research compo-

nents to keep them here,” said Mark Bridewes-

er, project executive with the VA office of con-

struction & facilities management.

katrina lessons learned
In the new buildings, all of the “mission critical” 

facilities, including electrical, mechanical, fuel, 

and potable water, will be situated 21 ft. above 

ground level on the 4th floor of the main con-

course, Failla said. “Mission critical is anything 

that we would need to continue in our operations 

in order to provide healthcare to veterans and, in 

the event of a disaster, enact our fourth mission 

to provide emergency services to civilians.”

The new structures will be constructed accord-

ing to federal security requirements that have 

been implemented since the attack on the 

World Trade Center September 11, 2001. “For 

example, we can’t have a mission critical build-

ing on top of a parking garage, and any mission 

critical facility has to have a 50-ft. setback from 

any vehicular traffic,” Brideweser said. Hurri-

cane-resilient building standards will also ap-

ply. “We have a defend-in-place standard, which 

means that, if we lose every city facility, we can 

still operate with 1,000 people on site for seven 

days without refueling,” Failla said. 

eBd gives ownership
The process of rebuilding the physical struc-

tures that were damaged by Katrina was a 
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healing force for everyone in the city. Likewise, engaging veterans, 

the medical staff and community in the design of the new VA in 

a more personal way gave them “ownership” throughout the life-

time of operation, as well as construction, Brideweser said. 

In the years following Katrina, employees worked long hours rebuild-

ing the VA as well as their own homes and lives. “The VA has always 

been like a family, but after Katrina, the people who were commit-

ted to being here shared a new camaraderie,” Failla said. “The barri-

ers were broken down. People had become more vulnerable, breaking 

down and crying, but they were also closer.” 

By creating a vision for a new medical center, “we left behind all the 

ideas and notions that we can’t do things, and pushed people to move 

forward and think what the future has in store, how we could make 

our vision a reality,” Failla said. “That excitement was, and still is, 

contagious.” 

Although the use of EBD is new to the VA, it is an emerging, nation-

al trend in healthcare, Failla said. Coincidentally, the VA established 

a Basic scHematic demonstrates the VA’s commitment to 
addressing all facets of care for the city’s veterans.
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a national office of patient centered care in 2010; around the same 

time SLVHCS had begun organizing focus groups to gather input 

for the EBD. Since the veteran population is different than it was in 

the 1950s, focus groups were organized with members representing 

men, women, every ethnicity and age group, veterans of every war, 

hospital staff, and community representatives. Literally hundreds of 

focus group meetings were conducted over a six-month period. 

“It became a cathartic process in which we got to hear the patients’ 

fears, concerns, and dreams,” Brideweser said. “It was important for 

the staff and veterans to focus on something outside themselves. I 

think it also helped the veterans realize the commitment the staff 

had to them. And it was a way to balance the wants of the patients 

and families with clinicians and providers.” 

 

From the focus groups, an initial vision statement was formed: 

“We will create an environment that will: honor veterans; be a 

model for healthcare of the future; and set the standards for pa-

tient-centered care, flexibility and sustainability. The new campus 

will: respect our neighborhoods; authentically reflect the culture of 

the region; and be the cornerstone for the emerging bioscience in-

dustry in New Orleans.”

From the vision, other themes emerged. It became evident that vet-

erans view their medical center as more than a community hospital. 

In addition to health care, it must provide a sense of camaraderie and 

community. Veterans want the medical center to “feel” like a veter-

ans’ hospital, honoring their military experience and allowing op-

portunities to promote a sense of belonging. “All of these feelings in-

fluenced design of outdoor spaces, floor plans of public spaces, even 

room layout,” Catellier said. 

More than half of today’s young veterans returning from combat 

have a diagnosis of PTSD, with nearly 40% having a depressive disor-

der, Catellier said. “Our veterans wanted mental health services to be 

easily accessible, not just a department in a building,” Catellier said. 

That includes everything from art displays, clear signage, and com-

fortable sitting areas with clear lines of sight where they can sit with-

out their backs to open spaces.

An estimated 20% of female veterans have experienced military 

sexual trauma. “What we heard from women veterans is they 

want to feel safe,” Failla said. “We created a separate women’s 

clinic that is apart from the primary care area and designed to be 

a very private space.” 

The younger population of veterans wanted children’s indoor and 

outdoor space. “We heard our veterans, employees, and community, 

and actually changed our design based on what they were telling us,” 

Failla said. For example, several historic structures on the campus 

were originally slated for demolition, but the VA is restoring them in 

response to community input.

EBD worked so well with design of the physical structure that the VA 

is now using it to inform processes within the medical center, Failla 

said. One example would be check-in procedures, where they physi-

cally occur, and how they are handled. 

When the new medical center is constructed, it will represent the 

embodiment of the thoughts and desires of the VA community, the 

people who will live and work there. “If you really examine every as-

pect of delivering the perfect patient experience, a big piece of cul-

tural transformation is the physical environment,” Catellier said. 

By participating in the EBD process, everyone involved regained a 

certain measure of control, she said. “It’s more than being a part of 

designing a building. It’s about saving the City of New Orleans and 

leaving a legacy to the city, their children and grandchildren, the vet-

erans who haven’t been born yet.” 

Construction of the new medical center began in May 2011, and it is 

scheduled to begin activation in 2014. 

for more information visit: 
http://www.neworleans.va.gov/
project_legacy.asp.
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HealtH

louisiana’s
Mental
Makeover
Fragmented, hard to access, difficult to navigate, 
poor outcomes, high institutionalization.
These are all descriptions that have been applied to Louisiana’s behavioral 

health delivery system and have resulted in a scorecard ranking of “D” for 

the past few years despite repeated efforts over time to revamp the program. 

Although several stops and starts were made, according to Kathy Kliebert, 

Deputy Secretary for the Louisiana Department of Health and Hospitals  

(DHH), it was difficult to transform the system to a community-based system 

when all the funding and supports were tied up on the institutional side. >>

By karen stassi



B
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This major revamp of the state’s behavioral health 

system began with an effort to better coordinate 

care for Louisiana’s at-risk children and youth with 

significant behavioral health challenges or co-oc-

curring disorders who were in or at imminent risk 

of out-of-home placement. These children often 

fell under the care of several different agencies and 

targeted funding streams that made the system 

ineffective and difficult to navigate. Poor coordi-

nation between agencies and the lack of communi-

ty-based services and family support mechanisms 

meant these children often were placed in facilities 

away from home. Regardless of the quality of care 

But now the state is getting serious. Effective March 

1st, 2012 the bulk of the state’s behavioral health ser-

vices will fall under the auspices of the new Behavioral 

Health Statewide Management Organization (SMO), 

Magellan Health Services Inc. of Avon, Connecticut. 

While the shift to a managed care model will ostensi-

bly boost access, increase coordination, and improve 

outcomes, the major makeover and the quick turn-

around has caused anxiety among both providers and 

consumers of mental health services in our state. The 

DHH Office of Behavioral Health (OBH) and Magel-

lan have been working to defray some of that fear and 

to ensure a smooth transition on March 1st.
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provided or the length of stay, it is widely recognized that once 

a child enters the cycle of institutionalization, not only do out-

comes deteriorate, but the likelihood of a permanent return to 

the home or community decreases. “The research shows that so 

many people end up in inpatient or residential for kids and they 

kind of languish there. They don’t get outcomes, but there’s noth-

ing else to do because nobody is really building up the family or 

the natural supports kind of capacity,” said Jody Levison-John-

son, Director of DHH’s Coordinated System of Care (CSoC).

Modeled on successful systems of care being implemented in oth-

er parts of the country, the state created the CSoC for this popu-

lation of about 2500 children. A joint effort between DHH, the 

Department of Children and Family Services, the Department of 

Education, and the Office of Juvenile Justice, all of which handle 

these children, the idea was to offer a more cohesive and broader 

array of behavioral health services at the community level in order 

to reduce placement in detention and residential settings and to 

improve outcomes. 

Children who are part of the CSoC will be assigned to a wrap-

around agency that will assess, plan, and coordinate their care 

along with the child and his/her family. In addition, the wrap-

around agencies will not just look at paid supports, they will look 

at faith organizations, churches, YMCAs, and other organizations 

that can build support for that child or youth that aren’t part of 

the budgeted programs. The CSoC will also allow for enhanced cri-

sis services, a limited resource in the past. Kliebert believes if a 

family can get a little more support or a break from the crisis in a 

timely fashion, they can often avoid the unnecessary institution-

alizations that occur when they are simply at their wits’ end. The 

CSoC takes all of the mandates as well as the needs and desires of 

the family and comes up with a plan, explained Levison-Johnson. 

Concurrently with that planning process the whole array of be-

havioral health services available to young people and families is 

going to broaden. For example, a parent with similar experiences 

can now be paid by Medicaid to mentor and support parents going 

through the challenges of having a child with behavioral health is-

sues and teach them how to manage behaviors. 

Recognizing that this coordinated approach could benefit other 

mental health services consumers, it was broadened to include 

other (Non-CSoC) children’s behavioral health services, addic-

tion services for children and adults, and adult mental health ser-

vices under the umbrella of the new Louisiana Behavioral Health 

Partnership (LBHP). “We decided if we are going to set this up, do 

state plan amendments, do waivers, hire a state managing orga-

nization to manage all this then we should do this for our entire 

system,” said Kliebert. “Because it certainly wasn’t just our youth 

system that was broken.” Similar to the goals of the CSoC, the 

LBHP aims to create a more community-based system that will 

increase access, offer a broader array of services and supports, 

improve quality and outcomes, and reduce ER visits, hospitaliza-

tions, out-of-home placement, and institutionalization. In addi-

tion to the approximately 2500 children and youth covered by 

the CSoC, another 50,000 children and teens, and 100,000 adults 

will likely fall under the auspices of the LBHP. DHH defines four 

populations that will be managed by the SMO:

•  Children with extensive behavioral health needs either in or at-

risk of our-of-home placement

•  Medicaid-eligible children with medically necessary behavioral 

health needs who need coordinated care. 

•  Medicaid-eligible adults with severe mental illness and/or ad-

dictive disorders. For this population Magellan is at risk for their 

services. They are paid a certain amount per month to manage 

these clients.

•  Non-Medicaid children and adults who have severe mental ill-

ness and/or addictive disorders. There are very few children in 

that population primarily because 95% of Louisiana children are 

either insured through Medicaid or private insurance. But if they 

do meet medical criteria for severe and persistent mental illness 

or addiction services and are uninsured they can be served. Also 

in this population are the non-Medicaid adults who meet very 

high eligibility criteria for services. They must exhibit severe and 

persistent mental illness, not just typical depression or anxiety 

disorders. DHH currently uses its state general fund dollars for 

this population. 

The fact that addiction services will now be Medicaid eligible is a 

significant change. “In the past we had patients who were Med-

icaid eligible, but their addiction services were not Medicaid cov-

ered,” said Kliebert. “We have now made our addiction services, 

both outpatient and some components of residential services 

Medicaid eligible.” Research shows that 50-70% of people with 

mental illness have co-occurring substance abuse disorders, ex-

plained Jim Stringham, National VP of Operations for Magellan 

Health Services, Public Sector Solutions. “Now there will be dol-

lars and a way for providers to be reimbursed outside of just the 

state general fund, to provide services for that critical service.”



27MAR / APR 2012  HealtHcare Journal of new orleans

...there’s still a lot of anxiety. 
Our residential providers, our hospital 

providers, they are nervous that the 
system is changing, and what does that 

mean for their business? >> Kathy Kliebert

All of the Medicaid eligible services that DHH is currently pro-

viding, with the exception of some support employment and sup-

port housing services and some state funded services for those 

who are seen in the clinics, will be managed and paid through the 

SMO. Magellan will manage the state funded services for people 

who are served in the clinics, but the payment and billing will go 

through the clinics. Magellan will also be responsible for determi-

nation of eligibility, assessment, evaluation of need, assignment/

referral to providers, payment of providers, etc. This represents 

a significant change in terms of how a person accesses services. 

Primary access will be through Magellan or through a provider 

contracted by Magellan. A 24/7 access number is available for 

customers, providers, courts, judges, and family members. When 

they call, Magellan will determine eligibility and work out where 

they fit in the system. Jan Kasofsky, PhD, Executive Director of 

the Capital Area Human Services District, believes this managed 

care approach will improve access, which is critical. “I think that 

the sooner people with a mental health or substance abuse prob-

lem access services, the higher the probability that you can main-

tain them in the life that they are in. As time goes on, if people are 

left in isolation, it becomes much more difficult to engage them 

and they have so many losses at that point—loss of family mem-

bers who are worn out, employers who have had it.”

In today’s system an adult with mental health or addiction would 

go to one of the local mental health clinics or a hospital. The ser-

vices that might be received might be based more on what was 

available in that area than what was necessarily appropriate. Pro-

viders who might be more appropriate might have been available, 

but were not eligible providers under the old system. With the 

new system, because it’s going to have a coordination and man-

aged care component, that managed care entity will be able to de-

termine what types of services that person needs, allocate those 

services by need, and connect them with a qualified provider to 

get those services. It might still be a mental health clinic, but it 

may also be a social worker or a licensed counselor. There will be a 

choice of providers that was not possible before. Magellan is also 

tasked with identifying new services necessary to achieve the de-

sired outcomes and building the network to include those provid-

ers. “By expanding the overall pool of providers that can work 

with the Medicaid recipients, including independent practitio-

ners, those become new referral sources and access points,” said 

Stringham. “We also try to identify community-based or peer-

based supports that can serve as an alternative to an emergency 

room or hospitalization. That’s often less expensive and often has 

better outcomes.” 

Stringham said that the state’s waiver applications to CMS allow 

DHH to leverage state dollars to enhance Medicaid funds. “That 

will increase the number of providers, including individual prac-

titioners, who meet the behavioral health definition in Louisiana 

and can bill Medicaid,” he explained. Magellan has been work-

ing to credential these newly eligible providers, but their key pri-

ority for March 1st has been transitioning care, doing no harm 

to those individuals currently in services, and ensuring they are 

receiving the same services after March 1 as before, said String-

ham. As noted earlier, this transition has been the source of some 

anxiety. “Change makes everybody uncomfortable. It certainly 

makes the providers nervous but it also makes our consumers 

very nervous, too,” said Kasofsky. “They want to make sure they 

can continue to be seen by the people that they have been with for 

a very long time. I think our goal, OBH’s goal, and Magellan’s goal 

is to make the transition as smooth as possible. The last thing we 

want to do is to have an abrupt transition. This is just a new world 

for everyone and that’s why it’s producing anxiety.”
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magellan Health services of louisiana will operate 

two operations centers, one in baton rouge and the 

other in Shreveport. an estimated 250 local employees 

will assist in the company’s louisiana operations. 

those efforts will be aided by a chief executive officer 

and chief medical officer with local experience. 
 

f baton rouge native Paul Dykes will serve as CeO of 

Magellan louisiana. Dykes has experience with regional and 

national health organizations and has a history of community 

involvement. before joining Magellan, he was chief executive 

officer for educational Management Services (baton rouge 

College) and state marketing and operations director for We 

Care, llC in louisiana. he has been the chief operating officer 

for the Center for Practical health reform and served in key 

management positions for blue Cross and blue Shield of louisiana, 

including senior vice president and chief administrative officer. 

 Dykes earned his bachelor’s degree from the University of 

Southwestern louisiana in lafayette (now the University of 

louisiana at lafayette) and completed business management 

programs at the University of Virginia and Duke University. 

f Craig J. Coenson, MD, a board-certified psychiatrist, will be 

Magellan louisiana’s Chief Medical Officer. Prior to joining Magellan, 

Coenson served as Chief Medical Officer for the Metropolitan human 

Services District in New Orleans. he is on the faculty at tulane 

and lSU schools of medicine. additionally Coenson was National 

Medical Director for Cigna behavioral health, served as regional 

Chief of inpatient Psychiatry at Kaiser Permanente, and opened a 

private practice in San Diego, California, where he served as Medical 

Director of a large metropolitan medical/psychiatric inpatient unit. 

 a Summa Cum laude graduate of tulane University, Coenson 

completed a fellowship in Consultant liaison Psychiatry at the 

University of California San Diego.
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One of the triggers for this anxiety has been the 

fact that as part of developing its network, all pro-

viders must be credentialed, certified, and con-

tracted with Magellan, regardless of their previous 

eligibility through DHH. This includes individuals 

licensed to practice independently, such as psychi-

atrists, psychologists, and counselors, existing be-

havioral health clinics, mental health rehab agen-

cies, hospitals, and residential facilities. In addition, 

providers have 18 months in which to receive ac-

creditation from an appropriate accrediting agency 

including the Joint Commission on Accreditation 

of Health Care Organizations, Council on Accredi-

tation of Rehabilitation Facilities, Council on Ac-

creditation, and Council on Accreditation for Chil-

dren and Family Services. 

Stringham acknowledged that there has been 

some anxiety over this process and said the SMO 

tried to compensate through what he called “over 

communicating.” In addition to some ground-

work prior to winning the state bid, Magellan be-

gan contacting providers and supplying the cre-

dentialing information as soon as it was named 

as the SMO. The company followed up with sev-

eral informational forums across the state. De-

spite that, some anxiety remains. “I don’t want 

to understate it. It is a big deal,” said Stringham. 

“It’s a process that we need to work with provid-

ers on. It’s a simple process, but I think everyone 

fears change, the fear of the unknown, of not go-

ing through this type of credentialing process in 

the past.” Kasofsky, whose agency has undergone 

the credentialing process, said it is not onerous, 

and in fact similar to what is required by major 

insurance companies, but it is still an additional 

and required step in order to continue providing 

behavioral health services. 

Once credentialed, providers must also contract 

with Magellan to be part of the provider network, 

and be part of their database. Magellan is tasked 

with tracking quality data and outcomes from 

those providers. To achieve this goal as well as to 

create a truly synergistic mental health system, 

local 
leadership
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the SMO is requiring all providers to be on the same electron-

ic health record, Clinical Advisor. In addition to health informa-

tion, the program incorporates scheduling and billing informa-

tion. Magellan is assisting providers in implementing the system 

and training staff, but the timing has been a bit unfortunate for 

those providers who have already invested in and implemented 

an EHR, said Kasofsky. Double entry is not a viable option, so 

those providers will be forced to back away from what they were 

using in favor of Clinical Advisor. The upside is the program ap-

pears to be quite comprehensive, said Kasofsky. “It’s very easy to 

produce reports and do audits so if you’ve got a bill you can re-

motely check that the service you are being billed for was really 

delivered, with the appropriate signatures, by the appropriately 

credentialed person.” Kasofsky said having the additional data 

will assist the agency in tracking patients, gauging clinician en-

gagement, etc. “I think having the data will be helpful. We’ve had 

some, but we’ve never had it at the level that we will be able to get 

with Clinical Advisor,” she said.

Kliebert also sees the shared health record as one of the advan-

tages offered by the SMO. “One of the biggest benefits will be all 

of these 152,000 people will be on the same data system so we 

will be able to collect data that we have never been able to collect 

before. Magellan is providing the software to the provider agen-

cies so we can really track whether we are meeting our outcomes, 

that we are really making the changes both in the system and the 

people that we set out to make. We’ve set very clear benchmarks 

in terms of what we want to see.” 

Providers will communicate with Magellan through Clinical Ad-

visor for payment and scheduling. They will be submitting claims 

for the services they’ve rendered that will go into the system to 

allow payment, said Stringham. “As part of that transmission 

we’ll be able to look at outcome data. There are specific national 

indicators and benchmarks that you can look at around readmis-

sion rates to hospitals, length of stay, community tenure, are peo-

ple living independently, are children having success in school? 

These are indicators that we will be looking at through the data 

exchange with providers.” 

In addition to assessing quality through the electronic system, 

the SMO will also send quality improvement staff out into the 

community to partner with providers, not in a “gotcha” fash-

ion, said Stringham, but to assess how the system is performing, 

where they can offer support, and other types of technical assis-

tance. “We want to ensure that we are leveraging the scarce dol-

lars in the most effective way possible,” he said. 

While Magellan is assessing providers for efficiency and qual-

ity, OBH is tasked by the LBHP with oversight of Magellan’s per-

formance. Programs receiving Medicaid funds are required by 

the federal government to have a quality management strategy 

(QMS). LBHP’s QMS goals include ensuring that eligible citizens 

have access to Medicaid funded managed care programs, that the 

programs are competently staffed and have an adequate provid-

er network, and that outcomes meet SMO, Medicaid, and State 

standards. Magellan will be responsible for measuring and re-

porting these outcomes to OBH. Magellan must meet its own set 

of quality parameters in its reports to OBH. In turn an External 

Quality Review Committee will perform an independent annual 

review of the SMO and OBH and their compliance with Medicaid. 

“There are numerous benchmarks that we will be tracking and re-

porting not just internally, but also reporting to stakeholders in 

terms of whether or not outcomes are met by Magellan,” said Kli-

ebert. “If they don’t meet those outcomes, the contract itself has 

very clear performance indicators. If they are not meeting their 

performance indicator scores there are remediation steps. Their 

I don’t want to understate it. 
it is a big deal. it’s a process that we need 

to work with providers on. >> JiM StriNghaM
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standards are phased in—they are held to standards of increas-

ing intensity as their footprint gets stronger here, but they are 

very much based on industry benchmarks.” Kliebert noted that 

as a managed care company, Magellan will likely do a better job 

of oversight with providers. “As a Medicaid agency we contract 

with providers, we have provider agreements, but if they don’t 

quite meet that agreement and you have six different provid-

ers, who’s really watching them? We don’t do a really good job of 

that,” said Kliebert. “Magellan will because their incentives are 

very different.” 

There was no doubt that a change was needed. “We have money 

going into the system and there are things like managed care that 

can help coordinate that care, deliver it in a more person-centered 

way, much better than Medicaid has been able to do,” said Kliebert. 

“Medicaid was set up as a payer. They were never set up to manage 

the system or manage the utilization or talking to and recruiting 

providers.” Kasofsky agreed that there are elements of the man-

aged care approach that were absolutely needed. “Magellan has 

some care management and that’s what our clients need because 

the navigation piece is a huge issue—getting an appointment, 

getting the transportation, getting the childcare so that they can 

come in is a real issue. I think with the care manager the focus is 

that people will stay engaged and not get lost and end up in an ER. 

I think that will help with quality of life and help the state man-

age the funds better.” Kliebert agreed, “Magellan has enormous 

experience in other states in how to better allocate services and get 

people what they need. It’s completely different than just having a 

menu of services to choose from. Another way we will save money 

in the system is, as a state, we are often not diligent about screening 

to see if they are really uninsured, or not Medicaid eligible, etc. The 

SMO will do it because they have incentives to make sure they are 

using all the payer sources they can possibly use.”

Managing limited funds more efficiently has definitely been a driv-

er. The state is paying Magellan approximately $179 annually to 

manage the behavioral health system. Funding was created by le-

veraging unmatched funds and leveraging addiction dollars. “What 

we recognized was in order to pay for this system we needed the 

funding. And this is always the hardest part with any system of 

care—with all these different departments how do you bring that 

funding together?” said Kliebert. The other agencies collaborating 

in the CSoC put up their state general funds that they were using 

for these services, brought them over to DHH and put them in the 

Medicaid pool. DHH can match those state general dollars with the 

state funds they had as a department, leverage the money that goes 

into the system, and offer a much broader array of services. Pull-

ing those funds into Medicaid meant that the state had to submit 

waiver changes and state plan amendments through CMS, and ma-

jor rule changes, but the managed care approach is anticipated to 

increase efficiency, reduce waste, and produce savings that can be 

reinvested into the program. 

One of the areas where savings are anticipated is in the clinics 

that are staffed 40 hours a week, regardless of the number of pa-

tients or the services they require. “If I am a social worker in pri-

vate practice I am not going to be at that office unless I’m billing 

time. But our state employees are there 40 hours a week regard-

less of utilization,” said Kliebert. Clinics are being reworked so 

that they operate more like a private clinic with clients they see 

on schedules. Efficiently run services are key, agreed Kasofsky. 

“We got to a point where there was a wait time of 13 weeks. What 

that creates is a high no-show rate. People can’t tell you what their 

state was 13 weeks ago so they wouldn’t show up. We had ap-

pointments that no one would show up for, so that’s a waste be-

cause we had staff there with nobody to deliver the service to. 

What we’ve learned when we’ve had long wait times is people will 

end up in the emergency room. That’s very expensive.” Kasofsky 

said the business model is the way to go. “Our budgets are way too 

slim to not run it as a business. I think we need to continuously 

change our processes and because Magellan has experience in at 

QuestIons? 
ConCerns? 
www.magellanof
louisiana.com
additionally, providers with 
questions can call a Provider liaison 
line at 1-800-788-4005 or send 
an email to laProviderQuestions@
Magellanhealth.com. 
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least six different states I look forward to learning about process-

es that we just don’t know about yet.” Awaiting the parameters 

of the new system has caused some anxiety, but she is confident 

once those parameters are received that providers will figure out 

how to make it work. “It’s not a new issue, it’s a new process. We’ve 

always had issues about how do you tighten up, how do you be-

come more efficient, how do you make sure that what you are giv-

ing people is what they need at the right time?” said Kasofsky.

“What we believe and what has been shown in all the literature for 

any systems of care that are developed in this way, is that once you 

get a system in place you can work down the road to use your sav-

ings to expand,” said Kliebert. “Any savings we reap, the plan is to 

reinvest into the behavioral health system. So when we are no lon-

ger paying for so many institutional beds we should have money 

to invest in our community system and fill the gap areas in terms 

of meeting medical eligibility.” In fact, despite the umbrella of care 

management Magellan will offer, there will still be some gaps in 

services, particularly for those adults that have less severe mental 

health issues. There is also a gap in preventative services, early in-

terventions, etc., said Kliebert. “We are hoping that as we further 

develop this system and have additional money to leverage that we 

will have additional money to serve a lower level of need,” she said.

Kliebert hopes that having a managed care entity that truly al-

locates by need means they can deliver services, sometimes at a 

much lower level than what Medicaid was previously able to de-

liver. Previously the state might have paid for a psychiatrist to 

see a client once a month because they needed medication man-

agement or simple counseling. The patient might not really have 

needed to see a psychiatrist that often, but those were the ser-

vices available for that individual. Now the state may provide a 

much lower level of care to that patient by signing them up with a 

counselor and only seeing the psychiatrist every six months, but 

it’s much more appropriate care at a lower cost. Levison-Johnson 

stressed that providing services at a lower level will only apply 

when the services that had been provided were not a good match 

for the patient’s needs. Higher levels of care will still be provid-

ed to those who truly need them. There have also been providers 

who wanted to be in the network before, but were not eligible. “So 

you have all those people coming in that are really excited about 

the change,” said Kliebert. 

“That being said, there’s still a lot of anxiety. Our residential pro-

viders, our hospital providers, they are nervous that the system 

is changing, and what does that mean for their business?” said 

Kliebert. There was also some anxiety among providers that they 

were not receiving their provider manuals until one month before 

the March 1st deadline. “We’ve moved on this very quickly even 

though it seems we’ve been planning for a long time. We are pro-

viding training for them which I think helps. We are also trying 

to reassure providers that starting March 1st they will continue 

to serve the population they have been serving.” However, said 

Kliebert, more change is coming. The drive toward more commu-

nity-based services will eventually change some facilities’ way of 

doing business, but it’s not going to be overnight. They are still 

going to get their admissions. Levison-Johnson pointed out how-

ever, that those residential facilities might need to start thinking 

about how they can use their staff and facilities in a more commu-

nity-based outpatient approach as the need for inpatient and resi-

dential beds deteriorates. She suggested that it is the providers 

who see this as an opportunity to expand and transform services 

that will weather the change. 

Stringham agreed that there will be new opportunities for provid-

ers. “I think there are lots of new opportunities and I think the com-

munity-based treatment is something that is expanding nation-

wide,” he said. “An important element in any community behavioral 

the last thing we want to do is 
to have an abrupt transition.this is 
just a new world for everyone and that’s 

why it’s producing anxiety. >> JaN KaSOfSKy
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health system is to have a full continuum of services. It doesn’t mean 

that on the far end of the continuum if someone is in the hospital 

that that’s not necessary, because that’s an important part of a full 

continuum of services, but then there also needs to be the other end 

of the continuum a strong community base, less restrictive servic-

es for individuals.” He said there are also opportunities for greater 

integration with physical healthcare by having more data and in-

formation in the system. That information can be shared with the 

coordinated care networks under the state’s new Bayou Health plan 

and they will be able collaborate and do joint treatment planning on 

complex cases. “That’s not just exciting for practitioners, but it’s re-

ally a way to improve health outcomes,” said Stringham.

“This system is not a panacea,” said Kliebert. “It won’t all of a sud-

den on March 1st fix everything, but I’ve never been so excited 

about a change in the way we are going to deliver this healthcare. 

I just believe so strongly in the way the system is designed. And 

how it developed based on really good evidence.” Stringham be-

lieves the biggest change will be a focus on quality. “There will 

be a focus on looking at outcomes and having systems and tools 

for making sure providers meet certain qualifications in order to 

provide services, which is important in any healthcare field,” he 

said. “Then we have data systems in order to share information in 

order to make sure we have good continuity of care from one pro-

vider to another. That we are communicating with physical health 

providers and primary care physicians around medications and 

labs, and then that we build a system that measures quality and 

outcomes so we can ensure that the dollars that are being spent 

by the state general fund, by the federal government, or other 

grants, are being utilized in a way that is improving lives for indi-

viduals where they live, work, and play.”

Like Kliebert, Stringham does feel it is an evolutionary process. 

Immediately noticeable will be the expanded access to care, abil-

ity for substance abuse services to be reimbursed, and better data 

collection. Other changes will continue to evolve through collab-

oration and partnership with the community over the next year 

and a half and beyond to identify where service gaps are, to help 

build services and to help continue that transformation to a full 

continuum of community-based services, he said. “The challenges 

are when you look at the state it’s currently not under a managed 

care environment, so the transition is really working with provid-

ers to understand how we as an organization can partner with 

them and partner with the state to help improve quality, to help 

gather information and data through IT infrastructure, to help 

provide training and technical support, to identify where there 

may be service gaps for individuals who are enrolled in the sys-

tem, and help develop those services to increase access to care.” 

“The real key to the entire system working is that we have a state 

management organization that will manage towards quality out-

comes that will improve system outcomes, clinical outcomes,” 

said Kliebert. “And really make a difference to quality of life and 

reduce institutionalization so we can finally move to a system 

that is truly community-based where children and adults can 

stay in their communities.” Kasofsky said she is “cautiously opti-

mistic. We are in the trenches and we want to make sure nobody 

falls through the cracks and we are being promised that every-

body else has that same goal as well.”

the research shows that so  
many people end up in inpatient 

or residential for kids and they kind 
of languish there. they don’t get 

outcomes, but there’s nothing else to 
do because nobody is really building 
up the family or the natural supports 

kind of capacity. >> JODy leViSON-JOhNSON





I came here 
after Katrina 
and I took this 
job because 
I believed in 
what the city 
is trying to do.”
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with Robert Lynch, MD
CEO, Tulane Medical Center

OnE     on OnE
obert Lynch, MD, was named chief executive officer of Tulane Medical 

Center (TMC) in August 2007. Lynch came to TMC from the South 

Central Veteran Affairs Health Care Network, where he had served R
as the network director since 2000. Lynch graduated from University of Texas 

(UT) Arlington in 1978 with a BS in Biology, and then enrolled in med school 

at UT Southwestern Medical Center in Dallas. After completing his residency in 

internal medicine at Parkland Memorial Hospital and the VA Hospital in Dallas, 

he was hired by the VA facility in Dallas as associate dean for Veterans Affairs. 

Lynch assumed the role of chief of staff there before moving to Jackson, Miss., 

where he ultimately ended up overseeing all VA hospitals in the region. >>
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Smith W. hartley: can you characterize the relationship 

between Hca and tulane university from a governance and 

financial perspective?

robert lynch: It goes back to 1995. This hospital was owned 

solely by the university and operated by the university. HCA 

purchased a majority share of the equity. There has been some 

change on the shares of equity with the inclusion of Lakeside in 

2005, because that was not originally part of the system. Now it’s 

roughly about 82 percent HCA and 17 percent Tulane in terms 

of the equity ownership. The hospital is a joint venture owned 

by those two partners. The governance however, is 50/50. Major 

decisions have to be approved by both partners. That’s the basic 

business structure. 

SWh: so half the board members are Hca and half tulane?

robert lynch: Yes. We can’t make major programmatic changes 

without board approval, which is not unusual, but the point is ob-

viously both HCA and Tulane have to agree before you make major 

changes in the organization. For day to day operations HCA is the 

operating partner and we basically conform and practice as if we 

are an HCA facility in that sense. Operational issues are under the 

purview of the managing partner, but big structural decisions, ma-

jor investments, changes in scope, those sorts of things clearly have 

to be approved by both sides. 

SWh: there was talk recently about some sort of partner-

ship with ochsner. can you tell us what that was about and 

why it never came to fruition?

robert lynch: There always have been discussions in my ten-

ure here about various options we could pursue. The relationship I 

just described to you that we have with the university limits some 

of the things one might do because of that governance and equity 

structure. But I think what you are going to find is that this hospi-

tal, and in fact all hospitals, are going to be exploring those sorts 

of deals on an ongoing basis. It’s just a little more difficult here, 

because of our management structure and our governance struc-

ture, to make major changes

SWh: there are a lot of mergers and acquisitions going on 

among hospitals. could you tell me then, if you are not do-

ing anything with ochsner, are you talking to anybody else?

robert lynch: Well, there’s a lot of pressure, partly from the 

healthcare reform bill. These pressures were there before, but are 

now accelerated. The way we are going to be paid in the future is go-

ing to be less on a fee-for-service piecework basis and more about 

managing patients’ lives, if you will. The endgame, as I see it, really is 

almost back to managed care. But what’s happening in the interim 

is kind of a piecemeal approach. We are now going to be penalized 

or we won’t be reimbursed for certain patients that are readmitted 

to the hospital within 30 days of discharge for example. In the old 

mindset of the hospital we lost control of that patient the day they 

walked out of the door. We can’t run 30 days worth of risk if we don’t 

have some say in what happens once they are outside the door. We 

are now going to be forced to align with all of the doctors out there. 

That’s one thing you are going to see going forward. So deals will 

have that in mind. 

The other thing you will see is that we’re moving to managed Medic-

aid. Insurers want to basically enter into agreements where they can 

get all of their patients and their panels taken care of. It’s easier to 

do that with a large system of hospitals aligned with a large group of 

doctors than it is to do it with just a freestanding hospital that is un-

aligned with any doctors or with just the community doctors admit-

ting. There are going to be financial pressures to create those kinds 

of organizations so you can deal with the payers, and you can also 

meet the quality measures, to truly manage the total patient. There 

are things like bundled payments, where you are basically going to 

be paid to manage an illness such as heart failure, which includes 

not just the inpatient care, but the outpatient care. There’s the issue 

of not being paid for readmissions. You are going to see the creation 
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of accountable care organizations where you will be paid for improv-

ing outcomes. And outcomes won’t be specific just to the hospital—

although that’s part of it—it will be the overall outcomes of the pa-

tients. You can’t do that just within the four walls of the hospital. 

So there are a lot of stutter steps and some legal hurdles to some of 

the collaborations that they are working through from a legislative 

and regulatory perspective. But it doesn’t change the fact that the 

pressures are going to be to create this integrated health organiza-

tion. If you go back and look at the classic staff model HMO such 

as Kaiser out on the West Coast—where you enroll with Kaiser as 

if they were an insurance company, but what you end up getting is 

a collection of hospitals and employed or fully aligned doctors that 

manage things very tightly—whether you like that or not, that’s 

sort of where this is all driving us. And that will drive deals. 

SWh: where are you in your aco development planning? 

are you still talking or are you starting to put some deals 

together? 
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robert lynch: We’re still talking. I think if you read what’s go-

ing on nationally, a lot of people are taking a wait and see approach. 

In Louisiana right now we also have the issue of moving into man-

aged Medicaid. And we’re not sure what that means to us yet and it 

makes it harder to focus on becoming an ACO at the same time. A 

lot of large and very well run organizations that are very well pre-

pared to be accountable care organizations have chosen to take a 

pass elsewhere in the country. Some have jumped in with both feet, 

but I think most are trying to see who goes first. 

Here at Tulane we are fortunate in that we have an open medical 

staff, which means we do have community doctors who admit to us. 

Most of those are at Lakeside campus, which was a community hos-

pital before we bought it in 2005. We do have faculty from the school 

of medicine out there as well. But downtown, at the larger campus, 

most of what I do here is driven by the school of medicine faculty, 

so in some ways I already have an aligned group of doctors. One of 

the nice things that we are trying to leverage here is that in theory, 

that partnership structure I described works best when the doctors’ 
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and the hospital’s interests are all rolling in the same direction. And 

that’s the structure you want for an accountable care organization. 

SWh: with regard to lsu’s new university Medical center, 

what is your opinion on their coming into the market? do 

you have any collaborative possibilities that you are dis-

cussing with them?

robert lynch: We do some work with and for LSU now. Many 

of our doctors have dual appointments. Tulane faculty are in Uni-

versity Hospital now and will be in the new hospital. There are ser-

vices over there that are staffed by Tulane and we even cover call in 

both places. We do some clinical work for them and we share a lot of 

teaching issues. Some of their residents rotate through here as well. 

That will probably persist with the new hospital to some degree. It 

will change, but at least some of that will persist. 

As to the question of “what does that mean to us?” it depends on 

exactly what aspects of the new hospital you are talking about. If 

you go back and look, this hospital reopened in February of 2006 

after Katrina in August 2005. University Hospital didn’t open until 

almost a year later. So we have some very real experience in practic-

ing in this area without University Hospital and their mission—we 

can see the difference and it’s very helpful. We’re not big enough to 

handle the emergency room volume, and we’re not a Level 1 Trauma 

Center, and this area desperately needed one. They got that back up 

and running and that’s very critical for us. Some of the psychiatric 

services, which are already in short supply, that they provide, are 

very, very important to hospitals in this area because those patients 

can end up backing up everybody’s emergency room. University 

Hospital provides a very vital service there. And those things will be 

largely recapitulated in the new hospital and they’ll be better. There 

are also a number of service issues and problems they have taking 

care of their existing patients in their current facility and I would 

like to believe those will all get better in the new facility. 

I think the only area where any other hospital is concerned is the 

economics of the hospital and the way the state funds Medicaid. 

Through the vagaries of the state constitution it seems like every 

time the state gets in financial trouble there are two places they 

turn: education and healthcare. With healthcare there are smaller 

pieces, but the big pieces are the money they put into the Medicaid 

program that is subject to the federal match and the money they 

fund the LSU healthcare system outside the Medicaid program. 

They do a lot of Medicaid business and monies do go to the LSU sys-

tem, but they also give a direct appropriation from the general oper-

ating budget to the LSU system as well. And those funds are health-

care dollars that are part of what the state constitution puts at risk. 

If they give a dollar of general operating funds to the LSU system 

it’s one less dollar that gets put into the Medicaid system and there-

fore not subject to the federal match. It depends on when you ask, 

but basically if you put 35 cents in you are going to get a dollar back 

from the feds. So basically if you give 35 cents to the LSU system the 

other hospitals lose a dollar. That’s what it boils down to. So all of us 

are concerned about that and that would be anywhere in the state. 

Medicaid has been cut 20% in terms of the average reimbursement 

rate in this state since 2007 so we don’t want to see that continue 

for obvious reasons. For the University Medical Center business 

model, there have been discussions about how much subsidy they 

are going to need above and beyond the Medicaid reimbursement 

and other patient care revenues. We are all concerned about that. 

We want the business model to work, because if the state has to put 

$200 million in there, just to make a number up, then the way the 

constitution is structured, it’s going to be a very serious hit on the 

other hospitals. We all want to pay attention to that.

In addition, I know their business plan includes some plans to win 

commercial business from all of the other hospitals in the area. I 

think it’s debatable how successful they will be. Obviously we will 

all try to continue to maintain our business or grow it and that’s 

something that remains to be determined. The bottom line howev-

er, is we need a teaching hospital and from an economic standpoint 

we just want to make sure it’s run well.
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The last thing, and this is not just about the hospital, this is the 

community, the demographics for physicians in Southeast Loui-

siana, particularly in New Orleans, changed after Katrina. People 

left for obvious reasons. The doctors who came back tended to be 

older and more established. They had a house, they raised their 

family here, and they had a practice. They were invested here and 

they just didn’t see themselves moving someplace else. Younger 

doctors left and tended to stay where they relocated. So what we 

actually have now is an older group of doctors in the New Orleans 

area. For many of our hospitals, they look at the demographics 

of their medical staffs and that’s a real issue. There are a lot of 

theories out there. Doctors have stayed in practice longer because 

their 401Ks took a hit in 2007 and 2008. They stayed in prac-

tice longer because now they need to come up with money for 

meaningful use, EHR implementation, a lot of other things. But 

at some point they are going to reach a certain age and quit prac-

ticing. So we need a supply of new physicians in this area. To train 

those physicians I think it is important to have both Tulane and 

LSU’s medical schools operating on a healthy basis. Having a new 

teaching facility will help them do that. 

SWh: is there a current physician shortage in new orleans 

or just an anticipated one?

robert lynch: I think we have a shortage of certain specialties. I 

think you are going to find that that’s going to be heightened by the 

expansion of Medicaid in 2014. We probably don’t have enough pri-

mary care doctors to follow people and in some settings we prob-

ably won’t have specialists. It varies around the state, but there are 

already problems getting Medicaid beneficiaries in to see special-

ists. What you are going to have in 2014 are 400,000 more people 

in the state on the Medicaid rolls. If you don’t change the physician 

supply I would posit that you are not going to make things any bet-

ter and you will probably make it worse. I think we all have an inter-

est in investing in the future. 

I think we’ve done a pretty good job with nursing in the last couple 

of years. That was a real problem right after the storm and I’m not 

sure whether it had to do with the way we were able to recruit to 

the market or because lead times for training for nurses is short-

er. It’s not as bad right now as it was several years ago, and that’s 

also been helped by the economy. Nurses have continued to work 

who might have otherwise retired, people have gone into nursing 

because they lost their job in another career, and schools have ex-

panded. There are some other allied health professions that are 

maybe not as healthy yet, but the teaching hospitals support all of 

those things. The healthcare workforce is a big part of our economy. 
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It is the biggest driver of jobs everywhere, not just New Orleans. 

You need to have a healthy workforce supply. Academic medical 

centers are a major source of those things. I think that doesn’t get 

enough press—how critical that is to us. 

SWh: any other big issues facing hospitals, particularly in 

new orleans? is reimbursement still the biggest issue? or is 

reform looming over everything?

robert lynch: Well there are a lot of things. There are so many 

moving parts. One issue, and it gets back to the University Hospi-

tal and the hospital in New Orleans East, and the VA, is that clear-

ly when those open we will add beds to the community. Relative 

to the rest of the nation, we have historically high bed utilization. 

There are a number of expert studies that project a decline in bed 

utilization everywhere. Some believe that if we do a better job of 

improving the management of our patients, like they are trying to 

do with managed Medicaid, we will drive it down here as well. I do 

worry whether we will be over-bedded in the future in New Or-

leans, which will create some pressures for everybody. 

Another issue is reimbursement. It’s hard to imagine a scenario 

where we see reimbursement getting better and you can see a num-

ber of scenarios where it will get worse. Government as a payer is 

increasing. Medicare and Medicaid is about 45% of everything 

right now. If you look at all the other federal payers I think last year 

was the year the federal government began to pay, as the payer, for 

about half of the healthcare of this country. I would argue it’s even 

more if you take in the tax code and a few other things. And 2014 

increases all that significantly. CMS recently reported about how 

we’ve had a moderation in the rate of increase of healthcare costs in 

the last year, but they also reported that they now represent a much 

bigger piece of the pie. It grew significantly and that trend is going 

to accelerate. So the government as a payer is a bigger and bigger 

feature in our lives, which also means they are going to be a bigger 

driver in how we practice. 

Given government’s expanding role it’s hard to imagine, given the 

federal and state budget situation, that reimbursements are going 

to go up. In fact it is going to be more downward pressure. And built 

into the law are some downward pressures. There’s this big debate 

about the sustainable growth rate for physician payments or the 

“Doc Fix.” You’ve heard those discussions about “we’ll take it from 

the hospitals” to pay for it. That did not happen, but was recently 

discussed. Now looming in the backend of healthcare reform is the 

independent payments advisory board. They have some very tight 

restrictions; they will basically be mandated to keep all federal 

healthcare spending at rates of increase that are much lower than 

we have ever been able to do before. Under the Doc Fix, we were 

not going to increase payments to doctors faster than the bench-

mark growth rate. Of course they have, which is why if they ever 

had to actually implement the law doctors would see their incomes 

from Medicare cut by over a quarter. They just keep kicking the can 

down the road every year. What was supposed to happen to doctors 

now will happen to all payments by CMS at the end of the decade. 

That means it won’t just be the docs, it will be the hospitals, the du-

rable medical equipment providers, the nursing homes, outpatient 

care. That was scored into the bill that they would do those sorts of 

things. It remains a question, like the Doc Fix, whether they will 

have the political will to do it. But right now as the law stands you 

are going to see payments to providers and hospitals cut towards 

the end of the decade. What that means is we are all going to have 

to be more efficient going forward. Going back to your question 

about why would you do deals and mergers, it’s all about setting 

yourself up to function in this new environment. 

SWh: does tulane Medical center have anything interesting 

in the works?

robert lynch: Business as usual is always interesting. But we’re 

not opening any new bed towers or anything like that. 

SWh: what about for you personally?

robert lynch: I came here after Katrina and I took this job be-

cause I believed in what the city is trying to do. And I felt that a 

big part of our mission was trying to help—not just doing what a 

normal academic medical center would do, but trying to rebuild 

the city, to heal the city. The dean, Ben Sachs, and I got here about 

the same time and that’s been sort of our motto. An academic 

medical center has three traditional missions: patient care, teach-

ing, research. We feel that, as the first hospital back in the bio-

medical corridor, that we are a major anchor and a major contrib-

utor to bringing the city back. We see healing the city as part of 

our mission. That probably keeps me going here more than any-

thing else. 
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The 2010 explosion of the Deepwater 
Horizon oil rig in the Gulf of Mexico 
resulted in the leakage of 4.9 million 
barrels of oil into the Gulf, the largest oil 
spill in U.S. history. The spill, known as 
the BP or Gulf oil spill, caused extensive 
damage to the ecosystem, harm to wildlife, 
and economic damage through its impact 
on the fishing and tourism industries. 
However, while anecdotes of strange 
illnesses stirred fear among Gulf Coast 
residents, the real effects of this oil spill on 
human health are far from clear-cut. >>

Sticky 
Subject
The Complexity of Human Health 
Impacts of the BP/Gulf Oil Spill
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oth the crude oil itself, which contains a 

myriad of toxic substances, and disper-

sants used following the spill have caused B
concern. The major dispersant used, Corexit 9500, is 

a mixture of light-weight petroleum distillate, pro-

pylene glycol, dioctyl sodium sulfosuccinate (com-

monly used in medical treatment), and 2-butoxyeth-

anol, which can irritate the mucous membranes of 

the eyes, nose, and throat. Initially, two of the ingre-

dients were listed as “proprietary” and this secrecy 

served to stoke the fears of residents already anx-

ious about detrimental effects, including chemical 

reactions with natural compounds, that might result 

from this unprecedented spill. 

 
Health effects from exposure  
close to the source
Both oil spill clean-up workers and Gulf Coast 

residents were directly exposed to released com-

pounds, through skin contact with water or sand 

and breathing of aerosols. According to the Louisi-

ana Department of Health and Hospitals, by June 

of 2010, 108 workers and 35 members of the general 

public sought medical treatment after confirmed ex-

posure. In 20 of these patients, the symptoms were 

severe enough to require short hospitalizations. 

Data from several previous major oil spills have in-

dicated a variety of chemically induced acute symp-

toms, including upper respiratory tract illnesses, 

throat and eye irritation, headaches, dizziness, nau-

sea, and vomiting. In BP/Gulf spill clean-up work-

ers, a health symptom survey performed in the 

spring and summer of 2010 by the National Insti-

tute of Occupational Safety and Health revealed 

high rates of several such symptoms: headaches, 

dizziness/faintness, itchy eyes, nose irritation/

sinus problems/sore throat, nausea/vomiting or 

stomach cramps/diarrhea, and skin symptoms such 

as itchy/red skin or rash. 

By claudia s. copeland, phd
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Of greater concern than these short-term symptoms, which are sys-

temic and readily addressed through treatment, are long-term ef-

fects such as increased risk of cancer or birth defects. Cancer is a 

mutation-based disease, and outcomes from exposure to carcino-

gens are unpredictable. Whereas systemic toxins have steadily in-

creasing, predictable effects on organ systems, with threshold doses 

below which there are no effects, carcinogens have no such “no ef-

fect” dose. Exposure to a carcinogen is more like spinning a roulette 

wheel, with a great deal of “luck” or randomness involved; a few ex-

posures could theoretically result in cancer in an “unlucky” (or ge-

netically predisposed) individual, while a “lucky” individual might 

never contract cancer, despite a lifetime of exposure. Furthermore, 

both cancer and birth defects may not develop until several years 

after exposure to the causative agent. Understandably, these types 

of effects can cause a great deal more anxiety than the more easily 

measured and treated systemic effects. To address this, the Nation-

al Institute of Environmental Health Sciences launched the Gulf 

Long-term Follow-up Study, the largest and most comprehensive 

study of health effects related to any oil spill. Health data will be col-

lected for 100,000 clean-up workers, and 55,000 of these workers 

will be tracked for at least 5 years. Unfortunately, the study was not 

funded until 10 months after the initial explosion, precluding the 

use of crucial information indicating exposure, such as elevated bio-

markers and short-term symptoms. A lack of baseline health data 

for these workers, many of whom are regularly exposed to chemical 

hazards, is also problematic. However, this study should still yield 

valuable data on long-term toxicological outcomes, including cancer 

and birth defects.

Health effects from contaminated seafood
Studies in both cell systems and laboratory animals suggest that 

bioaccumulation and biomagnification of crude-oil components, 

particularly polycyclic aromatic hydrocarbons (PAHs), can occur in 

seafood, particularly in shellfish, which have slower rates of meta-

bolic clearance than finfish. The BP oil spill resulted in widespread 

contamination of Gulf waters with PAHs, which have different ef-

fects depending on their specific nature, but in general are carcino-

gens and developmental toxins. According to University of Alabama 

researchers Gohlke and colleagues, as of August 2011, concentra-

tions of PAHs in Gulf seafood remained well below levels that would 

be of concern for human health. An analysis by University of Cali-

fornia, San Francisco-based researchers Rotkin-Ellman and col-

leagues, however, revised the “safe” levels to take into account the 

increased vulnerability of the developing fetus, and concluded that 

up to 53% of Gulf shrimp samples in fact exceeded levels of con-

cern for pregnant women. Other populations may also be at higher 

risk, since the amount of seafood consumption by Gulf residents 

may be higher than that in FDA assumptions. In addition, the FDA 

failed to consider naphthalene, a PAH classified as “reasonably an-

ticipated to be a carcinogen” by the National Toxicology Program, in 

their assessment of cancer effects. Naphthalene was one of the most 

frequently detected PAHs in Gulf seafood tested after the spill, and 

was the most prevalent PAH in the oil itself. 

Ingestion of seafood with high concentrations of metals can also 

have serious health effects, including neurological problems. Metals 

A cleanup worker 
wearing limited 
protective gear 
removes a ball of oil 
from a gulf beach.



are normal constituents of crude oil and drilling fluids used in 

the oil production process, and, like PAHs, have been found to ac-

cumulate in sediments and marine organisms harvested from oil 

spill zones. BP has reported high concentrations of several metals 

in Gulf of Mexico crude oils. Unfortunately, however, Gulf seafood 

has not been extensively tested for metal contamination, so consid-

erable uncertainty remains regarding this issue.

Finally, low levels of dispersant components have been found in 

seafood tissue. The implications of this for human health are un-

clear, and require further study. The effect of mixtures of all of these 

contaminants (cumulative toxicity) is also unknown.

Health effects from contaminants dispersed in the air
One way chemical compounds can disperse in the air is via aerosols, 

which are essentially tiny suspended droplets. Aerosols can cause 

serious illness, but they do not travel far. Populations at risk from 

breathing aerosols are for the most part limited to workers and resi-

dents living near the shore. 

Another type of airborne contaminant is volatile organic com-

pounds (VOCs). VOCs have low boiling points, so they evaporate 

and mix into the air. In contrast to aerosols, they can travel far 

from the source (though as they do so they become increasingly 

dilute). VOCs include carcinogens such as benzene and teratogens 

such as toluene, and are therefore of great health concern. Fortu-

nately, of several hundred air samples obtained by the EPA, none 

had abnormal concentrations of benzene or other VOCs ascrib-

able to the Gulf oil spill. 

A third dispersal route is via rain. This is a controversial idea, with 

research spurred by reports from residents of “raining oil.” Dr. Ira 

Leifer of the University of California, Santa Barbara, the chief mis-

sion coordinating scientist on a NASA remote sensing 

mission during the BP/Gulf oil spill, found that clouds 

did contain high levels of hydrocarbons. Such 

material would be expected to fall back to the 

ground in rain. While “toxic rain” was 

never confirmed after the Gulf oil 

spill, a reasonable scientific mecha-

nism exists that indicates that this 

could have happened, especially dur-

ing the height of the spill, when very 

large amounts of hydrocarbons were re-

leased into extremely humid air. 

One specific concern is the release of dioxins, which also bioaccu-

mulate in seafood, into the atmosphere during in situ burning of 

crude oil on the sea surface. A screening level assessment of dioxin 

emissions done by EPA scientists Schaum and colleagues in 2010, 

however, found that neither dioxins in air nor dioxins in fish result-

ed in a lifetime incremental cancer risk over 10-7. This cancer risk is 

lower than that of smoking a single cigarette. (For additional per-

spective, Dr. Charles Miller, a dioxin specialist at the Tulane Uni-

versity School of Public Health, is clearly unconcerned: he describes 

the risk of getting cancer due to ingested dioxin in Gulf seafood 

as “roughly equal to your chances of winning the Powerball,” with 

chances due to inhaled dioxin being even lower. ) 

Other (non-toxicological) health effects
Non-toxicological health concerns have also been linked to the Gulf 

oil spill. One concern is the overgrowth of pathogenic bacteria. One 

such human pathogen, Vibrio vulnificus, which can cause severe 

wound infections, was found in tar balls on beaches in Mississippi 

and Alabama at levels 10X higher than in the surrounding sand. 

Another concern is stress-related illness in residents whose liveli-

hoods revolved around fishing or tourism. Considering the severity 

of the economic hardship for such residents, this may represent the 

most serious impact of the spill, in terms of human health. All in all, 

while fear among Gulf Coast residents may be exaggerated, it is safe 

to conclude that widespread public health hazards related to the BP 

oil spill nevertheless do genuinely exist, and may affect residents 

and former cleanup workers far into the future. 

Editor’s Note: BP, Transocean Ltd., and Halliburton were contacted, but 

did not respond to requests for comment for this article.
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A Partnership to 
Improve Behavioral 
Health in Louisiana

n February, we launched BAYOU HEALTH to fun-

damentally change the way physical health care ser-

vices are delivered to our state’s Medicaid recipients. 

An equally transformational reform launched March 

1st across the entire state through the introduction of 

the Louisiana Behavioral Health Partnership (LBHP). By 

focusing on enhanced individual outcomes, the LBHP 

will improve the quality of care and behavioral health of 

150,000 Louisiana residents by June 30, 2013.

 The Partnership is designed to provide an array of ser-

vices to all eligible children and youth in need of mental 

health and substance abuse care as well as adults with 

substance use disorders and other functional behavioral 

health needs. The initiative grew out of an initial effort 

Across our state and nation, we engage in frequent and often heated debates about 

the future of our health care system. However, I’ve found there is one point that 

almost everyone in Louisiana readily agrees on: our residents struggle to navigate a 

broken behavioral health care system. This issue manifests itself in spiraling costs, 

poor outcomes, and limited availability of services in many regions for mental health 

and substance abuse services. Though many efforts have been made to reform the 

system, Louisiana continues to rank poorly in national behavioral health compari-

sons. In addition to placing 49th for overall health in America’s Health Rankings, 

the National Alliance on Mental Illness gave Louisiana a “D” in its most recent Na-

tional Report Card. Even more troubling, though fewer than five percent of children 

in Louisiana are uninsured, only 7 to 14 percent with mental health disorders are 

receiving the services they need. 

secretary’s
corner

secretary’s
corner by Bruce d. greensteIn
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to better coordinate services across four 

state agencies for at-risk children and 

youth with significant behavioral health 

challenges who were at imminent risk for 

out-of-home placement. This piece of the 

partnership, called the Coordinated Sys-

tem of Care (CSoC), will provide a single 

point of entry to the Departments of 

Children and Family Services, Education, 

Health and Hospitals, and Juvenile Jus-

tice for about 2,500 at-risk kids. Instead 

of having to navigate four state agencies 

to access disjointed and sometimes du-

plicative services, families with eligible 

children will be linked to one family sup-

port organization to help them access one 

coordinated package of services. 

 A core component of the overall Part-

nership is the introduction of a Statewide 

Management Organization (SMO). The 

SMO will be responsible for coordinating 

care, fostering evidence-based practices, 

increasing access to providers and services, 

measuring outcomes and managing costs. 

Selected through a competitive procure-

ment process, Magellan Health Services 

will be Louisiana’s partner is this effort. 

 Under the Partnership, clients will have 

increased access to a more complete and ef-

fective array of behavioral health services 

and supports, leading to a reduction in the 

number of repeat hospitalizations, institu-

tionalizations, out-of-home placements, 

and emergency department visits. Magel-

lan has formed an integrated network of 

providers and Medicaid eligible adults 

and children will access services directly 

though a participating provider or through 

a referral from Magellan. Non-Medicaid 

children and adults will be able to access 

services though state-funded behavioral 

health clinics or residential services, but 

the service array is the same. In both cases, 

Magellan has responsibility for prior au-

thorization of medical necessity and treat-

ment planning. 

 This is a big change in how mental 

health and addictive disorders services 

are delivered in Louisiana, and we’ve been 

working hard to make sure our providers 

and stakeholders are engaged and aware of 

these efforts. DHH and Magellan hosted 

public forums in every region of the state 

in December, including individual meet-

ings with providers and local governments 

to explain how the changes will work. If 

you’d like to learn more, you can visit our 

website at http://lbhp.dhh.la.gov, where 

you will find posted common questions and 

answers for both members and providers. 

Providers can also call Magellan’s provider 

hotline at 1.800.788.4005. The Louisiana 

Behavioral Health Partnership is truly that 

– a partnership – and its success will be de-

pendent on cooperation and coordination 

between government agencies, providers and 

those we serve. 

Bruce D. Greenstein is Secretary, Louisiana 
Department of Health and Hospitals

Medicaid-eligible children
with medically necessary 

behavioral health needs who 
need coordinated care

Our Populations of Focus

Adults with severe 
mental illness and/or 

addictive disorders who 
are Medicaid eligible

Non-Medicaid children 
and adults who have 
severe mental illness 

and/or addictive disorders

Children with extensive
behavioral health needs

either in or at-risk of 
out-of-home placement

http://lbhp.dhh.la.gov

smo
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Greenstein Disputes LSU Claims
In February, Dhh secretary Bruce D. Green-

stein issued a response to a letter from new 

orleans Mayor Mitch landrieu regarding the 

lsU health care services Division’s recently 

announced cuts to its hospital in new orleans 

and the impact on the city’s mental health re-

sources. In his letter, Greenstein emphatically 

denied that the cuts were made in response 

to a midyear deficit and instead criticized 

lsU’s handling of its budget

Greenstein pointed out that, unlike many 

other state agencies, lsU-hcsD continues to 

enjoy access to its full FY 2012 appropriation. 

adding that the Division of administration 

had already committed to providing an ad-

ditional $13.2 million in self-generated funds 

on top of lsU’s budget in the current fiscal 

year, Greenstein said, “lsU-hcsD finds itself 

in this position because they are on pace to 

overspend their budget and are now falsely 

blaming mid-year state budget reductions 

for their service cuts.”

Greenstein went on to criticize lsU for de-

laying necessary spending adjustments to 

bring its organization in line with its appro-

priated budget, leaving it in the situation of 

having to implement a year’s worth of reduc-

tions in a short space of time. he also sug-

gested that the cuts lsU announced showed 

a lack of planning and full consideration of 

impacts on the community. 

while expressing hope that lsU would re-

consider its decisions, Greenstein indicated 

that Dhh planned to meet with stakeholders 

and the Mayor’s leadership team to discuss 

solutions that will allow for continuity of ser-

vices including:

• DHH is exploring using the remaining 

funds in its medical detox contract with lsU 

to buy services from local private hospitals to 

provide indigent care. several hospitals are 

being considered for this arrangement.

• The Metropolitan Human Services Dis-

trict (MhsD) will open a crisis stabilization 

unit on tulane avenue with seven beds aver-

aging 3-5 day length of stay. this will provide 

services to people in crisis and avoid acute 

inpatient admission, as well as step down ser-

vices for patients being discharged from in-

patient care and emergency departments. 

the unit will serve over 300 individuals a year. 

• MHSD will work to reduce its length of 

stay for their 40 transitional housing beds to 

90 days, increasing services to 160 clients a 

year. Priority will be given to individuals being 

discharged from lsU’s acute unit. 

• MHSD will utilize its mobile crisis unit in 

conjunction with the act/Fact teams and 

intensive case management programs to 

intervene early and avoid hospitalizations 

when possible.

Blalock Leads LSMS
the 2012 annual Meeting of 

the louisiana state Medi-

cal society’s house of Del-

egates is a time to discuss 

issues and policies for the 

upcoming year, but it also 

marked the official start to 

the presidency of anthony P. 

Blalock, MD. Blalock, 37, was elected at last 

year’s meeting and is the youngest physician 

to serve as president of the society in its 134-

year history. he is the third physician from 

lafayette Parish Medical society, following in 

the footsteps of Dr. James Vildibill (1987-88) 

and Dr. edward harrell (1971-72). 

as a liaison to the medical staff and leader 

directing the hospital quality division, Blalock 

is a physician executive in senior administra-

tion at our lady of lourdes regional Medi-

cal center. he is also a partner with acadi-

ana renal Physicians in lafayette. he served 

 hEALThCArEbriefs

Blalock
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as director of renal transplant nephrology 

at louisiana state University health science 

center-lafayette from 2008-10; and as clini-

cal assistant professor of medicine, louisiana 

state University health science center from 

2006-10. 

Blalock has been active with the society 

and lafayette Parish Medical society since 

2000, beginning as a resident and partici-

pating in various committees and councils in 

positions of leadership. he served as presi-

dent of the lPMs in 2005-06. Most recent-

ly, he served as vice president on the lsMs 

Board of Governors and as chair of the Jour-

nal of the Louisiana State Medical Society. 

Blalock graduated from louisiana state 

University school of Medicine (new orleans) 

in 1998. he completed his residency in in-

ternal medicine at louisiana state Universi-

ty school of Medicine at University Medical 

center-lafayette in 2000; and a fellowship 

in nephrology at louisiana state University 

health science center-new orleans in 2003.

heads roll in DME Case
Multiple defendants have pleaded guilty 

to involvement in a Medicare fraud scheme 

involving false claims for unnecessary du-

rable medical equipment (DMe). chikenna 

D. Jones, the owner/operator of healthcare 

1 llc, Medical 1 Patient services llc, and 

lifeline healthcare services Inc., louisiana-

based companies that fraudulently billed 

DMe to the Medicare program from 2004 

to 2009, pleaded guilty to one count of con-

spiracy to commit health care fraud and one 

count of conspiracy to defraud the United 

states and to pay and receive healthcare 

kickbacks. she and henry Jones, who was 

her husband at the time, hired patient recruit-

ers to obtain prescriptions for DMe such as 

leg braces, arm braces, power wheel chairs, 

and wheel chair accessories. chikenna Jones 

paid the recruiters illegal kickbacks for the 

DMe prescriptions, which she knew were not 

medically necessary.

rodney D. taylor, Fred D. Belcher, and 

Beulah renaee richardson, all worked as pa-

tient recruiters for the companies and plead-

ed guilty to their roles in the conspiracy. 

according to court documents, the individ-

uals were hired to obtain prescriptions for 

DMe. they obtained information from Medi-

care beneficiaries as well as prescriptions for 

medical equipment from the beneficiaries’ 

physicians, then sold these prescriptions so 

they could be used by healthcare 1, Medi-

cal 1 Patient services and lifeline healthcare 

services to submit fraudulent claims to the 

Medicare program.

taylor and Jones face a maximum pen-

alty of 10 years in prison on the conspiracy 

to commit health care fraud count and five 

years in prison on the conspiracy to defraud 

the United states count. Belcher and rich-

ardson face a maximum penalty of 10 years 

in prison and a $250,000 fine. a sentencing 

date has not yet been set.

BAYOU hEALTh Goes Live
In February, the first region of the state went 

live with the new Medicaid health care service 

delivery program known as BaYoU health. 

the program is the state’s new approach to 

coordinating care for 865,000 Medicaid and 

lachIP recipients. Its focus is on improved 

access to quality health care and better 

health outcomes for recipients. 

Under BaYoU health, Dhh has contract-

ed with five health Plans – amerigroup real-

solutions, lacare, louisiana healthcare con-

nections, community health solutions, and 

Unitedhealthcare community Plan – that are 

responsible for coordinating health care for 

their members. the four-parish new orleans-

area region and five-parish northshore region 

(known as Geographic service area a) are 

the first parts of the state to go live with BaY-

oU health. of the 245,757 eligible recipi-

ents in the first phase, the brekdown among 

health Plans for BaYoU health launch is:

• Amerigroup Real Solutions - 43,732

• LaCare - 42,196

• Louisiana Healthcare Connections   

        - 49,538

• Community Health Solutions - 52,741

• UnitedHealthcare Community Plan   

         - 57,139 

there were 411 recipients whose enroll-

ment in BaYoU health is voluntary who 

elected to remain in the current fee-for-ser-

vice program.

approximately 27 percent of eligible en-

rollees self-selected the health Plan they will 

be enrolled in for the month of February. 

recipients who did not choose a Plan have 

been assigned to one to begin receiving ser-

vices through a BaYoU health Plan. the 

automatic assignments prioritized assign-

ing people to a health Plan that included 

their current primary care providers. recipi-

ents will receive a confirmation letter from 

Medicaid listing which health Plan they are 

linked to, be given the opportunity to select 

a primary care provider (PcP), and will re-

ceive health cards from their Plan in addition 

to their Medicaid cards. If they do not select 

a PcP, one will be assigned to them by their 

health Plan. 

Medicaid and lachIP members have 90 

days from when they are enrolled in a health 

Plan to switch to another Plan. after that, a 

recipient can change health Plans anytime 

with a good reason, such as their prima-

ry care provider leaving the network. after 

BaYoU health is implemented statewide 

on June 1, recipients will have an annual en-

rollment period in which they can change 

Plans.

effective Feb. 1, recipients’ doctors will be 

able to determine which BaYoU health 

Plan a member belongs to through the Med-

icaid eligibility verification process. this in-

formation will also let providers know which 

Plan to bill for services or obtain authoriza-

tions as needed. 

the next area to go live, Gsa B, includes 

the capital area, acadiana, and south cen-

tral louisiana regions. the go-live date for 

Gsa B is april 1. 

BAYOU hEALTh coordinating care for

865,000 MEDiCAiD and 
LaChiP recipients
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TFL Community Advocacy 
Grants Available 
the louisiana campaign for tobacco-Free 

living (tFl) announced recently the avail-

ability of up to $460,000 in community ad-

vocacy Grants (caGs) for Fiscal Year (FY) 

2012-2013. tFl caGs, along with other tFl 

program elements, play an important role in 

changing community norms around tobacco 

use and perceptions of the tobacco indus-

try. In order to promote smoke-free policies 

and decrease other tobacco use in louisiana, 

these grants have been designed to reach key 

priority populations while assisting in the im-

plementation of effective and evidence-based 

practices in tobacco prevention and control.

the tFl caGs are available for non-

profit agencies, organized groups, 2- and 

4-year colleges/universities and/or coalitions 

throughout louisiana that have experience 

with advocacy, reducing health disparities, 

service industry employees, including enter-

tainers and bar/gaming facility employees, 

college students, and youth. the application 

is located on the tFl website, http://www.to-

baccofreeliving.org, and submissions are due 

by 12 p.m. on March 8, 2012.

LSMS Expresses Concerns 
About Budget
the presentation of Governor Bobby Jindal’s 

FY 2012-2013 executive Budget to the Joint 

legislative committee on the Budget in 

February drew an immediate statement of 

concern from the louisiana state Medical 

society. “we are deeply concerned reim-

bursement rates are in jeopardy of being re-

duced for physicians providing services to 

Medicaid recipients,” wrote lsMs President 

andy Blalock, MD. “although the increase of 

primary care provider rates required by fed-

eral health care reform shields some physi-

cians from the proposed cuts, possible fur-

ther rate reductions for the non-primary care 

providers will force many to seriously assess 

the economic feasibility of participating as 

a provider in the Medicaid program.” lsMs 

planned to discuss the proposed reductions 

with the Jindal administration and there-

fore refrained from referencing any specific 

terms, but indicated that they would be ac-

tively monitoring the situation “to ensure that 

all patients in the Medicaid system continue 

to receive adequate access to care.”

CDC Awards $339 Million 
for hiV Prevention
the centers for Disease control and Preven-

tion has begun awarding a total of almost 

$339 million to state and local health depart-

ments across the United states to fund hIV 

prevention activities this year. the awards are 

for the first year of a five-year funding cycle 

and represent a new direction for cDc hIV 

funding designed to achieve a higher level 

of impact with every federal hIV prevention 

dollar spent. the awards are a critical com-

ponent of cDc’s new high-impact approach 

to hIV prevention and better align resources 

to reflect the geographic burden of the hIV 

epidemic today. as part of this funding an-

nouncement, cDc is also providing the health 

departments with new, specific guidance for 

prioritizing the most effective prevention 

programs that will have the greatest impact 

on reducing new hIV infections. 

Funds were awarded to health depart-

ments in all 50 states, eight cities, the District 

of columbia, Puerto rico, Us Virgin Islands, 

and the six Pacific Island jurisdictions. the 

funds are allocated to individual health de-

partments according to a formula that better 

matches resources to the geographic burden 

of hIV, as measured by the number of people 

reported living with hIV in each jurisdiction. 

this new funding approach ensures that 

many areas with heavier hIV burdens receive 

urgently needed funding increases. 

cDc will award an additional $20 million 

to health departments by March 2012 as part 

of this funding cycle to implement innovative 

hIV prevention demonstration projects. cDc 

is currently reviewing applications for this 

competitive round of funding.

LAhP Elects 
2012 Board 
the louisiana association of 

health Plan’s Board of Direc-

tors is operating under new 

leadership in 2012. J. Peg-

ues, chief executive officer 

of coventry health care, 

was elected board President at the associa-

tion’s annual Meeting and recognition Din-

ner. Pegues is formerly the Vice President of 

the lahP Board of Directors. that role will 

be filled in 2012 by George Bucher of ameri-

group. Jeff Fernandez of humana will remain 

the secretary-treasurer. 

the association’s previous President, Glen 

Golemi of Unitedhealthcare, will be serving 

the board this year as a Director. he will be 

joined in that role by David Gandy of MultiPlan, 

Don hidalgo of health associates, lyle luman 

of wellcare, sonia Madison of lacare, warren 

Murrell of Peoples health, John Price of aetna, 

and carol solomon of Peoples health. 

the board’s appointed committee chairs 

are Michele calandro of Blue cross and 

Blue shield (legislative affairs committee); 

Brooke Flaherty tiner of aetna (regulatory 

affairs committee); Milam Ford, rPh, MBa, 

MPh, of Blue cross and Blue shield (Mem-

bership committee); Doug layman of Gilsbar 

(education committee); ronald ritchey, MD, 

of eQhealth solutions (Medical Director Fo-

rum); and ansley Zehnder of humana (com-

munications committee). 

Lewis Named innovation Advisor
the centers for Medicare and Medicaid ser-

vices (cMs) has named Julie lewis of amedi-

sys holding, llc in Baton rouge as one of 73 

Innovation advisors across the country. the 

“...possible further 
rate reductions for 
the non-primary 
care providers 
will force many to 
seriously assess the 
economic feasibility 
of participating as 
a provider in the 
Medicaid program.”

Pegues
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Innovation advisors Program is designed to 

broadly help individuals refine, apply, and 

sustain managerial and technical skills neces-

sary to drive delivery system reform for the 

benefit of Medicare, Medicaid, and children’s 

health Insurance Program (chIP) beneficia-

ries. this program will support individuals 

who can test and refine new models to drive 

delivery system reform

the Innovation advisors Program will al-

low skilled individuals in the health care sys-

tem to deepen several key skill sets, including:

• Health care economics and finance;

• Population health;

• Systems analysis; 

• Operations research.

these individuals will:

• Support the Innovation Center in testing 

new models of care delivery;

• Utilize their knowledge and skills in their 

home organization or area in pursuit of the 

three-part aim of improving health, improv-

ing care, and lowering costs through continu-

ous improvement;

• Work with other local organizations or 

groups in driving delivery system reform;

• Develop new ideas or innovations for 

possible testing of diffusion by the Innova-

tion center; and

• Build durable skill in system improve-

ment throughout their area or region.

For more information, please visit http://

innovations.cms.gov/initiatives/innovation-

advisors/index.html.

Mental health Still an issue 
for Katrina Survivors 
survivors of hurricane Katrina have strug-

gled with poor mental health for years after 

the storm, according to a new study of low-

income mothers in the new orleans area. 

the study’s lead author, christina Paxson 

of Princeton University, said that the results 

were a departure from other surveys both in 

the design and the results. the researchers 

were able to collect data on the participants 

before Katrina and nearly five years after the 

august 2005 storm, finding a persistence 

of poor mental health and gaining insights 

into how different types of hurricane-related 

stressors affect mental health.

the study revealed continued high levels 

of post-traumatic stress symptoms in con-

trast to other long-term studies that suggest-

ed faster recovery, said Paxson who is Prince-

ton’s hughes-rogers Professor of economics 

and Public affairs and dean of the woodrow 

wilson school of Public and International af-

fairs. “I think the lesson for treatment of men-

tal health conditions is don’t think it’s over af-

ter a year. It isn’t.”

In addition to helping mental health pro-

fessionals aid survivors of hurricane Katrina 

and other disasters, the research may guide 

policymakers in addressing areas that had a 

significant impact on the women in the study, 

such as home damage and rebuilding. Due to 

the makeup of the sample, Paxson cautioned 

that the study’s results cannot be assumed to 

apply to the population as a whole, but they 

shed light on natural disasters’ effects on a 

particularly vulnerable group.

the paper appears in the January issue of 

the journal Social Science and Medicine. 

Dhh Announces New 
Assistant Secretaries
Dr. laura Brackin has been named assistant 

secretary for the louisiana Dept. of health 

and hospitals (Dhh) office for citizens with 

Developmental Disabilities and Dr. anthony 

speier will serve as assistant secretary for 

the office of Behavioral health. 

Brackin, who is leaving the private sector 

to join state government, is replacing Julia 

Kenny, who is leaving the department to pur-

sue other interests. as assistant secretary of 

ocDD, she will be responsible for developing 

and implementing policy and procedure for 

louisiana’s developmental disabilities servic-

es system. she will provide leadership and di-

rection to statewide public and private agen-

cies that support people with developmental 

disabilities in accordance with the mission 

and vision of the office.

Brackin currently serves as executive di-

rector of the arc of louisiana. Prior to joining 

arc in 2006, she served as program direc-

tor and assistant professor for the commu-

nity Development Program in the University 

center for excellence at lsU health sciences 

center in new orleans. Prior to that, she was 

executive director of the Governor’s office 

of Disability affairs under former Gov. Mike 

Foster. she received a PhD in higher educa-

tion administration and her Master’s in agen-

cy counseling, both from the Department of 

educational leadership, research and coun-

seling at lsU. 

speier currently serves as Interim assis-

tant secretary of oBh. he is responsible for 

directing the development of short and long 

term goals and objectives as well as program 

operation that will result in the delivery of 

quality mental health and addiction services. 

this includes the implementation of the loui-

siana Behavioral health Partnership and the 

operation of community services and public 

psychiatric facilities in the state. Prior to that 

position, he served the Department for 30 

years in various roles, including Director of 

the Division of community service systems, 

statewide Director of Disaster Mental health 

services, and Director Division of Program 

Development and Implementation, before 

taking over as Deputy assistant secretary, 

Department of health and hospitals in 2008.

March of Dimes Commends 
Dhh and LA hospitals 
March of Dimes President Dr. Jennifer l. 

howse was joined by louisiana Department 

of health and hospital secretary Bruce D. 

Greenstein and state healthcare leaders re-

cently to recognize louisiana for its focus 

on fighting prematurity and improving birth 

“The researchers were able to collect 
data on the participants before 
Katrina and nearly five years after 
the August 2005 storm, finding a 
persistence of poor mental health...”
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outcomes. louisiana formally accepted the 

challenge issued by the association of state 

and territorial health officials and the March 

of Dimes to reduce prematurity rates 8 per-

cent by 2014.

the louisiana Birth outcomes Initiative is 

a multi-faceted initiative driven by top health 

care leadership to put an intense focus on 

finding solutions to the state’s poor birth 

outcomes. historically, louisiana has ranked 

among the bottom two or three states in 

the nation in prematurity and infant mor-

tality rates. among the key components of 

louisiana’s Birth outcomes effort is the 39-

week Initiative, which ties right into March of 

Dimes’ “healthy Babies are worth the wait” 

campaign, aimed at curbing the growing 

number of elective, non-medically indicated 

deliveries prior to 39 weeks.

louisiana’s 39-week Initiative is a volun-

tary program in which hospitals agree to es-

tablish policies to end the practice of these 

unnecessary early deliveries. Initially, Dhh 

asked the louisiana hospitals with the largest 

percentage of births to participate in the 39 

week Initiative. the response was outstand-

ing, with 20 hospitals across the state adopt-

ing the initiative by July 2011. now all of loui-

siana’s 58 birthing hospitals have signed on.

In addition to the 39-week Initiative, Dhh is 

putting in place a performance measurement 

to determine whether these interventions 

are successful and to ensure transparency in 

practice; implementing a statewide system to 

screen, refer and treat louisiana’s highest-risk 

pregnant women for behavioral health issues; 

and working to improve preconception and 

interconception health for women at high risk 

of poor birth outcomes in louisiana.

to learn more about 

Dhh’s effort to im-

prove birth out-

comes, go to 

www.boi .dhh .

la.gov.

Personal Care Services 
Suit Settled
the Department of health and hospitals 

(Dhh) has reached a settlement in a class ac-

tion brought by Medicaid beneficiaries of the 

long-term Personal care services (lt-Pcs) 

Program. “long-term Personal care servic-

es,” part of louisiana’s Medicaid program, 

provides personal care workers to help peo-

ple in their homes. care provided includes 

help with bathing, toileting, and grooming 

activities; eating and food preparation; per-

formance of incidental household chores; as-

sistance getting to medical appointments; 

and grocery shopping. 

Beginning in september of 2010, the De-

partment reduced the maximum hours of 

lt-Pcs to 32 hours per week. the lawsuit 

claimed that this put some people at risk of 

having to enter nursing homes for care, and 

therefore violated the americans with Dis-

abilities act. while the lawsuit was pending, 

Dhh created a process for lt-Pcs recipients 

receiving the maximum number of hours to 

request expedited access to the communi-

ty choice waiver Program. the settlement 

agreement extends that option to additional 

class members, who are those lt-Pcs recip-

ients that were receiving more than 32 hours 

when the new cap was adopted, but are cur-

rently approved for less than 32 hours. over 

the next three months, Dhh will mail writ-

ten notices to all persons affected by the 

settlement that will explain how to request 

assistance. 

the community choice waiver program 

provides personal care services as well as a 

variety of other services that assist people 

to remain in their homes and communities. 

Dhh will offer waiver slots to class members 

who apply, if they can show that without the 

additional services, they will not be able to 

maintain their health and are at serious risk 

of nursing facility placement. Dhh will ask 

the federal government for approval for an 

additional 200 community choice waiver 

slots. If any of these slots are not filled by 

class members, they will be added to the 

pool of slots that are available to others who 

are waiting for waiver services. 

a copy of the settlement agreement and 

hearing notice can be found at http://www.

advocacyla.org/tl_files/publications/law-

suits-legal/PittssettlementJan2012.pdf.

Fontenot Begins 2012 
Term as AhA Chair
on January 1st, teri G. Fon-

tenot, president and ceo of 

woman’s hospital in Baton 

rouge, louisiana began a 

one-year term as the chair 

of the american hospital 

association, becoming the 

top elected official of the na-

tional organization that represents more than 

5,000 of america’s hospitals and health sys-

tems. Fontenot is the first chair to be elected 

from louisiana, and is the fourth woman to 

hold the office in the aha’s 114 year history.

active at the state and national level, Fon-

tenot has served as chair of the louisiana 

hospital association and chairs the board 

of directors of louisiana hospital associa-

tion Insurance trust Fund. she held a six-year 

appointment on the nIh advisory council of 

women’s health research and served for six 

years on the sixth District board of directors 

of the Federal reserve Bank in atlanta.

Fontenot’s previous involvement with the 

aha includes chair of the aha health Forum, 

its for-profit subsidiary, a member of the aha 

Board of trustees, an ex officio member of 

the executive committee, chair of the op-

erations committee, and as a member of the 

governing council for the section for Mater-

nal child health. 

Guilty Pleas in health 
Care Fraud Case 
United states attorney Donald J. cazayoux, 

Jr. announced that carla clark and lillie la-

van, both of Pineville, louisiana, pled guilty 

before senior U.s. District court Judge Frank 

J. Polozola to counts of an indictment charg-

ing health care fraud. 

the indictment arose from a health care 

fraud scheme involving two companies 

known as Fusion services, llc and Grace 

social services, llc, which operated in 

Fontenot
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alexandria, louisiana and the surrounding 

areas. clark and lavan were licensed clinical 

social workers who worked with sonya wil-

liams, the owner of Fusion and Grace. clark 

and lavan participated in creating false and 

misleading medical records for Fusion indi-

cating that Medicare beneficiaries had re-

ceived individual, face-to-face psychothera-

py when, in fact, no such services had been 

provided. williams then prepared false claims 

for the purported psychotherapy services to 

elderly patients and submitted them to Medi-

care for reimbursement. Medicare paid Fu-

sion and Grace approximately $349,715 as a 

result of the billings. Most of the profits were 

deposited into williams’ personal accounts. 

as a result of her guilty pleas, clark fac-

es a maximum sentence of imprisonment of 

20 years, a $500,000 fine, or both. as a re-

sult of her guilty plea, lavan faces a maxi-

mum sentence of imprisonment of 10 years, 

a $250,000 fine, or both. the court may 

also order clark and lavan to pay restitution. 

sentencing has not yet been set for either 

defendant. 

State Medicaid Program 
receives Bonus
the louisiana Department of health and 

hospitals will receive a $1.9 million perfor-

mance bonus from the centers for Medicare 

and Medicaid services (cMs) as a result of 

the Medicaid Program’s efforts to ensure eli-

gible children were enrolled. the children’s 

health Insurance Program reauthorization 

act of 2009 (chIPra) established 

“Performance Bonuses” for 

states to support the 

enrollment and reten-

tion of eligible chil-

dren in Medicaid 

and chIP. More 

than $296 million 

was awarded to 23 

states for ensuring 

more children have 

health coverage.

as outlined in the stat-

ute, states must have in place 

at least five Medicaid and chIP program 

features known to promote enrollment and 

retention in health coverage for children. 

specifically, louisiana met the following cri-

teria: 12-month continuous eligibility; liberal-

ization of the state’s asset test; elimination of 

in-person interview requirements; use of the 

same application and renewal forms; and use 

of automatic or administrative renewal.

Medicaid Deputy Director and head of the 

BaYoU health program ruth Kennedy has 

been repeatedly recognized nationally for 

her efforts stretching back more than a de-

cade to significantly improve the process of 

enrolling people, particularly children, into 

Medicaid and lachIP. Just last month, cMs 

recognized Kennedy as one of 10 individuals 

who received the echoe (excellence in chil-

dren’s health outreach and enrollment) hon-

or for her outstanding efforts to identify and 

enroll eligible children in Medicaid and the 

children’s health Insurance Program (chIP).

Louisiana Tumor registry 
Wins National Award
the louisiana tumor registry (ltr) is one of 

four cancer registries in the national cancer 

Institute’s seer (surveillance, epidemiology 

and end results) Program to earn a 2011 First 

Place Data Quality Profile award. this is the 

second consecutive year ltr has earned a 

First Place award and the third time overall. 

the ltr is comprised of the central office 

at the lsU health sciences center new or-

leans school of Public health and eight re-

gional offices, including the Baton rouge re-

gional tumor registry (region II), a division 

of Mary Bird Perkins cancer center in 

Baton rouge. there are a total of 

17 seer registries in the United 

states.

the primary function of a 

cancer registry is to collect 

data on newly diagnosed 

cancer cases in a popula-

tion. Information collected 

includes demographic data, 

tumor type, stage of disease, 

and treatment. this data assists in 

health care decision making and formation 

of public policy. the seer Program evaluates 

the quality of data from each registry every 

year. It collects cancer incidence and survival 

data from 17 population-based cancer regis-

tries in the United states and is considered 

the standard for quality among cancer regis-

tries around the world.

Porche Leads State Nursing 
Licensing Board
Demetrius Porche, Dns, PhD, aPrn, FnP, cs, 

FaanP, Faan, Dean of the lsUhsc school 

of nursing, has been elected President of 

the louisiana state Board of nursing, which 

is tasked with assuring persons practicing as 

registered nurses and advanced Practice 

registered nurses are competent and safe. 

Porche will serve a two-year term (2012 and 

2013) as the board’s president.

Porche is also a Professor of nursing and 

holds an appointment in the lsUhsc school 

of Public health. he received his undergrad-

uate Bachelor of science in nursing degree 

from nicholls state University and his Mas-

ter of nursing and Doctor of nursing science 

from louisiana state University Medical cen-

ter. he completed Family nurse Practitioner 

post-graduate course work at concordia Uni-

versity wisconsin. Porche earned a Doctor-

ate of Philosophy from capella University in 

organization and Management with a spe-

cialization in leadership.

DME Owner and Patient 
recruiter Sentenced to Prison 
an owner and a patient recruiter for a louisi-

ana durable medical equipment (DMe) com-

pany were sentenced to 60 and 55 months in 

prison, respectively, for their roles in a $4.7 

million Medicare fraud scheme, according to 

the Department of Justice, the Department 

of health and human services (hhs), the 

FBI and the louisiana state attorney Gen-

eral’s office.

nnanta Felix ngari, the owner and opera-

tor of Unique Medical solutions, and ernest 

Payne, a patient recruiter for Unique, were 

also sentenced by U.s. District Judge James 

J. Brady of the Middle District of louisiana 

to serve two years of supervised release fol-

lowing their prison terms. ngari and Payne’s 
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co-conspirator, sofjan lamid, was sentenced 

by Judge Brady to three years of probation. 

ngari, Payne and lamid were also ordered to 

pay $2.5 million in restitution, jointly and sev-

erally with co-defendants. 

on aug. 16, 2011, after a two-week trial, 

a jury convicted ngari, Payne and lamid of 

one count of conspiracy to commit health 

care fraud and one count of conspiracy to 

osteopathic Medicine (aacoM) have com-

mitted to creating a new generation of doc-

tors, medical schools, and research facilities 

that will make sure our heroes receive the care 

worthy of their service. recognizing veterans 

and their families’ sacrifice and commitment, 

lsU health sciences center new orleans 

pledged to mobilize its uniquely integrated 

missions in education, research, and clinical 

care to train the nation’s physicians to meet 

veterans and their families’ unique health care 

needs, including Post traumatic stress Disor-

der (PtsD) and traumatic Brain Injury (tBI).

together, lsU health sciences center 

new orleans, the aaMc and aacoM are 

committing to enriching medical education 

along its continuum to ensure that physi-

cians are aware of the unique clinical chal-

lenges and best practices associated with 

caring for this group; develop new research 

and clinical trials on PtsD and tBI so that we 

can better understand and treat these condi-

tions; share their information and best prac-

tices with each other through a collaborative 

web forum created by the aaMc; and grow 

the body of knowledge leading to improve-

ments in health care and wellness for our 

military service members, veterans, and their 

families.

Bath Salts May Be Source 
of Flesh-Eating infection
a study led by russell r. russo, MD, a third-

year orthopaedic surgery resident at lsU 

health sciences center new orleans school 

of Medicine, has identified a new source of 

life-threatening necrotizing fasciitis – “bath 

salts.” the study, describing the first known 

case of necrotizing fasciitis from an intramus-

cular injection of the street drug known as 

“bath salts,” is published in the January 2012 

issue of Orthopedics.

necrotizing fasciitis is an orthopedic emer-

gency. the ability to quickly and accurately 

diagnose this rapidly spreading disease can 

save a patient’s life and limb. however, the di-

agnosis is complex because necrotizing fas-

ciitis usually manifests as a less severe cel-

lulitis or abscess while the majority of the 

damage rages beneath the surface of the 

skin. Deep muscular necrosis is often masked 

by a normal-looking overlying tissue bed. the 

potential causes and vectors, or carriers, con-

tinually change.

“the recent emerging popularity of this 

highly obtainable, injectable substance may 

lead to an increase in cases of necrotizing 

fasciitis,” concludes Dr. russo, “and surgeons 

must be ready to diagnose and perform ex-

tensive debridements in association with 

general surgeons in some instances to save 

limbs, preserve function, and prevent death.” 

the study team included Dr. noah Marks, 

Dr. Katy Morris, and associate Professor Dr. 

ronald rooney, in the lsUhsc new orleans 

Department of orthopaedic surgery, as well 

as Drs. heather King, and angelle Gelvin, MD 

in the lsUhsc new orleans Department of 

surgery.

healthcare Specialist Joins 
Breazeale, Sachse & Wilson 
Breazeale, sachse & wilson, 

llP (Bsw) announced eight 

attorneys have joined the new 

orleans office. among them 

was eve B. Masinter, who spe-

cializes in healthcare law. 

Masinter attended Paul 

M. hebert law school, lou-

isiana state University, where she served 

on the law review and graduated order 

of the coif. she is a partner concentrating 

her practice in employment, business, and 

healthcare litigation in both state and fed-

eral courts, including class action defense. 

she has handled administrative matters with 

Medicare, osha, and the eeoc. she also 

handles insurance coverage issues. Masinter 

is experienced in injunction proceedings in 

non-compete cases, on the side of manage-

ment in those involving Unions and in the 

areas of eeo laws, anti-discrimination, ha-

rassment and retaliation, the aDaaa, GIna, 

discipline and termination of employees, re-

cord keeping, medical records, and health 

care liability issues. she often conducts em-

ployee and supervisor training on issues 

such as avoiding harassment and retaliation 

in the work place. 

$4.7 
million 
         MEDiCArE 
         FrAUD 
         scheMe

defraud the United states and to pay and re-

ceive illegal health care kickbacks. Beginning 

in late 2003, ngari paid recruiters, including 

Payne, to locate and solicit prescriptions for 

medically unnecessary power wheelchairs, 

which ngari used as a basis to submit false 

and fraudulent claims, on behalf of Unique, 

to Medicare. as part of the scheme, Payne 

used churches and other Baton rouge loca-

tions to host “health fairs,” at which Medicare 

beneficiaries would be prescribed medically 

unnecessary power wheelchairs by doctors, 

including lamid. lamid and the other physi-

cians were paid illegal kickbacks by recruit-

ers based on the number of power wheel-

chair prescriptions generated at the health 

fairs. Payne, likewise, was paid kickbacks by 

ngari based on the number of prescriptions 

he brought to Unique.

to learn more about the health care Fraud 

Prevention and enforcement action team 

(heat), go to www.stopmedicarefraud.gov.

LOCAL

LSU to Combat TBi/PTSD in Vets
as part of First lady Michelle obama’s Join-

ing Forces initiative, lsU health sciences 

center new orleans, the association of 

american Medical colleges (aaMc), and 

the american association of colleges of 

a

Masinter
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LAhP Awards Scholarships 
to Tulane Students
the louisiana association of health Plans 

has awarded $5,000 scholarships to two stu-

dents at tulane University who show prom-

ise in futures with louisiana’s health benefits 

industry. Jay Grisoli and Jeff DiDaniels, both 

graduate students earning their Masters De-

gree in health administration, were recog-

nized as awardees of the lahP Gil Dupré 

Graduate student scholarship. Both students 

demonstrated impressive achievements in 

both academic and professional health care 

organizations, and their community involve-

ment has been admirable, said lahP. 

DiDaniels currently serves as the admin-

istrative resident at tulane Medical center 

where he is getting hands-on experience 

with the complexities of health care manage-

ment. he holds a Bachelor of arts degree 

from the University of richmond, where he 

majored in Biology and minored in Business 

administration. 

Grisoli credited his International trade and 

Finance degree from louisiana state Universi-

ty for giving him a better understanding of the 

notions of value and risk as fundamental con-

cepts in providing health benefits to a com-

munity. his application showed an impressive 

understanding of the health benefits industry 

and a commitment to success, said lahP. 

this is the first time in the history of the 

lahP Graduate student scholarship that 

two recipients were selected to receive the 

award. the lahP scholarship is designat-

ed for students enrolled in their final year 

of an accredited graduate health care man-

agement program. the award was recently 

named for Gil Dupré, the association’s retir-

ing chief executive officer. 

LSU Finds Trigger for 
Breast Cancer Spread
research led by shyamal Desai, PhD, assis-

tant Professor of Biochemistry and Molecular 

Biology at lsU health sciences center new 

orleans, has discovered a key change in the 

body’s defense system that increases the po-

tential for breast cancer to spread to other 

parts of the body. the results, reported for 

the first time, are featured in the January 2012 

issue of Experimental Biology and Medicine.

the research, funded by the national Insti-

tutes of health, found that a cellular defense 

system called the IsG15 pathway, which is 

normally involved in fighting bacterial and vi-

ral infection, is triggered in breast cancer to 

disrupt normal cytoskeletal function and in-

crease the possibility that the cancer cells will 

metastasize, or spread. Dr. Desai noted that 

this discovery has important implications in 

other cancers as well. 

the research team also included arthur 

haas, PhD, and Dr. Desai’s lab members 

ryan reed, surendran sankar, PhD, and Ju-

lian Burks in the lsUhsc Department of Bio-

chemistry and Molecular Biology, Jerome 

Breslin, PhD, in the lsUhsc Department 

of Physiology, and ashok Pullikuth, PhD, in 
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the lsUhsc Department of Pharmacolo-

gy, as well as scientists at the UMDnJ-rob-

ert wood Johnson Medical school in new 

Jersey, and the University of Pennsylvania 

school of Medicine in Philadelphia.

Local BioTech Firm Launches 
Chocolate-Based Toothpaste
In January, a new orleans Biotech firm 

launched its new theoDent chocolate-

based toothpaste. the company made na-

tional headlines over two years ago with the 

discovery that an extract of chocolate was a 

safe alternative to fluoride in fighting tooth 

decay. that research is now being marketed 

as theoDent toothpaste, which hit store 

shelves early this year.

theoDent contains the patented ren-

nou™, a proprietary blend including a natural-

ly-occurring compound found in chocolate. 

the discovery stems from research conduct-

ed in new orleans at tulane, lsU, and the 

University of new orleans. 

Kee Named Educator of the Year 
edwin Kee, Master cDt, assistant Professor 

of clinical Prosthodontics at the school of 

Dentistry at lsU health sciences center new 

orleans, has been named educator of the 

Year by the national association of Dental 

laboratories (naDl). the naDl, a federa-

tion of state commercial dental laboratory 

associations formed in 1951, is the unified 

voice of the dental laboratory industry sup-

porting dentistry and serving the public in-

terest by promoting high standards. 

Kee holds a Master certified Dental tech-

nician designation and completed all of the 

exams and specialties in a four-year period. 

he is the youngest cDt to achieve master 

status. a graduate of the lsUhsc school 

of Dentistry who earned both associate of 

science and Bachelor of science degrees in 

Dental laboratory technology, Kee has been 

a member of the lsUhsc faculty since 1999.

Kee teaches future dentists and dental 

technicians about caD/caM (computer-aid-

ed Design/computer-aided Manufacturing) 

technology. he also manufactures the dental 

students’ restorations at the school’s dental 

laboratory. Believing that knowledge about 

what a laboratory does and how to do their 

own laboratory work makes better prosth-

odontists, Kee encourages graduate prosth-

odontist students to become cDts as well.

Northshore internal Medicine 
Associates Moves 
northshore Internal Medicine associates 

will move from north oaks office Plaza to 

the new north oaks clinic Building at 15813 

Paul Vega, MD, Drive in hammond. the clinic 

will occupy suite 300 and will continue to be 

staffed by Drs. charles Ducombs, Jay Kumar, 

william Plunkett, and susan Zacharia.

the new 4-story, 80,000-square-foot facil-

ity is located on the north oaks Medical cen-

ter campus adjacent to the Diagnostic center. 

Its proximity to north oaks Diagnostic center 

maximizes patient convenience when outpa-

tient testing or imaging is needed. the clinic’s 

phone number will remain the same. 

LSU researcher identifies 
Prostate Cancer Target 
research led by wanguo liu, PhD, associate 

Professor of Genetics at lsU health sciences 

center new orleans, has iden-

tified a new protein critical to 

the development and growth 

of prostate cancer. the findings 

are published online in the early 

edition of Proceedings of the Na-

tional Academy of Sciences.

Dr. liu and his team discovered 

a protein called arD1 which is in-

volved with the male hormone, 

androgen, and its receptor. Pros-

tate cancer is a hormone-regulat-

ed disease and the main hormone 

is androgen. androgen activates 

its receptor - androgen receptor 

(ar) to play a critical role in the 

development and progression 

of prostate cancer. therefore, 

androgen deprivation therapy 

has been a standard treatment 

for advanced prostate cancer. 

however, a majority of tumors in-

variably relapse and become an 

androgen-independent prostate cancer from 

which most patients eventually die.

to find an alternative strategy to treat 

prostate cancer, Dr. liu’s group is studying 

androgen receptor activators and increasing 

levels of these activators leading to prostate 

cancer. Following the discovery of this new 

protein, they determined that arD1 is over-

produced in the majority of prostate cancer 

samples, that it activates the androgen re-

ceptor, and that it is an essential component 

of prostate cancer cell growth. 

THEODENT Chocolate-based toothpaste
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Adopting Electronic 
Health Records and 

Achieving Meaningful Use

his is an enormous milestone for America’s 

health care providers,” said Farzad Mostashari, 

MD, ScM, national coordinator for health in-

formation technology at ONC. “EHR-enabled 

In November 2011, the Office of the National Coordinator for Health Information 

Technology (ONC) announced that the country’s network of 62 Regional Extension 

Centers (RECs) had achieved one of its first major milestones – gaining commitments 

from 100,000 primary care providers (PCPs) to adopt electronic health records (EHRs) 

in a meaningful way. Representing roughly one-third of all PCPs in the U.S., these 

100,000 providers are building the foundation of a fully-electronic health care system.

 The Louisiana Health Information Technology (LHIT) 

Resource Center, part of the REC network, met its target of 

enrolling 1,042 priority primary care providers in Louisiana. 

In addition, nearly 200 other physicians are participating, 

including specialists like cardiologists and psychiatrists. The 

Resource Center also provides on-the-ground assistance, 

guidance and information to critical access/rural hospitals 

for EHR adoption and implementation.  

 The main components of meaningful use are: use of a 

certifed EHR in a meaningful manner; use of certified EHR 

technology for electronic exchange of health information to 

improve the quality of care; and use of certifed EHR technol-

ogy to report quality measures. The five priorities of mean-

ingful use are: improving safety, quality and efficiency while 

reducing health disparities; engaging patients and families 

in their care; improving care coordination; improving popu-

lation and public health; and ensuring privacy and security 

of personal health information.

 Craig Vitrano, MD, is Chief Medical Officer at St. Eliza-

beth Hospital in Gonzales, which is part of the Franciscan 

Missionaries of Our Lady Health System. He also is Ex-

ecutive Vice President of St. Elizabeth Physicians, a wholly 

providers are taking the first steps in transforming health 

care in the U.S., enhancing the safety and quality of care for 

patients. We would not have been able to accomplish this 

without the hard work of regional extension centers across 

the country.”

 As part of the American Recovery and Reinvestment Act 

(ARRA) of 2009, ONC funded RECs across the country to 

help more than 100,000 primary care providers meaning-

fully use EHRs by April 2014. The overall goal is that all 

Americans will have access to their personal EHR by 2014. 

quality
correspondent by cindy MUnn

‘‘
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owned subsidiary of St. Elizabeth Hospital. 

The physician group knew it wanted an 

electronic health record system, and the 

challenge was finding the right fit with a 

system. “We started off with the idea we 

had to change, we had to transform, and 

we needed the tools that would allow us 

to be successful,” Vitrano says. A system 

was chosen, but it was better suited for 

larger groups. So, they assembled a creative 

partnership between Our Lady of the Lake 

Physician Group, The Baton Rouge Clinic, 

and St. Elizabeth Physicians and called it 

CASSO – the Capital Area Shared Services 

Organization. Under this arrangement a 

patient receiving care from any of these 

entities would have a shared record with 

physician access. “We think going forward 

this will be important in the sense that 

it will change how we look at population 

health and be able to improve the health 

of the whole community. By bringing all 

of these doctors together, especially on a 

single instance of records, we believe we 

will be ahead of that game,” he says.

 Currently CASSO is in the EHR adop-

tion stage and in the process of system 

transitioning, building, and planning their 

go-live roll out which is set for June 2012. 

The plan is to stagger the roll out with St. 

Elizabeth Physicians, the smallest of the 

three partners, going live first. Two months 

later, The Baton Rouge Clinic group will roll 

out, followed two months later by the Our 

Lady of the Lake Physician Group.

 Vitrano counts the Resource Center as 

beneficial for CASSO physicians and staff 

who are working with Program Manager 

Nadine Robin and Program Coordinator 

Diete Dobroski. As CASSO moves closer 

to its go live date, Vitrano expects the Re-

source Center to be important when they 

encounter “those bumps that will occur 

along the way. As much as we plan for it, 

that will happen and we have to be able to 

deal with it. If we don’t, then we are being 

counterproductive to our goals.”

 Vitrano advises any physician consider-

ing EHR adoption to understand that the 

process requires physician buy-in. “They 

have to understand this is a significant 

commitment in time and dollars,” he says. 

“When the physician goes live what most 

experts recommend is slowing down the 

number of patients they need to see early 

in the transition phase. Well, that goes 

straight to the old pocketbook.” 

 He cautions physicians against thinking 

the process will immediately make their life 

better. “After a while, it definitely should al-

low them to help more people in the future 

by improving the quality and efficiency of 

care. That is the primary benefit,” he says

 At their internal medicine practice in 

Covington, P. Craig Parker, MD and David 

D. Tran, MD reached meaningful use at 

the end of December 2011. Bonny Ken-

nedy, Lead Implementation Specialist for 

the Resource Center, worked with the phy-

sicians and their office staff throughout 

the process.

 Parker says they were prepared as best 

they could, but one cannot predict every 

challenge that may arise during imple-

mentation. “Early on, Bonny was instru-

mental in helping my office know how to 

go about evaluating what programs to get, 

what information they needed, guiding 

them through the process, and helping 

us through every nitpicking problem that 

by cindy MUnn

‘‘By bringing all of 
these doctors together, 
especially on a single 
instance of records, 
we believe we will be 
ahead of that game.’’
cRaig ViTRano, Md 
Chief Medical Officer 
St. Elizabeth Hospital
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came up, not with the system per se, but 

use of the system to do things we needed in 

order to be successful and reach meaningful 

use,” he says. “She was very instrumental 

in coming up with ideas and working with 

us to accomplish our goals. Quite frankly, 

without that kind of help, we wouldn’t be 

having a conversation like this. I am quite 

sure we would not have reached meaningful 

use without her help.”

 He observes that the move to electronic 

health records means there are now three 

parties in the exam room – the patient, the 

physician, and the computer. For Parker, this 

new environment is one that he is learning 

to navigate. “I have to communicate with 

of events returns to the clinic. “I am begin-

ning to like it more.” he says. “There are 

advantages and disadvantages to anything 

you do, including preparing EHRs or pa-

per charting. The disadvantage to having 

EHRs is the process of entering all the nec-

essary data. The major advantage is having 

the convenience of accessing records at 

your fingertips any time of the day.”

 He is confident that EHRs will get bet-

ter every year and optimistic that the re-

lationship between physician and patient 

will improve. “The patients are expecting 

to have this as part of their physician 

visit,” he notes.

 “EHRs are the future of patient care,” 

says Robin. “The Resource Center contin-

ues to offer technical assistance, guidance, 

and information to support and accelerate 

health care providers’ efforts to adopt and 

meaningfully use EHRs. Whether provid-

ers are eligible for the Medicare/Medicaid 

incentive programs or not, we’re here to 

help them adopt this new technology and 

use it to its fullest potential,” she adds. 

 For more information about LHIT Re-

source Center services, email rec@lhcqf.org 

or visit www.lhcqf.org.

Cindy Munn is the Executive Director of the 
Louisiana Health Care Quality Forum

quality
correspondent

‘‘I am beginning to like it more. 
There are advantages and 
disadvantages to anything you 

do, including preparing EHRs or paper 
charting. The disadvantage to having EHRs is 
the process of entering all the necessary data. 
The major advantage is having the 
convenience of accessing records at your 
fingertips any time of the day.’’ daVid d. TRan, Md

the patient, and I have to communicate with 

the computer. Whereas before I could talk to 

a patient and write things down in a flow of 

thought. The patient always felt the bond 

with me even if I was writing. And I could 

stop at the drop of a hat, ask a question and 

go right back to the flow of thought on the 

paper. I can’t do that with the computer. The 

computer is asking me certain questions to 

answer. I am having to answer them from 

screen to screen.”

 Parker notes he is learning to balance pa-

tient relationships, the time he spends dur-

ing a patient’s visit, and adequate electronic 

documentation. He says he is happy his 

practice reached meaningful use and sees it 

as a future benefit. His advice for practitio-

ners is to “look at your long-term plans and 

do your homework as to what impact this is 

going to have on those plans.”

 According to Tran, the EHR process is 

akin to learning how to swim. In the be-

ginning one feels like they are drowning 

with all the information to gather and en-

ter into the computer. However, with time, 

things get better and a more normal flow 
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The Path Not Taken
Choices in Medicaid Managed 

Care Delivery Systems

tates looking for cost-saving solutions have cre-

ated a bit of a stampede to initiate or expand en-

rollment in Medicaid managed care programs, 

especially those promoted by private insurers.  In 

The Great Recession has done major damage to public spending for vital services at 

every level of government with states taking the brunt of the damage. Medicaid, 

which serves low-income populations, has not been spared. In an economic climate 

that forces many of the newly unemployed to enroll in Medicaid and other assistance 

programs, deep cuts in provider rates have reduced access to health care. Numbers of 

persons in need of care have grown significantly over the past four years but in many 

cases those actually receiving treatment have declined dramatically.  

policy
correspondent

Louisiana has had a statewide, state-operated managed 

care plan for almost ten years with an annual enrollment 

of 750,000 Medicaid recipients, including about 600,000 

children. The program has enjoyed modest success in a 

number of ways, including maintaining cost increases at 

a low level. Approximately half of Louisiana children are 

covered by Medicaid/LaCHIP, so the contribution of the 

program on child health performance measures is signifi-

cant. (See chart on following page) 

Since this survey was taken in 2007, the adoption of 

medical homes by Louisiana physician providers has in-

creased significantly. According to 2011 data from the 

National Committee on Quality Assurance, Louisiana 

ranked 12th nationally for physicians certified as medical 

home providers, many of them providing services through 

the Medicaid CommunityCARE program. Also, Louisiana 

ranked 9th in the nation in 2009 for immunization of chil-

dren but for unknown reasons has fallen to 30th in 2010.

Mathematica, a well-respected consulting firm, com-

pleted a study in 2010 titled “Value for the Money Spent? 

Exploring the Relationship Between Medicaid Cost and 

Quality.” It is a significant departure from other surveys 

2000, according to federal data, there were 19 million Med-

icaid enrollees (55% of the Medicaid population) in vari-

ous managed care arrangements. By 2010 that figure had 

almost doubled to 36 million or almost three-quarters of 

the Medicaid population. Of those in managed care, almost 

27 million were enrolled in risk-based plans operated by 

private insurers and about 9 million were enrolled in state-

operated plans known as Primary Care Case Management 

(PCCM) programs. 

by daVid Hood
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 U.S. average La Score La rank

Children insured 90.9% 94.8% 7

Those lacking consistent coverage 15.1% 9.4% 8

Receiving preventive health care 88.5% 88.6% 19

Receiving preventive dental care 78.4% 76.5% 42

Screening for developmental or behavioral problems 19.5% 28.7% 6

Mental health care for those requiring counseling 60.0% 55.3% 40

Receiving care within a medical home 57.5% 55.3% 43

Survey is sponsored by U.S. Department of Health and Human Services

nationaL SUrvey of chiLdren’S heaLth 2007

policy
correspondent

and studies in that it ranks states accord-

ing to the level of quality obtained for dol-

lars spent on children’s health. It divides 

49 states and the District of Columbia into 

three tiers: Tier A (best value) includes 13 

states that have above the median quality 

and lower than median costs. Tier C (worst 

value) includes 11 states that have lower 

than median quality but higher than medi-

an costs. Tier B includes the remaining 26 

private, that strives to provide excep-

tional care. Those who administer health 

plans, including Medicaid, have also done 

a commendable job. Despite progress 

over the past decade, there appears to be 

unanimous agreement that fundamental 

reforms are needed. With or without the 

federal Affordable Care Act, cost contain-

ment, access to care, and quality will con-

tinue to need constant improvement in 

be as predicted or will they be diverted to 

plans with high overhead and profit? Will 

access to care or quality of care suffer? Our 

policymakers have already indicated their 

satisfaction that all is well. But without an 

adequate public and transparent oversight 

process, how will we know if something is 

going wrong before it’s too late?

Three states have determined that an al-

ternative delivery system was preferable to 

high-cost, unresponsive private plans for 

Medicaid. Several states have studied and 

adopted the “North Carolina model” main-

ly because of its success in improving ac-

cess and quality while keeping costs under 

control. That model can be modified to suit 

the particular needs of any state. Also, re-

cent actuarial studies have indicated high 

levels of savings for North Carolina. While 

Oklahoma and Connecticut embrace the 

PCCM paradigm, Louisiana abandons it to 

explore unfamiliar territory.

These discontented states are among the 

outliers while there are other states that 

appear—so far—to be satisfied customers. 

However, Medicaid managed care plans, 

unlike many other products, don’t come 

with a warranty. 

For Medicaid, the key question is not 
whether reform should take place, 

but rather what is the best delivery 
system to ensure the desired results.

states which have near-median quality and 

costs; high quality and costs; or low quality 

and costs. Louisiana, a low-spending state 

with higher than median quality, is in Tier 

A. (For full results see “Checkup on Bayou 

Health Reform” at www.la-par.org)

On the whole, these measures reflect 

a provider community, both public and 

any system that hopes to provide the best 

for Louisiana citizens and customers. 

For Medicaid, the key question is not 

whether reform should take place, but 

rather what is the best delivery system to 

ensure the desired results.  Should the pro-

gram be privatized if the likely outcome 

would be higher costs? Are savings going to 
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north caroLina
Community Care of North Carolina 

(CCNC) is an Enhanced Primary Care Case 

Management (E-PCCM) system similar 

to Louisiana’s current system, only more 

advanced in terms of coordination of care. 

North Carolina contracts with community 

networks, whereas Louisiana contracts 

with individual primary care providers. 

It was started in 1998 in three of the 14 

state regions but has grown since then to 

statewide with almost a million enrolled. 

The feature that makes it unique is its 

decentralized structure. Instead of a top-

down approach like most state Medicaid 

agencies, CCNC has a relatively small state 

staff, reportedly only about 20 full-time 

staffers for clinical, data, and program per-

sonnel. More robust staffing is found at the 

regional level where most of the care man-

agement activity occurs.

Local control is seen as a major key to 

success. The broad medical community 

participates in the network and the collab-

oration fosters creativity and ownership. 

Each network has considerable freedom 

to implement programs and set priorities. 

The statewide structure enables initiatives 

piloted in one of the networks to be imple-

mented on a statewide basis if it has proved 

to be successful locally. The state office also 

provides support services, including data 

analysis, recruitment, etc.

North Carolina Community Care - 
Enhanced Primary Care Case Management 
(E-PCCM)
•  945,000 enrollees

•  Decentralized  program  has  14  local 

networks to provide primary care, care co-

ordination and care management.

•  Physician-led networks include prima-

ry care physician (PCP) and medical home, 

hospitals and other providers.

•  Local networks hire case managers to 

assist physician practices with care coordi-

nation.

•  The  typical  network  has  60,000  en-

rollees. The state pays $3 per member per 

month, or about $2.1 million per year, to 

fund case managers and other resources.

•  CCNC  has  14  networks  covering  the 

14 regions in North Carolina, 3,500 pri-

mary care physicians and 1,200 medical 

homes.

•  Savings to state $1.0-1.5 billion over 4 

fiscal years (2007-2010) according to two 

separate independent estimates.

okLahoma
In the late 1990s, the Oklahoma Health 

Care Authority had established two sepa-

rate programs for Medicaid care delivery: 

a capitated private Managed Care Organi-

zation (MCO) model operational in three 

urban areas and a partially capitated state-

run PCCM model in rural areas. Oklahoma 

in 1999 elected to enroll a portion of its 

high-cost population — the aged, blind 

and disabled — as a cost-control measure. 

This proved to be difficult for private capi-

tated plans in urban areas that found it 

more expensive to care for this group than 

they had anticipated and they began to de-

mand higher rates. 

The state-run PCCM model seemed more 

able to handle the new caseload and indeed 

a 2003 evaluation indicated that the state-

run PCCM model was performing better 

than the private capitated MCOs. After 

several private MCOs dropped out and the 

remaining ones demanded higher rates, 

officials decided to expand the state-run 

PCCM model to the urban areas at one-

fourth of the private MCO cost and staff. 

After abandoning the private MCO 

model, the state improved its state-run 

PCCM program with new initiatives such 

as nurse care management, a health man-

agement program and a patient-centered 

medical home plan.

connecticUt
The state of Connecticut announced in 

February 2011 that it would abandon its 

current system run by for-profit managed 

care organizations and transfer 600,000 

Medicaid clients to an Enhanced Primary 

Care Case Management program, which 

would provide medical homes with care co-

ordinated by their providers. Lt. Gov. Nancy 

Wyman said under the new system, the 

state would assume the risk of paying medi-

cal claims, but it would now know what it 

is paying for. With 600,000 people in a net-

work, there would be more predictability 

and accountability. The MCO contracts are 

costing the state $863.6 million this year.

“We were not getting what we wanted 

in terms of coordinated care with the 

MCOs (managed care organizations),” said 

Wyman, who added there was little trans-

parency in terms of profits and adminis-

trative overhead, and generally the use of 

MCOs has not saved money over the last 

decade.

David Hood is the Senior Healthcare Analyst, 
Public Affairs Research Council of Louisiana
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Hospitals Launch Statewide 
Wellness Initiative
The Louisiana Hospital Association (LHA) 

has announced a new workplace wellness 

initiative for hospitals throughout the state. 

The Smart Choices, Better HealthSM Hospital 

Campaign is an LHA board-directed initia-

tive that will be implemented in two phases 

over a three-year period. Phase one will fo-

cus on healthy eating, exercise, and weight 

loss. Phase two will focus on smoking cessa-

tion. Over 100 hospitals formally committed 

to the Smart Choices, Better HealthSM Hospi-

tal Campaign.

Hospital CEOs throughout the state ap-

pointed Campaign Champions, who at-

tended an orientation in Baton Rouge to 

receive the training and resources needed 

to form a wellness team at their hospitals. 

These teams will implement hospital-spe-

cific worksite wellness action plans for their 

employees and communities.

The Louisiana Department of Health and 

Hospitals (DHH) and the Louisiana Busi-

ness Group on Health provided resources 

for hospitals to use in the planning and im-

plementation of their programs. The Louisi-

ana Worksite Wellness Toolkit and Resource 

Guide is designed to assist worksites with 

implementing strategies that have been 

proven to be effective. The toolkit shows 

employers ways to get started and make a 

difference in the health of employees, re-

gardless of the size of the worksite and its 

available resources.

To learn more visit www.SmartChoices-

BetterHealth.org.

Lakeview Regional Adds 
New Cardiac MRI
Lakeview Regional Medical Center recent-

ly incorporated the Signa HDxt 1.5T Twin 

Speed Magnetic Resonance Imaging system 

into its broad spectrum of state-of-the-art 

diagnostic tools. Lakeview said the system 

is the first in the state and one of only three 

in the region. It provides improved image 

clarity, enhanced clinical applications, and 

productivity advantages, all within a com-

prehensive diagnostic platform. 

The new technology offers the ability 

to perform cardiac MRI with stress testing 

which allows cardiac physicians the unique 

ability to characterize cardiac tissue, blood 

vessels, and cardiac valve function for plan-

ning throughout the treatment plan. The in-

creased speed of the system results in short-

er exam times for patient convenience.

STPH Staff Trains for 
Pediatric Emergencies
St. Tammany Parish Hospital recently part-

nered with Louisiana State University Health 

Sciences Center to provide STPH physicians 

and emergency department staff point-

of-care simulation training for pediatric 

emergencies.

STPH requested the training to ensure its 

emergency department staff is prepared to 

provide the utmost level of care during pe-

diatric emergencies. The program’s goal is 

to improve patient care and procedural skills 

by practicing and demonstrating skills on 

medical simulators and task trainers. The 

training improves the efficiency and com-

munication skills of STPH staff when manag-

ing patients in complex medical situations. 

SMH Votes to Keep Davis as CEO 
At a special meeting of the Slidell Memorial 

Hospital Board of Commissioners, the Board 

voted unanimously to offer the position of 

Chief Executive Officer to Bill Davis, who has 

been the acting CEO since August 2011.

Board Chairman Larry Englande indicat-

ed that when measured against the other 

candidates, Davis’ credentials and what he 

has done as a healthcare executive set him 

 HOSPITALrounds
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apart as “the right and best person to lead 

our hospital forward.” Englande stressed 

the board will begin immediately to negoti-

ate the terms of employment with Davis and 

hope to announce soon that he will accept 

the position permanently.

Before voting on their preferred new 

CEO, the Board went into executive ses-

sion to gather input and suggestions from 

directors and physicians regarding the se-

lection. The Board has been working with 

executive search firm Witt/Kieffer since 

late November. Over 100 applications were 

received. 

Davis joined Slidell Memorial Hospital as 

Chief Financial Officer in January 2001. He 

boasts an extensive work history in health-

care financial management, with more than 

23 years of experience in this arena. Davis 

earned a Master of Business Administra-

tion degree at the University of New Or-

leans in addition to a bachelor’s degree in 

accounting from the University of Southern 

Mississippi. Davis graduated from both the 

Dale Carnegie Leadership Series and the 

New Orleans Chamber of Commerce Lead-

ership Institute.

Louisiana Heart Hospital 
Implants Smallest Heart Pump
The Louisiana Heart Hospital in Lacombe 

announced recently that it was the first 

hospital on the Northshore to implant the 

world’s smallest heart pump called the Im-

pella. Louisiana Heart Hospital cardiologist, 

Ali Amkieh, MD, successfully implanted the 

device in his 81-year-old patient. 

In the past, cardiac patients typically had 

only two options to treat their blocked ar-

teries and restore blood flow to the heart: 

either open heart surgery or angioplasty. 

In 2008, the FDA approved the use of the 

Impella 2.5 by Abiomed. The tiny device is 

a minimally-invasive, catheter-based cardiac 

assist device designed to directly unload the 

left ventricle in the heart, reduce the heart’s 

workload and oxygen consumption, and in-

crease blood flow to other parts of the body.

West Jefferson Medical 
Center Offers BOOST
West Jefferson Medical Center (WJMC) 

is participating in the Society of Hos-

pital Medicine’s (SHM) year-long Proj-

ect BOOST Mentoring Program. Project 

BOOST (Better Outcomes for Older adults 

through Safe Transitions) is a national qual-

ity improvement program which aims to 

improve the care of patients as they tran-

sition from hospital to home or other care 

facilities. Project BOOST assesses each pa-

tient’s individual risk for re-hospitalization, 

and customizes the discharge process by 

working with the patient and their family 

to ensure they understand their diagno-

sis, prescribed medications, and confirmed 

Your Source 
for Local News, 
Information, 
and Analysis

www.Healthcare
JournalNO.com
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follow-up care after hospitalization. WJMC 

is planning a brief pilot of the program be-

fore expanding it to all of their patients.

For more information on Project BOOST, 

visit www.hospitalmedicine.org/boost.

STPH Adopts Reduced 
Radiation Technology
At the Grand Opening of its new Mandev-

ille Diagnostic Center, St. Tammany Parish 

Hospital introduced the Northshore to the 

latest technology in diagnostic imaging 

and laboratory testing. The state-of-the-art 

equipment STPH is launching at all diagnos-

tic locations reduces radiation exposure by 

50 percent or more and provides some of 

the fastest, highest-resolution images on 

the market.

The Mandeville Diagnostic Center pro-

vides a range of outpatient diagnostic needs 

including on-site laboratory and radiology 

services, 64-slice computed tomography 

(CT) scanning, X-ray, ultrasound and outpa-

tient cardiology electrocardiograms (EKG).

Children’s Hospital to 
Perform Rare Transplant
On Feb. 24, Children’s Hospital performed 

its first bone marrow transplant (BMT) from 

an unrelated donor for a sickle cell patient.

“There have been around 20 sickle cell 

patients in the United States who have un-

dergone this procedure with an unrelated 

donor,” said Dr. Lolie Yu, director of Chil-

dren’s Hospital’s Hematology/Oncology de-

partment and bone marrow transplant pro-

gram, and professor of pediatrics at LSU 

Health Sciences Center–New Orleans. “In 

general, the donor comes from within the 

family, but most patients only have a 25 per-

cent chance of finding an appropriate match 

from a relative. This transplant is riskier than 

with related donors, but we’ve found a per-

fect match.”

Sickle cell is an inherited disease in which 

normal, disc-shaped red blood cells, which 

take oxygen to every part of the body, 

change into fragile crescent moons that re-

semble a sickle, a curved blade used to cut 

crops like wheat. Sickled cells often break 

into pieces and block blood flow, causing 

severe pain and potential damage to or-

gans, muscles, and bones. In addition to 

bouts of pain (called crises), which may last 

for hours or days, in the hands, feet, belly, 

back or chest, it can also lead to infections 

and stroke. People with sickle cell disease 

often have anemia, caused by a shortage 

of red blood cells, which makes them weak 

and tired. 

EJGH Named a Top Performer
East Jefferson General Hospital was recent-

ly named among the 2011 Top Performing 

Hospitals in the Premier healthcare alliance’s 

national QUEST® collaborative. Based on 

three years (January 2008-December 2010) 

of the QUEST: High Performing Hospitals 

collaborative, East Jefferson General Hospi-

tal was recognized for:

• Improvement in delivering recommend-

ed evidence-based care to every patient, 

every time by 16 percent. For example, pro-

viding flu vaccinations to all pneumonia pa-

tients or prescribing a high blood pressure 

or chest pain medication to all heart attack 

patients prior to discharge.

• Reducing mortality rates by 40 percent.

• Safely reducing the cost of care per ad-

justed discharge by 30 percent.

QUEST supports hospitals in delivering 

the best care possible, as well as sharing col-

laborative solutions to improve healthcare 

nationwide and influence public policies. 

Together, the current 278 QUEST members 

share ideas, strategies, and proven practic-

es to reduce variation, an approach that has 

been shown to improve care quality, safety 

and cost.

Ochsner Nurse Recognized 
Ochsner Medical Center–North Shore in 

Slidell recently awarded Fran Wagues-

pack, RN with The DAISY Award in rec-

ognition of the outstanding patient care 

she provides. Fran has been with the hos-

pital for eight years and works on the La-

bor and Delivery floor. She was nominated 

for the honor by an Ochsner patient who 

said, “From the moment I arrived I felt wel-

comed and relaxed because of Nurse Fran. 

She was sensitive to my needs and individ-

ualized my care.”

DAISY is an acronym for Diseases Attack-

ing the Immune System. The Foundation 

was formed in January 2000 by the family 

of J. Patrick Barnes who died at age 33 of 

complications of Idiopathic Thrombocyto-

penic Purpura (ITP). Because of the skillful 

and compassionate care he received from 

his nurses, his family created the DAISY 

Award for Extraordinary Nurses to recog-

nize the super-human work nurses do every 

day all over the country.

STPH Early Adopter 
of Best Practice
St. Tammany Parish Hospital announced it 

is voluntarily adopting new recommend-

ed standards for the use of pulse oximetry 

screenings for critical congenital heart de-

fects in all babies born at the hospital. The 

standards will eventually be mandatory.

Babies with a CCHD are at significant risk 

of disability or death if their CCHD is not di-

agnosed soon after birth. The U.S. Centers 

for Disease Control and Prevention notes 

CCHDs among some babies potentially can 

be detected using pulse oximetry screening.

Pulse oximetry is a simple, painless, non-

invasive bedside test in which sensors are 

placed on the baby’s skin to determine 

the amount of oxygen in the baby’s blood 

and its pulse rate. It is used with a physical 

examination.

The U.S. Department of Health and Hu-

man Services recommends pulse oximetry 

as part of newborn assessments. The rec-

ommendation is supported by the American 

Academy of Pediatrics.

New Ownership for 
Northshore Heart Hospital
The Louisiana Heart Hospital of Lacombe 

announced recently that the hospital was 

sold to a Nashville healthcare company, Car-

diovascular Care Group. The hospital, which 
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focuses on cardiovascular disease, spine, and 

adult general acute care, has treated nearly 

100,000 patients since opening in 2003. 

CCG is a physician-driven company that 

partners with leading cardiovascular phy-

sicians to redefine the delivery of cardio-

vascular care. By integrating the full range 

of care, CCG and its partner practitioner 

teams are able to improve patient outcomes 

through a physician-led, patient-centered 

approach. Cardiovascular Care Group has 

made a commitment to significant capital 

investments to upgrade clinical and IT sys-

tems so that the Louisiana Heart Hospital re-

mains a cardiovascular Center of Excellence.

With 137 privately licensed beds, the Lou-

isiana Heart Hospital has been recognized 

nationally, for the fourth year in a row, for 

Outstanding Patient Satisfaction. The hos-

pital has also been nationally recognized by 

Thomson Reuters as a Top 100 Cardiovas-

cular Care Hospital for successful outcomes 

and service excellence.

STPH Names Committee 
Leadership
St. Tammany Parish Hospital has announced 

its new Medical Executive Committee officers, 

Committee Chairs, and Vice Chairs for 2012:

• Chief of Staff: Dr. Celeste Lagarde 

• Vice Chief of Staff: Dr. David Powers

• Secretary/Treasurer: Dr. Joseph   

 Landers

• Past Chief of Staff and Med. Staff  

 Rep. to the Board of Commissioners:  

 Dr. Katherine Williams

•  Members-at-Large: Dr. David Cressy,  

 Dr. Michael Iverson, Dr. Russell Wardlaw

• Cardiology Committee Chairman:  

 Dr. Pramod Menon 

• Vice Chair: Dr. Hamid Salam

• Emergency Services Chairman:  

 Dr. Michael Isabelle 

• Vice Chair: Dr. Ingrid Labat

• Pediatrics Committee Chairman:  

 Dr. Robert Faucheux

• Vice Chair: Dr. Amar Dave

• Obstetrics/Gynecology Committee   

 Chairman: Dr. Johnny Swiger 

• Vice Chair: Dr. Patricia Braly 

• Medical Services Committee  

 Chairman: Dr. Michael Hill 

• Vice Chair: Dr. Craig Seichsnaydre

• Surgical Services Committee   

 Chairman: Dr. Richard Celentano 

• Vice Chair: Dr. Mark Dominguez 

• Credentials Committee Chairman:  

 Dr. Patrick Torcson 

• Cancer Committee Chairman: Dr. Jack  

 “Jay” Saux 

St. Tammany Parish Hospital committee lead-
ership named. TOP ROW FROM LEFT: Largarde, 
Powers, Williams, Iverson, Wardlaw and Menon. 
BOTTOM ROW: Isabelle, Faucheux, Swiger, Hill, 
Torcson and Saux.
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Ochsner North Shore 
Welcomes New Pediatricians
Ochsner North Shore announced that is 

has welcomed two new pediatricians, Lau-

ra Drake, MD and Andrea Garaudy, MD, to 

the Ochsner Children’s Health Center in 

Covington.

Drake earned her medical degree from 

Louisiana State University School of Medi-

cine in Shreveport. She completed her in-

ternship and residency at Louisiana State 

University Health Science Center and Chil-

dren’s Hospital in New Orleans.

Garaudy earned her medical degree from 

Louisiana State University School of Medi-

cine in New Orleans. She completed her in-

ternship and residency and Louisiana State 

University Health Science Center and Chil-

dren’s Hospital in New Orleans.

West Jefferson Medical 
Center Adds New Services
West Jefferson Medical Center (WJMC) and 

two satellite facilities are in the initial stages 

of a multi-million dollar massive renovation 

project. The renovations are an ongoing ef-

fort by West Jefferson to provide modern 

and more spacious facilities equipped with 

the latest technology available. The $26 

million renovation projects will be funded 

by capital outlay monies and supported by 

bond money. The projects are in varying 

stages of planning, design/construction and 

will include the following facilities: 

Opened January 16, 2012 - West Jeffer-

son Center for Family Health. This clinic is 

staffed by family practice physicians and 

treats patients of all ages and performs mi-

nor surgical procedures. The clinic will also 

treat Bayou Health patients. Bayou Health is 

a new way for most of Louisiana’s Medicaid 

and LaCHIP recipients to receive health care 

services. The overriding goal is to encourage 

enrollees to actively participate in their own 

health and the health of their families.

Opened February 6, 2012 – The Care 

Transition Clinic. This clinic is designed to 

help patients have a smoother transition in 

care, following discharge from the hospital. 

Within 48 hours of discharge, patients and 

their caregivers will be able to visit the clinic 

for free assistance with their care transition 

from the hospital to their home. The visit fo-

cuses on the 3 biggest challenges patients 

face when leaving the hospital:

• Medication review and instructions for 

use 

• Review of red flag health indicators—

what to look for, what to do and who to call 

if their condition worsens

• Learning self-management skills

Opening April 2012 – The Continuity 

Care Clinic. This clinic will provide an alter-

native to typical outpatient care and focus 

on chronic disease management for Family 

Doctors Patients. In an effort to prevent fre-

quent hospital admissions and emergency 

room visits, this clinic will provide outpatient 

care at an intensive care level. Patients will 

experience customized care plans that will 

include increased visits and ongoing coun-

seling and education. 

Opening Late Summer 2012 – Hematol-

ogy/Oncology Clinic at West Jefferson. This 

clinic will specialize in cancer and blood dis-

orders with the vision to create a compas-

sionate, clinically effective, and cost-efficient 

cancer care program that offers high quality 

physician services. It will be part of a Com-

prehensive Community Cancer Program on 

the Westbank, providing radiation therapy, 

Oncology Certified Nurses, a Patient Naviga-

tor, dedicated Chaplain, and a social worker 

available to address a patient’s needs.

Opening Late Summer 2012 – The Infu-

sion Center at West Jefferson Medical Cen-

ter. This new, state-of-the-art Infusion Cen-

ter will be one of the centerpieces of West 

Jefferson Medical Center. The facility will be 

designed specifically with patient needs in 

mind. It will provide a home-like atmosphere 

with a total of 22-patient pods and private 

rooms for patients who need more peace 

and care. Each patient area will have ample 

room for family and friends to remain with a 

patient and provide support while they re-

ceive treatment. In addition, each patient 

pod will have its own flat screen television 

and access to Wi-Fi to make passing the 

time more enjoyable for patients receiving 

treatment. The new facility will also allow pa-

tients to park closer to the entrance and cre-

ate a more private and comfortable setting. 

St. Tammany Parish Hospital 
Welcomes New Physicians
St. Tammany Parish Hospital recently an-

nounced the addition of the following physi-

cians to its medical staff: 

• Dr. Mohammad Almubaslat,   

 Neurosurgery

• Dr. Caroline Battles, Family Practice,  

 Franklinton

• Dr. Laura Drake, Pediatrics, Covington

•  Dr. Andrea Garaudy, Pediatrics,   

 Covington

•  Dr. Kathryn Oubre, Pediatrics,   

 Covington

•  Dr. Ronald Segura, Pain Management,  

 Covington

•  Dr. Lori Summers, Neurosurgery,   

 Hammond

Slidell Memorial/Tulane Launch 
Head & Neck Cancer Clinic 
In partnership with Tulane University School 

of Medicine, Slidell Memorial Hospital Re-

gional Cancer Center began offering Head 

& Neck Cancer Surgery and Reconstructive 

Services this year. The partnership brings 

additional local cancer services to the com-

munities served by SMH. 

Under the partnership, three renowned 

Tulane University School of Medicine cancer 

and reconstructive surgeons will see patients 

at the Head & Neck Cancer and Reconstruc-

tive Clinic at SMHRCC. All patient care will be 

coordinated at SMHRCC, which is also where 

patients will visit these oncology surgeons 

and receive their chemotherapy or radiation 

therapy. They will receive their surgical care 

at Tulane in order to take advantage of the 

advanced surgical techniques and special-

ized surgical equipment that are offered in 

that setting. The three oncology surgeons 

who will hold clinic at SMHRCC are:

Tulane University School of Medicine 



70 HealtHcare Journal of new orleans  MAR / APR 2012

H O S P ITA L  R O U N D S

surgeon Paul Friedlander, MD — one of 

the first in the state to perform robotic-as-

sisted trans-oral surgery for head and neck 

cancers, which is an effective, minimally in-

vasive alternative to traditional surgical ap-

proaches. Friedlander is a Fellowship-trained 

head and neck surgical oncologist and is 

the chairman of the Tulane Department of 

Otolaryngology.

Ernest S. Chiu, MD — an expert in facial 

aesthetic and reconstructive surgery, who 

along with Friedlander, recently developed 

a surgical technique to reconstruct the pha-

ryngeal and esophageal lining of patients 

who have had a significant portion of their 

neck and larynx removed as part of their 

cancer treatment. Chiu is an associate pro-

fessor of surgery and is the director of Plas-

tic Surgery Research at Tulane.

Rizwan Aslam, DO — who is Fellowship-

trained in head and neck oncology/micro-

vascular reconstruction surgery.

Opened in January 2011, the SMH Region-

al Cancer Center was built by the commu-

nity to allow for local treatment without any 

need for travel out of the area. What this has 

meant for those served by SMH is that 98 

percent of cancers can now be treated close 

to home at SMHRCC.

EJGH Pharmacy Department 
Wins National Award
East Jefferson General Hospital’s Pharmacy 

Department has earned the Gold L.E.A.P. 

(Lean Excellence Award in Pharmacy) 

Award from Baxter Healthcare Corpora-

tion for their outstanding work in reducing 

waste through Lean concepts and tools. 

Over 190 pharmacies throughout the United 

States submitted award applications, but 

the review committee singled out the EJGH 

Pharmacy for their efforts. 

The L.E.A.P. award is in its second year and 

is hosted by Baxter Healthcare Corporation to 

pharmacies who use the Lean initiative to im-

plement waste cutting measures in the area 

of pharmacy. The EJGH Pharmacy’s work in 

reducing the usage of IV bags has resulted in 

a projected annual saving of over $500,000 

when compared to previous years.

In addition to the award, Baxter donat-

ed $1,500 to a charity of choice. The Phar-

macy asked that the money be donated to 

the EJGH Foundation to support the capital 

campaign to expand the Outpatient Oncol-

ogy Infusion Center.

Laborde Wins Community 
Service Award
Ochsner Health System announced that 

Yvens G. Laborde, MD, Regional Medical Di-

rector, OMC-West Bank Campus, won the 

2011 Alpha Phi Alpha Community Service 

Award. Dr. Laborde was nominated for his 

response to the Haiti Relief efforts and un-

sung community service as a member of 

Ochsner Health System and was honored by 

the New Orleans Chapter of Alpha Phi Alpha 

Fraternity for his dedication to the commu-

nity and service ideals of the fraternity. 

STPH Applauds Employee 
Achievement
St. Tammany Parish Hospital recently an-

nounced the following staff achievements:

Darlene Rosevally has been promoted 

to department head of Environmental Ser-

vices. Rosevally has worked at the hospital 

since 1998. 

Billie J. Whittington MPA CPHQ MT 

(ASCP), the hospitals’ quality and patient 

safety manager in the Decision Support 

FROM LEFT: Yvens G. 
Laborde, MD; Darlene 
Rosevally; Billie J. Whit-
tington, MPA, CPHQ 
MT (ASCP); Bruce 
Clement; and David L. 
Masel, MD, FACS.

Department, was reappointed to the Na-

tional Association for Healthcare Quality’s 

Healthcare Quality Foundation team for 

2012. Whittington, of Covington, has served 

at STPH since Feb. 2006.

SMH CEO Appoints 
Clement as COO
Slidell Memorial Hospital Chief Executive 

Officer Bill Davis has appointed long-time 

hospital executive Bruce Clement to the 

position of Chief Operating Officer. In this 

position, Clement is responsible for over-

sight of operations and all business units, 

including performance improvement, sup-

ply chain, strategy research, public policy, 

and business development. He will report 

directly to the chief executive officer, assist-

ing in strategic planning and achieving the 

hospital’s goals for excellence in healthcare 

services and financial stability. 

Clement has more than 30 years experi-

ence in the healthcare industry and has a 27-

year tenure at Slidell Memorial, where he has 

achieved increasing levels of responsibility 

and leadership. This position is considered a 

promotion from chief ancillary officer, a po-

sition he has held at SMH for four years. As 

chief ancillary officer, he led the organiza-

tion in the development and implementation 

of numerous service lines including Oncol-

ogy, Cardiology, Rehabilitation, and Medical 

Imaging, in addition to responsibilities for all 

aspects of hospital operations.

A lifelong resident of Slidell, Clement 

joined the staff of SMH in 1985. He earned 

a Master of Science in Management degree 

from the Florida Institute of Technology in 

addition to a Bachelor of Science degree in 

Pharmacy from Northeast Louisiana Uni-

versity in Monroe.
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Ochsner Launches Vitamin Line
In an effort to help cut through confusion 

and provide some consumer confidence in 

what they are selecting, Ochsner Health Sys-

tem announced its debut of 15 high-quality, 

private-label vitamins and supplements. The 

initial Ochsner Vitamins and Supplements 

product line includes multivitamins for men, 

women, children, and seniors, Omega 3, vi-

tamin D and vitamin C, among others. Prod-

ucts are available at OchsnerVitamins.com, 

the Ochsner Medical Center pharmacy and 

gift shops, Ochsner Total Health Solutions, 

and all Elmwood Fitness Center locations.

North Oaks Neurosurgery 
Clinic Moving
North Oaks Neurosurgery Clinic, staffed 

by David L. Masel, MD, FACS, has relocated 

from North Oaks Diagnostic Center to the 

new Clinic Building on the North Oaks Medi-

cal Center campus. Dr. Masel diagnoses and 

surgically treats disorders of the nervous 

system. He specializes in minimally-invasive 

endoscopic spine and brain surgery. He has 

helped advance the field of Neurosurgery 

through his innovation and research, and 

has conducted numerous clinical trials in-

volving advanced technology and surgical 

techniques.

SMH Board of Commissioners 
Names Officers
The Slidell Memorial Hospital Board of Com-

missioners has selected Larry Englande as 

Board Chairman for 2012. Englande, who 

has served as a representative for residents 

of Ward 8 since 2003, is a Senior Vice Presi-

dent of George K. Baum & Company of New 

Orleans. He previously served as Board 

Chairman in 2006, 2007 and 2011.

Board officers are elected annually. Dan-

iel McGovern IV, who represents Ward 9, 

was selected to serve as Vice Chairman 

for 2012, a position he also held in 2009 

and 2011. Walter J. “Dub” Lane, represent-

ing Ward 8, was selected as the Secretary/

Treasurer, a position he also held in 2010 

and 2011.

Joining the officers on the Board are 

members: Kumar K. Amaraneni, MD, repre-

senting Ward 9; Michael D. Casey, MD, the 

Medical Staff President; Daniel Ferrari, rep-

resenting Ward 7; Thomas Hall, MD, repre-

senting Ward 8; David G. Mannella, repre-

senting Ward 8; and, Clinton Sharp, MD, the 

Medical Staff Representative.

St. Tammany Parish Hospital Service Dis-

trict No. 2 (Slidell Memorial Hospital) is gov-

erned by a nine-member Board of Commis-

sioners. Seven members are appointed by 

an appointing authority (comprised of a lo-

cal legislative delegation) from nominating 

committee recommendations. The remain-

ing two members are the President of the 

Medical Staff and one Medical Staff appoin-

tee. Each board member brings a unique 

background of expertise and experience 

that is invaluable in guiding Slidell Memo-

rial Hospital. The Board of Commissioners 

is responsible for the quality of the medical 

care provided at the hospital.

STPH and MBP Tackle 
Colorectal Cancer 
March is National Colorectal Cancer Aware-

ness Month. Colorectal cancer, or cancer of 

the colon or rectum, is the second leading 

cause of cancer death in Louisiana, accord-

ing to the American Cancer Society. Mary 

Bird Perkins Cancer Center in Covington and 

St. Tammany Parish Hospital are partnering 

to change that. A free colon cancer screen-

ing will be held on March 23, from 10 a.m. 

–1 p.m. at the STPH cafeteria entrance, 1202 

S. Tyler St., Covington. Staff members from 

both STPH and MBP will be distributing free 

take-home kits – the fecal immunochemical 

test , or FIT, – that detect blood in the stool. 

The take-home kit, which must be 

picked up by the user, is not a substitute 

for a colonoscopy but is just one form of 

colorectal cancer screening. The gold stan-

dard for colorectal cancer screening is the 

colonoscopy.

Premiering 
Summer 2012

WWW.HEALTHCAREJOuRNALAuSTIN.COM

of Austin
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Book

The Alzheimer’s Prevention Program
by Gary Small, MD & Gigi Vorgan
c.2011, Workman Publishing
$24.95 / $28.95 Canada  

288 pages

You forgot an important event the other 

day and you’re mortified, particularly be-

cause someone’s feelings were hurt, but 

that’s not all.

Lately, you’ve been forgetting a lot of 

things. Where you put certain documents. 

The name of the actress in that old movie you 

love. What you had for dinner last night or 

where to buy favored foods.

You’re afraid of the worst case scenario, 

but according to authors Gary Small and Gigi 

Vorgan, you may be worrying unnecessarily. 

In their new book “The Alzheimer’s Preven-

tion Program,” you’ll learn more.

It’s easy to joke about forgetting things, 

but to the 80 million baby boomers in the 

U.S., memory slips are a serious thing: every 

70 seconds, another American is diagnosed 

with Alzheimer’s disease. 

But forgetting isn’t necessarily an indica-

tion of Alzheimer’s, say the authors. There 

are lots of reasons for a minor lack of mem-

ory, including mere aging. The thing to re-

member is that our brains naturally contain 

some of the hallmarks of Alzheimer’s disease 

in the presence of amyloid plaques and tau 

tangles. The difference is when the “accumu-

lation reaches a critical threshold… when our 

brains can no longer compensate for the mis-

firing neurons.” 

That might happen early, or it might not 

happen at all. 

The good news is that, no matter what your 

age, there are things you can do to stave off 

Alzheimer’s and memory loss. 

First of all, the authors say, get moving. 

Physical exercise significantly lowers the risk 

of dementia and improving your body’s fit-

ness will help your brain’s fitness. Walking is 

good but any movement helps.

Learn to eat right, take supplements, and 

add antioxidant foods to your diet, including 

fish, fruits, and nuts, broccoli, and raisins. Al-

ways partner with your doctor.

Lower your stress level, especially if you’re 

middle-aged. Studies indicate that frequent 

stress in mid-life raises the risk for Alzheim-

er’s by 65%. 

Lastly, laugh. Play mental games and do 

puzzles. Spend time with friends. And indulge 

in a little bubbly while you’re doing it: studies 

show that moderate alcohol consumption is 

good for your brain.

Scared about constantly losing your keys? 

Think you’re losing your mind? Read this book 

and forget about it because authors Gary 

Small, MD and Gigi Vorgan will show you that 

you needn’t worry. 

That’s because worrying is counterpro-

ductive and so are a lot of myths you’ve 

heard about Alzheimer’s. I really appreciat-

ed that the authors explained so much about 

the disease itself, which serves to answer 

questions that occur.

Another thing that’s nice about this book 

is that it’s not stuffy. Small and Vorgan use 

gentle humor in their instructions, as well as 

>>Reviews by The Bookworm

Quiet: The Power of Introverts in a 
world That Can’t Stop Talking
by Susan Cain
c.2012, Crown   
$26.00 / $28.00 Canada     

333 pages, includes index

You had to go, so you did – kicking and 

screaming.

Really, you must admit that it was nice of 

the boss to host the holiday party. In these 

tough economic times, she didn’t have to do 

it. She paid for food, a band, even door prizes. 

Everybody seemed to have a good time. 

Everybody but you.

If you’d had your druthers, you’d have 

stayed home, feet up, with a good book. But 

no, you went to the party, and in the new book 

“Quiet: The Power of Introverts in a World 

puzzles, light anecdotes, and fun. That makes 

it not just user-friendly, but quite inviting and, 

well… memorable.

Don’t think that you need to be Of a Cer-

tain Age to read this book, though. The au-

thors speak to readers in their 20s, as well as 

those twenty-somethings’ great-grandpar-

ents, so if you want to keep your brain healthy 

at any age, this is a book to reach for. 

Write it down. 

Don’t forget.

Corner
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That Can’t Stop Talking” by Susan Cain, you’ll 

find out why you hated every minute of it.

From the moment you were born, your 

life was shaped not only by your gender and 

ethnicity but also by the personality you in-

herited: scientists know that 40-50% of who 

you are came from nature rather than nurture. 

They also know that by the time infants are 

four months old, it is discernable which babies 

will grow up to be introverts and which will be-

come gregarious adults. 

Though we all fall on an introvert-extrovert 

spectrum with varying degrees of either (and 

an odd mix of both), the lifestyle of a full ex-

trovert is “enormously appealing.” Cain says 

that there is an “extrovert ideal” in our soci-

ety that’s not found in many cultures. We’re 

pushed to be outgoing and bold, both in 

school and at work. 

But will it make us more successful, or 

healthier?

Not necessarily – and maybe.

Studies show that we believe loud, fast 

talkers to be smarter, but Cain says that in-

troverts who are allowed to perform in sync 

with their personalities can be better lead-

ers with deeper ideas and more creativity. As 

for health, many introverts are more sensitive 

than most to sight, sound, smells, and pain. 

They’re hyper-alert, physically, but that could 

lead to anxiety.  

So, since we all need to learn to get along, 

what can you do?

Tired of feeling nervous, overwhelmed, 

weird? Or are you on the verge of firing a non-

team-player? Either way, stop what you’re do-

ing now and read “Quiet.”

As a “closet introvert” from way back, I was 

absolutely delighted at the things author Su-

san Cain unearthed. Not only does she give us 

a basic history of introversion and a round-up 

www.healthcare
JournalNo.com

If you’re an introvert, practice being more 

open, but don’t overdo it. Learn to tap into 

your strengths but heed your inner-self, and 

don’t hesitate to seek out “down-time” if you 

need it. 

If you share workspace with an introvert, 

take advantage of his or her tendencies, tal-

ents, thoughts, and creativity. After all, the 

new Einstein, Proust, Seuss, Gandhi, or New-

ton might be sitting in the next cube over…

of scientific knowledge about it, but she also 

offers help and advice for introverts, their 

loved ones, and their supervisors. 

Baffled limelight lovers will learn a lot from 

this book, but the real appeal of it will come to 

people who are happier backstage. If you’re 

reticent, retiring, and rejoiceful over it, “Quiet” 

is a book you’ll shout about.

As a “closet introvert” from way back, 
I was absolutely delighted at the things 
author Susan Cain unearthed.

The Bookworm is Terri Schlichenmeyer.

HJNO would like to offer you the opportunity to submit your 
upcoming events and functions for publication on the HJNO 
Community Calendar. Simply navigate to our website and complete 
the form provided under our calendar tab.

ComINg SooN... List your healthcare job 
openings on our digital job placement directory.  
For more information please call 225-302.7500.

   Toot your 
Horn...
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Behavioral health 
River Oaks Hospital • 5
1525 River oaks West
new orleans, LA 70123
800.336.1740
www.riveroakshospital.com

Consulting 
6 Sigma Tek, LLC • 2
1384 Prestbury Rd.
concord, nc 28027
704.604.9470
www.6sigmatek.com

home health 
Personal Homecare Services • 17
6869 hwy. 84 W.
ferriday, LA 71334
877.336.8045
www.personalhomecare.net

hospitals 
Fairway Medical • 76
67252 industry Ln.
covington, LA 70433
985.809.9888
www.fairwaymedical.com

Ochsner Medical Center • 3
1514 Jefferson hwy.
new orleans, LA 70121
1.866.ochsneR
www.ochsner.org

ochsner Baptist medical Center
2700 napoleon Ave.
new orleans, LA 70115
504.899.9311
www.ochsner.org/baptist

ochsner medical Center-Kenner
180 W. esplanade Ave.
Kenner, LA 70065
504.468.8600
www.ochsner.org/kenner

ochsner medical Center-
West Bank Campus
2500 Belle chasse hwy.
Gretna, LA 70056
504.392.3131 tdd 504.207.1226
www.ochsner.org/westbank

ochsner medical Center- 
north shore
100 medical center dr. 
slidell, LA 70461
985.649.7070
www.ochsner.org/northshore

insuranCe 
Blue Cross & Blue shield  
of Louisiana • 11
5525 Reitz Ave.
Baton Rouge, LA 70809
225.295.3307
www.bcbsla.com

Louisiana Health Plan • 33
P.o. drawer 83880
Baton Rouge, LA 70884
225.926.6245
www.lahealthplan.org

LHA Physicians Trust • 21 
4646 sherwood common Blvd.
Baton Rouge, LA 70816
225.272.4480
www.hsli.com

mediCal soCieties 
louisiana state medical 
Society • 41
6767 Perkins Rd.
ste. 100  
Baton Rouge, LA 70808
800.375.9508
www.lsms.org

pain management 
Parish Pain Specialists, LLC • 7
4500 clearview Pkwy.  
ste. 101
metairie, LA 70006
504.779.5558
www.parishpainspecialists.com

Quality improvement 
louisiana health Care Quality 
Forum • 75
8550 united Plaza Blvd.  
ste. 500
Baton Rouge, LA 70809
225.334.9299
www.lhcqf.org

to discuss advertising opportunities, 
email advertise@healthcare 
journalno.com or call (225) 302-7500








