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e d i t o r ’ s  d e s K

‘‘
Smith W. Hartley
Chief Editor

know a clean and beautiful environment is better. we 
know treating each other fairly and compassionately is 
ideal. we know we can live differently. but, we choose not 
to exercise our bodies. we choose chemically produced 
and processed food products. we choose to be stressed. 
we choose a degree of unclean and unattractive environ-
ments. we choose to be mean and unfair to each other.

we may not like to read or hear these things. or, we 
may pretend our excuses are adequate. but, the truth 
is that we, as individuals and communities, can choose 
at any time to live differently. let’s don’t blame gov-
ernments or corporations. we, as people, have choices. 
either we are unaware that we have choices, or we are 
completely content with the decisions we have made.

as citizens of louisiana, we can decide at any moment 
to complement our place in the world as a “place for fabu-
lous food” with fields of fruit trees and farms of exqui-
site organic vegetables, water which is close to pure, and 
beauty in our design. some say this is too expensive to 
do. some say we need to boost the economy. i say these 
two groups should get together because it sounds like a 
perfect match for brainstorming. we just have to want 
to do it.

i met a man who said he would gladly trade 20 years of 
his life to eat and drink as he saw fit. i simply congratu-
lated him on making a rational, conscious choice. i just 
wonder if we are all as aware of our choices and the power 
of our choices.

ONE Of THE SIgNIfICANT rEASONS I CHOSE HEAlTHCArE AS 
an industry was because of the complexity of the issues. 
problems and challenges don’t boil down to simply selling 
the most widgets with the lowest possible cost, although 
some suggest they should. problems and challenges in 
healthcare include people and lives and decisions that 
represent our views of humanity. i’ve always found this 
balance to be intriguing.

That being said, i would briefly like to present just 
another point of view, which perhaps deserves a bit more 
attention within this healthcare balance. i would like 
to consider personal decisions toward health and our 
environment. 

let’s face it. we all make choices that impede good 
health. take, for example, food. we eat chemically pro-
cessed food. have you read lately the chemicals listed as 
ingredients in the products we call food? i bet there are 
fewer than 1000 people in the world who can understand 
the exact nature of these chemicals. as a random example, 
we can consume apple flavored cereals, muffins, or chew 
apple gum and all the while have no real apple in the prod-
uct. There is a picture of an apple on the products, but we 
are usually just eating some manufactured concoction, 
created with odd chemicals in a refinery or lab, which can 

somewhat replicate to our brains the sensation of an 
apple. we, perhaps unconsciously, approve that 

the apple flavor is a close enough reflection of 
an apple to accept it as good food. but, it may 

as well just taste like sulfur or plastic to bet-
ter reflect its actual nutritional value.

we know exercise is good for us. we 
know that certain fruits, vegetables, and 
grains are significantly better for our bod-

ies than deep-fried chicken products with 
texas toast. we know stress is harmful. we 

it is our choices...that show what we 
truly are, far more than our abilities.

— J.K. Rowling, Harry Potter and The Chamber of Secrets, 1999
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T r a n s p l a n T s

n By Karen StaSSi

On a trip to renew my Louisiana 
driver’s license a few years ago, the 
lady behind the counter asked me 
if I would like to be an organ donor. 
Thinking myself relatively savvy 
on the subject (I have since learned 
otherwise), I answered, “Yes” without 
hesitation. She looked up from the 
paperwork surprised. “You are my 
first in a long time,” she said. “Not only 
do most people not understand the 
question, but when I explain it, they 
usually still say, ‘No’.”  j

Organ DOnatiOn 
anD tranSplantatiOn 
in lOuiSiana

Have a 
Heart
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After my initial disappointment in my 

fellow man, I remember thinking that 

perhaps the Department of Motor Vehi-

cles, known for long lines, lackluster ser-

vice, and impatient customers, was not 

the best place to approach people about 

such an important issue. However, since 

a driver’s license is the only identification 

most of us carry and the DMV database is 

so extensive, I understand why it makes 

sense as a tool for registering and track-

ing donors. 

There has, in fact, been a concerted ef-

fort in our state to increase awareness 

about organ donation so those conver-

sations and decisions can properly 

occur before a trip to the DMV 

or, worse, the hospital. And 

it is working. With apol-

ogies to my fellow Lou-

isianans for doubting 

them in the DMV, I 

am happy to report 

that the percent-

age of Louisiana 

adults that are reg-

istered as organ do-

nors, as well as the 

per capita number 

of actual donors, far 

outstrips rates in most 

of the country and indeed 

the world. Louisiana’s rate 

of approximately 35 deceased 

donors per million population 

is similar to Spain, which 

boasts the highest rate of 

any country in the world. 

Credit is largely due to 

the collaborative efforts of 

the Donate Life Louisiana partners. In 

2006, the Louisiana Organ Procurement 

Agency (LOPA) and Legacy Donor Foun-

dation partnered with the Department of 

Motor Vehicles, the Louisiana Hospital 

Association (LHA), the National Kidney 

Foundation, and several eye banks and 

transplant hospitals 

to increase the do-

nor registry. The Do-

nate Life Louisiana 

(DLL) state team re-

cently received a sil-

ver medal from Do-

nate Life America in recognition of its 

achievements in increasing the number 

of registered organ, eye, and tissue donors 

who save and heal lives. The team was rec-

ognized for having 58 percent of all state 

residents age 18 and older registered as 

donors; 52 percent of organ and tissue do-

nors registered at their time of death; and a 

56 percent Donor Designation rate. 

In 2008, LHA and hospitals through-

out the state launched the Donate Life 

Louisiana Hospital Campaign to help 

educate and register hospital employees 

and people in the community. The cam-

paign was so successful that it is now the 

national model for hospital donor regis-

try drives. Since 2006, Donate Life Loui-

siana has added more than 650,000 new 

individuals to the registry. Their goal is to 

have 2.2 million registered donors by 2014 

and they have already passed the two mil-

lion mark. Last year, by November, 2012, 

153 Louisiana donors had provided 515 

organs for transplant.

“We are blessed with a population that 

wants to give, wants to make sure their or-

gans are donated,” said George Loss, Jr., 

MD, PhD, FACS, Chair of Surgery and for-

mer head of Ochsner’s Multi-Organ Trans-

plant Institute. “I think a lot of that is be-

cause there is such a need here. We are at 

the center of the U.S. in terms of the need 

for kidney transplantation. Our incidence 

of end stage kidney disease is probably as 

high as anywhere in the Mississippi Delta 

region, which is the area with the highest 

incidence of renal failure in the country. 

So we need organs and because we have 

that need it touches a lot of people’s lives, I 

guess. But they certainly are more willing 

to give and that’s a great thing.”

The Challenge
Before you feel too warm and fuzzy or 

think that we have the issue under con-

trol, however, there are more sobering 

statistics to consider. While organ dona-

tion has increased considerably in recent 

years, the demand still far exceeds the 

supply. According to the United Network 

for Organ Sharing (UNOS), on December 

10, 2012, 116,658 men, women, and chil-

dren were on the national transplant wait-

ing list and every 10-12 minutes another 

person is added. In Louisiana about 1700 

people are waiting for organ transplants, 

90% of whom are waiting for kidneys. 

Across the country, nearly 20 people a day 

die unnecessarily because there are too 

few organ donors. 

One of the problems, despite the grow-

ing number of registered donors, is few 

“We are blessed with 
a population that 

wants to give, wants 
to make sure their 

organs are donated.”

Transplantation 
Facts TOC
louisiana transplant 
centers 14

transplant Milestones 16

wait tiMes 18

lopa’s success 20

top 10 MytHs about  
organ Donation 21

approxiMate iscHeMic 
tiMes 23
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people die in such a manner that allows 

their organs to be donated, pointed out 

Kirsten Heintz of LOPA. Other potential 

donors might never have registered or 

might have been willing to donate their 

organs, but never let their families know. 

That places families in the very difficult 

position of trying to decide what the pa-

tients’ or their own wishes might be in 

the midst of the grieving process and fre-

quently within a very limited time frame. 

Those decisions are often made more dif-

ficult by lingering myths or misunder-

standings about organ donation, some of 

which we will try to clear up here. “The 

biggest thing we can do to improve trans-

plantation in our state is for people to tell 

their loved ones what their wishes are,” 

said Loss. “And to make sure you become 

a donor.” It is also important to recog-

nize that while both eye and tissue dona-

tions are an important part of the trans-

plant world and occur regularly across 

our state, this article will focus primarily 

on major organ transplants such as heart, 

lung, liver, kidney, and pancreas. 

According to Joey Boudreaux, RN, 

BSN, CPTC, Clinical Director for LOPA, 

in order for a donor’s organs to be viable 

for transplant, the donor must die in a 

very specific way, i.e. through brain death 

(usually due to head trauma or hemor-

rhagic stroke), in a hospital, on a ventila-

tor. Ideally they should be fairly healthy 

at the time. As you can imagine, the vast 

majority of registered organ donors do not 

die in this manner and their organs cannot 

be “recovered”—a more sensitive term that 

is now used in the transplant community 

instead of “harvested.” Another challenge 

is that the population in Louisiana has a 

higher incidence of comorbidities such 

as high blood pressure, obesity, kidney 

disease, etc., than the rest of the country, 

which can affect the viability of their or-

gans. “When we evaluate a patient for do-

nation there’s usually some chronic issues 

that are involved,” said Boudreaux. The 

presence of certain diseases or infections 

may also make organ donation impossible.

The Process
In the cases where a patient might indeed 

be a viable donor, the process begins with 

the realization by the medical staff that 

brain death has occurred or is imminent. 

The hospital notifies LOPA that there is 

the potential that the patient is a candi-

date for organ donation. Often, says Bou-

dreaux, that’s the last they hear, either be-

cause the patient is saved or is not a good 

candidate for donation, but it gives him an 

opportunity to make sure he has staff on 

hand to talk to the patient’s family should 

the patient die. If brain death does indeed 

occur, after the family has had some time 

to assimilate the news, a LOPA staff mem-

ber will be assigned to not only talk with 

them about organ donation, but to also as-

sist them with anything they might need 

in that difficult time, such as answering 

questions, helping to contact family mem-

bers, etc. If consent is received, the pro-

cess of maintaining and optimizing the 

patient’s organs and trying to find match-

es for those organs begins in earnest. 

The United Network for Organ Shar-

ing administers the national Organ Pro-

curement and Transplantation Network 

(OPTN) which links the 58 organ procure-

ment organizations across the country. 

When a potential donor is identified, their 

data is entered into the UNOS electronic 

system, which identifies potential matches 

based on a multitude of factors including 

blood type, tissue type, organ size, medical 

urgency, time on the waiting list, etc. One 

of the key factors is proximity. Because 

major organs only remain viable for a lim-

ited period of time, UNOS tries to match 

recipients that are in the same immediate 

area, but the search can also be extended 

to the surrounding UNOS Region 3, which 

Louisiana
TranspLanT
CenTers

Ochsner Multi-
Organ Transplant 
Institute at Ochsner 
Medical Center - new 
Orleans Adult And 
PedIAtrIc HeArt, lung, 
KIdney, lIver, PAncreAs 

Tulane Transplant 
Institute at Tulane 
Medical Center - 
new Orleans 
Adult And PedIAtrIc 
lIver, KIdney, 
PAncreAs 

Children’s 
Hospital 
new Orleans - 
new Orleans
PedIAtrIc 
KIdney 

Willis-Knighton/
LsUHsC regional 
Transplant Center 
- shreveport 
KIdney, lIver, 
PAncreAs

note: none of the louisiana transplant centers currently perform intestine transplants.

FrOm leFt george loss, Jr., Md, Phd, 
FAcs, chair of surgery and former head 
of Ochsner’s Multi-Organ transplant 
Institute; Barry Marshall, MBA, FAcHe, 
director of tulane’s Abdominal transplant 
Institute; and Joey Boudreaux, rn, Bsn, 
cPtc, clinical director for lOPA.
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is roughly the SEC plus Puerto Rico, and in 

very rare cases to points beyond. In 2010 

about 75% of organs donated in Louisiana 

stayed in the state. 

There are also different eligibility fac-

tors and scoring depending on the re-

quired organ. For example, for the liver 

it’s a MELD (model for end-stage liver dis-

ease) score. The sicker the patient is, the 

higher they move on the list. For kidneys, 

selection depends more heavily on how 

long the recipient has been waiting. Size 

of the organ is also a consideration, espe-

cially if the donor or recipient is a child. 

Blood type matching and further testing 

at the antigen level are done to see what 

the likelihood of that person’s body ac-

cepting the organ is going to be. Some-

times if a patient’s death is imminent (48-

72 hours) without a transplant, that will 

override some of the other considerations 

and jump them higher on the list. How-

ever, contrary to popular opinion, gender, 

ethnicity, religion, wealth and/or celebrity 

status are not considered by the computer 

matching system.

When a potential match is found an 

offer is made, usually with a backup can-

didate in hand. Even then the organ may 

not be accepted. The transplant surgeon 

may not like the history of the donor 

and have concerns about the viability of 

the organ. Or, explained Barry Marshall, 

MBA, FACHE, Director of Tulane’s Ab-

dominal Transplant Institute, the recipi-

ent patient may not be strong enough for 

the surgery at that given time or may not 

be able to get to the transplant center in 

time. “Even if your patient is first on the 

list, how are they healthwise at that par-

ticular moment in time? Are they well 

enough to accept an organ and have a 

good outcome? Or does that offer need to 

go to the next highest person on the list or 

another center?” If an organ is refused it 

is offered to the next person on the UNOS 

list and so on. As you can imagine, it is a 

complex, time-consuming process. “As 

these decisions are being made, the isch-

emic time increases and as that happens 

the more likely it is to have a less than per-

fect outcome. It’s a continual game of beat 

the clock,” added Marshall. 

While all this is occurring, the donor is 

kept on the ventilator and tests are run to 

make sure they don’t have any communi-

cable diseases. This is especially impor-

tant because organ recipients are going to 

be immunosuppressed, often for the rest 

of their lives. Interestingly, the presence of 

certain conditions, such as Hepatitis B or 

C, does not rule out a potential donor, but 

that information must be known so that 

the recipient and his/her doctor can make 

an informed decision about whether they 

want to accept it or not.

There are also steps that can be taken 

to optimize the organs while waiting for 

the transplantation, said Boudreaux, who 

credits some of these new practices for 

greatly enhancing the success and lon-

gevity of the transplanted organ. “With a 

brain injury oftentimes there is a cascad-

ing of events that cause some organ dam-

age,” said Boudreaux, “particularly to the 

lungs and kidneys.” Diabetes insipidus is 

one of the body’s automatic responses to 

severe brain injury. An enormous amount 

of urine is released in a short period of 

time, which can completely dehydrate the 

patient and cause acute renal failure and 

damage to the kidneys. Another problem 

actually stems from the tests conducted 

for brain death. In addition to attempting 

to stimulate each of 12 cranial nerves, phy-

sicians will conduct an apnea challenge, 

where they take a patient off the ventilator 

for ten minutes to see if they breathe spon-

taneously. Unfortunately, acute lung dam-

age can occur during this test which can 

affect future lung function. 

“So by the time we are getting involved 

Transplant 
Milestones 1954

First successful 
kidney transplant

1967
First successful 
liver transplant

1968
First isolated pancreas

transplant in U.S.
source: OPtn

“so by the time we are getting 
involved we often have 
kidneys that are injured and 
lungs that are oxygenating 
very poorly. That’s where we 
get really aggressive on our 
treatment protocols.”



  HealtHcare Journal of new orleans I JAN / FEB 2013  17

we often have kidneys that are injured and 

lungs that are oxygenating very poorly,” 

said Boudreaux. “That’s where we get real-

ly aggressive on our treatment protocols.” 

In the past, prior to 2009, the driving con-

cept was to hurry up and get the patient 

to the operating room because the further 

they were removed from the time of death, 

the more the organs were injured. In 2009, 

LOPA shifted to a new strategy of repro-

fusing the organs (kidneys and lungs) and 

improving their function before going to 

the OR. In 2010, based on collaborative 

discussions with Ochsner’s transplant 

team, the OPO switched to the San Anto-

nio Lung Transplant (SALT) protocol. Ba-

sically it is a way to increase airway pres-

sure without increasing the chance of 

acute lung injury from the ventilator. The 

patient is switched from volume control to 

pressure control. Higher pressure is ap-

plied for a couple of hours at a time then 

backed off for a couple of hours. Since 

switching to this protocol, Louisiana 

moved from the bottom 10 in the nation 

for the number of lungs they were able to 

transplant to second in the nation in 2011. 

“We realized they didn’t have to get worse 

during the time after brain death—that we 

could actually improve the function,” said 

Boudreaux. Now, the time of consent to 

time of OR is somewhere around 24 hours. 

“The first 8-10 is when we are aggressive 

on recruitment and maximizing organ 

function. Then from 10-18 hours we’re 

1968
First successful heart

transplant in U.S.

1987
First successful

intestine transplant

2001
First time the no. of living 
donors (6528) exceeded 
deceased donors (6081)

1986
First successful double 

lung transplant

tulane transplant surgeon 
doug slakey in the Or.
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Hospital New Orleans, all in New Orleans, 

and Willis-Knighton/LSU Health Sci-

ences Center Regional Transplant Center 

in Shreveport. Doctors from those trans-

plant centers and from others across the 

country, depending on where the donated 

organs will go, travel to the donor patient 

hospital to recover the organs and bring 

them back to the transplant patient. In the 

case of a multi-organ donor, there could 

be three to five different transplant sur-

geons in the OR. Because timeframes are 

important, most of the transportation of 

organs, and often surgeons, occurs via 

aircraft. 

Building on Success
Success rates for organ transplantation 

have improved over the years. Obvious-

ly efforts to maintain and enhance organ 

function prior to transplantation have 

made a difference, but there has also been 

improvement in the development of an-

ti-rejection medications required by or-

gan recipients to maintain those organs. 

Jean Borel’s discovery of an immunosup-

pressant called Cyclosporine in the mid-

1970s revolutionized the field of trans-

plantation, radically increasing survival 

rates and boosting the number of trans-

plants being performed, but the field con-

tinues to develop. “The technology is ever 

evolving. Immunosuppressant protocols 

are ever evolving. The need for steroids, 

depending on the protocol, is dramati-

cally decreased,” said Marshall. “That is 

why the list continues to grow—because 

we have the technology and the capability 

to do really great things for these patients 

with very high quality outcomes.” 

LOPA’s Heintz agreed. “It used to be 

that someone might have lived five more 

years,” said Heintz. “Now you meet people 

all the time that got their transplant 20 or 

25 years ago and they are still doing great. 

Transplantation has really come a long 

way and it really is a viable option for a lot 

more patients.” 

Marshall first began working in the 

transplant field 13 years ago and empha-

sized that organ transplants are a far more 

common and successful modality now. 

“The overall longevity of the organs and 

the quality outcomes for the patients are 

such that they can essentially, for all in-

tents and purposes, get back to a complete 

and total quality of life, however they 

measure their quality of life. Depending 

on the organ type and patients’ ability to 

tolerate the immunosuppression these or-

gans can last 20-30 years.” 

It also comes down to better education 

and increased collaboration, said Bou-

dreaux. “Everybody is getting more edu-

cated, not only from the community about 

being organ donors, but from the hospital 

standpoint, and of course the collabora-

tion that occurs between us and the hos-

pital staff and between us and the trans-

plant physicians. It’s just been on a much 

higher level and we are seeing increased 

success rates because of it.”

Loss also attributes some of Ochsner’s 

success to the dedication of LOPA and the 

willingness of the transplant team to con-

sider organs that come from less than per-

fect scenarios. “Nationwide, if you have a 

60-year-old donor who is hypertensive 

there’s a six out of ten chance you’ll get a 

WaIT TIMes
Organ Median naTiOnal WaiT TiMe

Heart 113 Days

Lung 141 Days

Liver 361 Days

Kidney 1,219 Days

Pancreas 260 Days

Intestine 159 Days

nOTe: Factors such as numbers of registered donors and disease incidence in the region 
can affect wait times dramatically from state to state.

focused on trying to find a good home for 

those organs.”

The Transplant Team
Once an organ is accepted, a surgeon from 

the transplant center caring for the organ 

recipient will fly to the hospital where the 

donor was treated to recover the organ. It 

is a little known fact that transplants don’t 

usually occur in the hospital where the do-

nor patient was treated, unless that hospi-

tal happens to be a transplant center. This 

particular fact should dispel a lingering 

and misguided concern of hesitant donors 

that known donor status will prevent doc-

tors from doing all they can to save one’s 

life. There are, in fact, two distinct medical 

teams that do not even communicate un-

til after death occurs. Besides, pointed out 

Boudreaux, the more that is done to save 

the patient’s life, the better shape the or-

gans will be in if that patient ultimately is 

declared brain dead. An informed medical 

team can make a huge difference if they 

remain vigilant about the health of organs 

even in a patient with a poor prognosis he 

explained.

In Louisiana there are just four trans-

plant centers: Tulane Transplant Insti-

tute at Tulane Medical Center, the Och-

sner Multi-Organ Transplant Institute at 

Ochsner Medical Center, and Children’s 
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LOpa’s sUCCess
there are 58 organ procurement organizations (OPOs) including lOPA, across the 50 states, but there is no nationwide 
standard as to the protocols used to maintain organs prior to transplant. there is an effort to compare best practices 
and eliminate disparities, said Boudreaux, but lOPA’s seem to be working. In 2011 the state organization was 6th out 
of 58 for the number of organs transplanted per donor.

Year 2008 2009 2010 2011

LOpa 2.9 3.21 3.25 3.57

U.s. avg. 2.99 3.02 3.08 3.08

the number most often used by lOPA is the conversion rate, which is the number of actual donors divided by the 
number of eligible donors. From 2008 to 2011, lOPA has increased its conversion rate significantly.

Year 2008 2009 2010 2011

LOpa 55.7% 65.8% 82.6% 83.7%

U.s. avg. 71% 73.7% 75.6% 76.7%

nOTe: OPtn defines an eligible death in their website’s glossary at http://optn.transplant.hrsa.gov/resources/glossary.asp#e 

liver out of that donor. For us it’s eight out 

of ten. Our OPO is very good about look-

ing at every single donor as a potential 

lifesaving event for somebody else and 

we at the transplant center are looking at 

every single donor despite the story that 

goes with that donor.” Says Loss, just be-

cause a person died while driving drunk 

or was obese doesn’t mean they have a 

bad liver. “I don’t use bad livers, I just use 

good livers from donors with bad stories.” 

The Recipients
Transplant centers also help ensure suc-

cessful transplants through an extensive 

screening or evaluation of potential re-

cipients, who must be approved to be on 

a transplant center list. This evaluation 

is not just about their physical need for a 

new heart, kidney, lung, pancreas or liver. 

It also covers whether the patient is psy-

chologically ready, if they have family or 

community support to maintain a healthy 

lifestyle, if they can afford the multiple 

medications they will likely require for 

the long term, etc. Both the evaluation 

and the management of that patient after 

the transplant therefore requires an entire 

team of experts, not just a transplant sur-

geon. For example, explained Marshall, 

some patients struggle with the guilt fac-

tor that someone else gave the gift of life 

to them so Tulane has a very strong psy-

chosocial program to work with them. 

“They also end up on a lot of medications 

for a long period of time, which can be fi-

nancially draining without education on 

what to expect,” so a strong financial pro-

gram is also necessary. “The viability of the 

organ is paramount,” said Marshall, “We 

don’t ever want a patient to be in the po-

sition of having to decide between paying 

rent or taking their medication.” Loss also 

emphasized the importance of the team 

approach to not just achieve a good initial 

result, but long-term survival. “In the old 

days, you had a surgeon who was sort of a 

cowboy and worked alone. That’s just not 

how healthcare works anymore. We work 

as groups of physicians, medical providers, 

nurses, pharmacists, nutritionists, social 

workers, financial counselors, all together 

as a patient-centered team providing care 

to help keep that patient going.” 

More and more transplant centers are 

looking at their patients as partners, too. 

“If you are going to use that organ you 

have to be very responsible with it,” said 

Loss. “You have to make sure your re-

sults are good, and that the people you put 

them in are accountable and responsible.” 

Although transplantation is becoming a 

“We don’t ever want a 
patient to be in the position 
of having to decide 
between paying rent or 
taking their medication.”
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Myth #10
Wealthy people and celebrities are moved to the top of the list 
faster than “regular” people.

Fact 
The organ allocation and distribution system is blind to wealth 
or social status. The length of time it takes to receive a trans-
plant is governed by many factors, including blood type, 
length of time on the waiting list, severity of illness, and other 
medical criteria. Factors such as race, gender, age, income or 
celebrity status are never considered when determining who 
receives an organ.

Myth #9 
Donation will mutilate my body.

Fact 
Donated organs are removed surgically, in a routine operation 
similar to gallbladder or appendix removal. Donation doesn’t 
disfigure the body or change the way it looks in a casket.

Myth #8
My family will be charged for donating my organs.

Fact 
Donation costs nothing to the donor’s family or estate.

Myth #7
If I am in an accident and the hospital knows that I want to be 
a donor, the doctors will not try to save my life.

Fact 
Organ and tissue recovery takes place only after all efforts 
to save your life have been exhausted and death has been 
legally declared. The medical team treating you is completely 
separate from the transplant team. The organ procurement 
organization (OPO) is not notified until all lifesaving efforts 
have failed and death has been determined. The OPO does 
not notify the transplant team until your family has consented 
to donation.

Myth #6
I am not the right age for donation.

Fact 
Organs may be donated from newborns on up. The general 
age limit for tissue donation is 70. At the time of your death, 
the appropriate medical professionals will determine whether 
your organs are usable.

Myth #5 
My religion does not support donation.

Fact  
All mainstream organized religions approve of organ and tis-
sue donation and consider it an act of charity.

Myth #4
Only heart, liver, and kidneys can be transplanted.

Fact  
Needed organs include the heart, kidneys, pancreas, lungs, 
liver, and intestines. Tissue that can be donated include the 
eyes, skin, bone, heart valves, and tendons.

Myth #3 
I have a history of medical illness. You would not want my 
organs or tissues.

Fact  
At the time of death, the appropriate medical professionals 
will review your medical and social histories to determine 
whether or not you can be a donor. With recent advances in 
transplantation, many more people than ever before can be 
donors. It’s best to sign a donor card and tell your family your 
wishes.

Myth #2 
I don’t need to tell my family that I want to be a donor because 
I have it written in my will.

Fact  
By the time your will is read, it will be too late to recover your 
organs. Telling your family now that you want to be an organ 
and tissue donor is the best way to ensure that your wishes 
are carried out.

Myth #1 
I’ve heard about a business traveler who is heavily drugged, 
then awakens to find he or she has had one kidney (or some-
times both) removed for a black market transplant.

Fact  
This tale has been widely circulated over the Internet. There 
is absolutely no evidence of such activity ever occurring in 
the US or any other industrialized country. While the tale may 
sound credible, it has no basis in the reality of organ trans-
plantation. Many people who hear the myth probably dismiss 
it, but it is possible that some believe it and decide against 
organ donation out of needless fear.

Top Ten Myths About 
Organ Donation

source: nAtIOnAl KIdney FOundAtIOn OF lOuIsIAnA
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more and more viable option to end organ 

disease, the demand continues to grow. 

The waiting list for organs was about 

70,000 a few years ago and now surpass-

es 115,000. Part of this is because we are 

not as healthy as we used to be, said Loss. 

“Renal failure, hypertension, diabetes, 

obesity—this is an epidemic in our coun-

try so the need for kidney transplantation 

is probably higher than it ever has been 

because the factors that determine end 

stage renal disease have increased.” Mar-

shall pointed out that there are far more 

kidney patients than liver patients so or-

gan availability is an even bigger issue for 

them. “Here in Louisiana the wait time is 

longer for a kidney because of that fact,” 

he added.

Obesity may be the single largest factor 

that will drive the need for organ trans-

plants for the next fifteen years speculated 

Loss. For example, the most common rea-

son for needing a liver transplant current-

ly is a distant (sometimes 10-20 years old) 

and unknown viral infection of Hepatitis 

C, said Loss. “The new cases of Hepatitis 

C have gone way down because people 

are more educated. In the future the need 

for liver transplantation due to Hepati-

tis C is going to go decrease dramatically, 

but we’re seeing that replaced 

by liver disease caused by 

obesity.” 

Innovation 
Innovations in organ 

transplantation border 

on the realm of science 

fiction. At Ochsner’s liv-

ing donor kidney pro-

gram, for example, the Da 

Vinci robot is being used for 

the nephrectomies. The sur-

geon works at a console and the 

robot arms use the implements 

to both remove and sew in kid-

neys. “You can magnify up to 30 times, 

there’s no tremor, it’s precise, you can lit-

erally split hairs,” said Loss. Smaller inci-

sions allow for less collateral damage, less 

pain after surgery, quicker recovery and 

fewer wound issues after transplant. 

Researchers and transplant teams also 

continue to seek ways to improve the vi-

ability of,  or somehow heal, organs that 

aren’t currently usable so more donor or-

gans can be utilized. The success and fre-

quency of living donor transplants has in-

creased substantially, but the real dream 

is to not need donated organs at all. While 

living donor liver and kidney programs 

have been successful, that’s obviously not 

an option for heart patients. There have 

already been pioneering steps made to-

wards cloning or growing new or replace-

ment organs from cells or repopulating 

the matrix of an old organ with new cells 

that grow to create a functioning organ, 

said Loss. “This is not as science fiction as 

it sounds initially, but I think the future 

is going to be in regenerative medicine 

and trying to regenerate organs to either 

avoiding transplant altogether or creat-

ing new organs in the laboratory. That is 

really the neat stuff. It may not be in my 

lifetime, but long term that’s the future.” 

Marshall also pointed to the growing 

did YOu knOW?  

One organ donor can save 
up to nine lives and enhance 
the lives of 50 more through 
tissue donation.
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success of living donor liver trans-

plants, the improving technology 

of artificial hearts, and the ability 

to successfully perform multi-organ 

transplants as just a few examples of 

how far the science of transplantation 

has evolved in a relatively short time. 

There have also been significant advance-

ments in immunosuppression therapy 

and efforts to reduce the harmful effects 

of those drugs so recipients can live 

longer, healthier lives. “From a tech-

nology perspective it is continually 

growing,” said Marshall. “From a 

research, growth and development 

standpoint it’s a privilege to be 

part of it. It’s the gift of life. Who 

wouldn’t want to do that and im-

prove upon it?”

What Else You Need to Know
Despite large-scale education efforts 

by LOPA and other groups, even health-

care workers still share some of the same 

misconceptions about organ transplants 

said Heintz. This is unfortunate because 

healthcare providers, from emergency 

medical technicians to nurses, to prima-

ry care doctors, to surgeons, can all take 

steps to promote and ensure the success 

of organ donation. “We have accountabil-

ity in the transplant world to ensure that 

when someone gives the gift of life that 

organ gets placed in a patient that has the 

best possible predicted outcome,” said 

Marshall. He believes one of the key fac-

tors to success is to get patients evalu-

ated as early as possible. He urges physi-

cians to have their patients evaluated for a 

transplant even if it is only a remote pos-

sibility they might need one. In the case of 

kidney patients, being evaluated prior to 

starting dialysis can make an even bigger 

difference should they need a transplant 

down the road, he added. 

Also vital is the need to understand and 

communicate to the family of a potential 

donor what donation means for the donor 

and recipient. “I wish people understood 

how important it is to the families,” said 

Loss. “I think we understand when there’s 

a loss, especially if a parent loses a child, 

how important it is to that parent that 

something good came out of that trag-

edy. That closure is so important for that 

family and as healthcare workers we often 

are so focused on saving the lives of our 

own patients that we don’t think of fami-

lies who are losing a loved one and what 

good can come of it.” Usually donors and 

recipients are not in the same hospital and 

healthcare workers must take time away 

from their patients who are alive to help 

keep this patient who is brain dead, opti-

mized. “A well treated donor is like a well 

treated patient. They take just as much ef-

fort,” said Loss. “If they would know how 

important what they are doing is and how 

many lives they are changing, not just the 

lives of the recipients across the country 

who will get those organs, but also the 

lives of the family members who want 

approximate 
Ischemic Times

BlOOD FlOw tO BlOOD 
FlOw—majOr OrganS

some closure, for something good to come 

out of it.” 

For more about organ donation, please 

visit OPTN at optn.transplant.hrsa.org. If 

you are not already a donor, visit www.do-

natelifela.org and sign up today. 

sOurces: children’s Hospital new Orleans,  
www.chnola.org/Pagedisplay.asp?p1=4335; 
donate life America, donatelife.net; louisiana 
Organ Procurement Agency (lOPA), www.
lopa.org; Ochsner Multi-Organ transplant 
Institute, http://www.ochsner.org/services/
multi_organ_transplant/; Organ Procurement 
and transplantation network (OPtn) http://
optn.transplant.hrsa.gov; scientific registry 
of transplant recipients, www.srtr.org; tulane 
transplant Institute, tulanehealthcare.com/our-
services/transplant-institute/; Willis-Knighton/
lsuHsc regional transplant center, www.wkhs.
com/transplant/Home.aspx. 

•  Heart and Lung 
     4-6 hours

•  Liver - 8-12 hours

•  Kidney - 24 hours

•  Pancreas - 24 hours

•  Intestines - 24 hours
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Patti Ellish
President & CEO, St. Tammany Parish Hospital

A native of the New Orleans area and 

a graduate of its Charity Hospital School of 

Nursing, Patti Ellish began her career in 

healthcare at West Jefferson Hospital in 1974.
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PHotos of Patti ellisH by Melissa cannon‘‘“...healthcare is local. it’s the people here that 
keep folks coming back to these doors.” 



d i a l o g u e

26  JAN / FEB 2013  I HealtHcare Journal of new orleans  

Chief editor Smith W. hartley I understand 

you were with West Jefferson Hospital 

for 22 years and that you are a registered 

nurse, and I was just wondering if you 

could speak to what those experiences 

mean to your role here as CEO?

Patti elliSh The vision of the Board of 

Commissioners when they decided that 

they were going to look for a new CEO a 

little over thirteen years ago was that they 

wanted a clinician. I think that said some-

thing to me as an applicant for this position 

because never before had I realized that 

those were qualities they would look for in 

a chief executive, but I believe it brought 

a lot to the organization. I do believe that 

it is through the roots of my background 

that I can bring that compassion, that car-

ing, that commitment, because I’ve been 

an insider. To be able to elevate that inside 

an organization, it’s almost a little more 

natural for me. It’s not a learned behavior; 

While working at this 450-bed hospital, she 

pursued and completed her Bachelor of Science 

degree at the College of St. Francis and a Master 

of Health Administration degree from Tulane 

University. Leaving West Jefferson Hospital in 

1996 as its Director of Nursing, Ellish accepted 

a position as the Vice President and Chief 

Operating Officer for the Memorial Health 

System of East Texas. 
 Ellish returned to the New Orleans area in 2000 when she became 

the first female President and CEO of St. Tammany Parish Hospital in 

Covington. During her tenure at this 222-bed facility she has report-

edly improved the institution’s financial performance and clini-

cal quality while initiating numerous customer service initiatives. 

STPH’s current facility strategic plan includes $200 million in capital 

projects over the next 10 years, with $60 million of improvements to 

be completed in the first 3 years.

 Ellish is immediate past chair of the Metropolitan Hospital Coun-

cil of New Orleans, a board member of the St. Tammany Healthcare 

Alliance, and a member of both the Northshore Business Council and 

the Women’s Leadership Council of the Greater New Orleans United 

Way. She has received a number of honors including being named 

the 2005 YLC Role Model of the Year; New Orleans Magazine Top 10 

Female Achievers for 2004; and 2002 and 2008 Woman of Year by 

the New Orleans Publishing Group. j
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it comes from within. I do believe that the 

healthcare of the future needs to be led by 

clinicians. It doesn’t have to be a nurse, it 

could well be a physician or a therapist, 

because I do think you have to have felt it 

and understand the culture that we work 

in. We are a big, big business. We are truly 

an economic engine in the community, 

but from the standpoint of what we are 

delivering, I think it takes on a different 

special role. I think that a clinician can 

identify the uniqueness of the service that 

we are providing. I think it really adds a 

dimension that will keep us focused in the 

right direction. 

editor How would you describe the de-

mographics in this area?

Patti elliSh I would say our demographics 

are very attractive insomuch as the aver-

age wage is much higher than the state 

and the national average. The educational 

level in this community is higher than 

the state as well as the national level for 

a community this size. So we have a very 

educated community that expects health-

care. They can seek it out elsewhere. They 

can look on the Internet. They can travel 

to larger organizations like the Mayo 

Clinic or the Cleveland Clinic. So what 

they come to our hospital expecting is 

that level of excellence right here close to 

home. I think that’s the charge I’ve been 

given, with a caveat that says you deliver 

high quality care, but you do it in a man-

ner that has the feeling of family. I think 

that’s the uniqueness you’ll see here; that 

there’s a high touch factor in all the caring 

of the staff. 

editor Could you describe the relationship 

between this hospital and New Orleans? Do 

some of the Covington or Northshore pa-

tients go to New Orleans and do you receive 

patients from New Orleans?

Patti elliSh Historically this has been a 

bedroom community. Folks lived and 

slept here, but worked on the Southshore. 

Through the years, as it developed, as it 

became more of a suburban area of the 

city, there was definitely a sense of people 

wanting to work and live here. They were 

seeking out services here in the commu-

nity so they didn’t have to go to the South-

shore. But there is truly a North-South 

migration. If folks are going to seek care 

Patti Ellish visits one 
of the newly designed 
nurse’s stations at 
STPH. The touchdown 
space is visible in the 
background.
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elsewhere they are naturally going to go 

across the lake. They are typically not go-

ing to go to Baton Rouge or Slidell. They 

will definitely migrate to the south, across 

the Causeway. So for me, setting strategies 

for the organization, what we want to do 

is be able to provide high quality care so 

folks can stay close to home. And then, 

only for those things that we can’t handle, 

make sure we can very efficiently and 

expeditiously transfer them to the next 

higher level of care. 

editor Can you touch on this big capital 

expansion that’s coming up? Describe to 

us what’s going on, why you are doing this, 

and what you expect this to look like. 

Patti elliSh The expansion is a tremen-

dous undertaking. It’s been in develop-

ment now for almost two years. It’s a $21 

million project. Prior to this the single 

largest project we had was in 2000, right 

before I came, and it was a $60 million 

project. This campus over the last twelve 

years has grown tremendously due to the 

growth in the community as well as the 

services. This next phase, this expansion 

in the emergency room, brings about not 

only a larger footprint to be able to deliver 

emergency care, expanding the services 

by more than 35 percent of what they are 

currently occupying, but it also brings 

about a dedicated pediatric emergency 

room. There’s nothing like that in the area. 

Even the larger metropolitan hospitals on 

the Southshore don’t all have a dedicated 

pediatric emergency room. We recognize 

the growing families and the need to care 

for our littlest patients. We’ve had a pe-

diatric unit for a long time and we have 

a neonatal intensive care, but what we 

didn’t have were the emergency services 

to be able to specialize that care. We see 

pediatrics in our emergency room today 

so what we will be building on is the com-

plexity of those types of patients we will 

see as well as the space to be able to de-

liver it. It’s really exciting.

editor What is the time frame for the 

project and how is it going to be funded?

Patti elliSh It is going to be funded 

through a bond financing project. In De-

cember we went to pricing and began 

A rendering shows 
the planned 
expansion of the 
hospital’s Emergency 
Department.
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selling the bonds. St. Tammany is finan-

cially strong and has been throughout my 

tenure. Last year we actually got a bond 

upgrade so we’re now an A-rated facility. 

Acquiring the dollars for that and dedi-

cating the resources—it’s going to be in 

two phases. We’re going to build a 21-bed 

unit because in expanding the emergency 

room we actually occupy an existing 11-

bed unit. We have to replace that medical 

inpatient unit, but we’ll have a net gain of 

ten inpatient, all private rooms as we en-

large the emergency room. All said and 

done, that project will take about two and 

a half years to complete. 

editor What’s the competitive nature of 

the hospitals in the Northshore area?

Patti elliSh You know, there’s five major 

hospitals servicing the Northshore from 

Slidell through Tangipahoa. Actually six if 

we look at Hammond. But as I mentioned, 

it’s not really an East-West migration. You 

don’t find folks from Slidell necessarily 

coming over to St. Tammany for health-

care. With North Oaks there’s really only 

two hospitals in Tangipahoa to service 

that community, whereas in St. Tammany 

we have five hospitals spanning the east 

side of the parish as well as the west. Here 

in this community we’re really servicing 

our primary market. We hold 52.6 percent 

of the market so we are really proud of our 

growing market share. I think that speaks 

to the level of commitment that we have to 

the community and the caring staff—that 

really makes the difference. The nearest 

hospital is an HCA facility—it’s Lakeview, 

right off Highway 190.

editor Operationally, with clinical work 

moving toward more of a team approach, 

how do you incorporate that sort of men-

tality into the work you do here? 

Patti elliSh I do recognize, because of 

having the background of a clinician, the 

importance of the physician and all the 

team members working collaboratively. 

So there is a real focus on that team. As a 

matter of fact, the new design of the last 

two units we built here at St. Tammany, 

have what we call a touchdown space. It 

is for all the clinicians and it is off stage, 

behind the scenes. The nursing station 

is traditionally where folks collaborate 

about the care they are going to deliver, 

but if that’s the only area you have, some-

times you are in a fish bowl where every-

body sees what’s going on. We provided 

an area right behind that so that all the 

We hold 52.6 percent of the 
market so we are really proud 
of our growing market share. 

I think that speaks to the level 
of commitment that we have 

to the community and the 
caring staff—that really 
makes the difference.
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team members could come back in a sur-

rounding conducive to discussion. It has 

the technology and the space to consult 

with each other and it does foster, I think, 

that communication, which is so desper-

ately needed in today’s healthcare world. 

Talking about what’s happening with the 

individuals in your care, I think, is critical 

to the success of being able to coordinate 

care transitions as they leave the acute 

care hospital and move towards other 

settings. That touchdown space has been 

a really important aspect of being able to 

deliver that care, not just at the bedside, 

but behind the scenes as well. 

In the new patient rooms we provide three 

aspects of care inside what you would 

call just a traditional private room. We 

have a family zone, a patient zone, and a 

staff member zone. It really is unique to 

be talking about the family, but they are 

so important in today’s care. That’s really 

another nice feature about the new private 

rooms that we are developing, having the 

space to allow all three—the patient is able 

to enjoy their surroundings, given their 

circumstances, and the staff and the fam-

ily are able to be there to support them. 

editor How would you characterize the 

importance of technology and the possi-

bilities it brings to today’s hospitals?

Patti elliSh It’s huge. For a CEO, coming 

through the ranks, having been a nursing 

leader, moving into an operations officer 

role, and now a CEO, I’ve seen through my 

career technology developing from some-

thing that is nice to have to something that 

you have to have. I think nowadays we 

spend more on IT technology and making 

it work for us than we do on our routine 

capital replacement plan. Our investments 

are now on the information side as well as 

the high tech side, such as robotics; we have 

a robot here at St. Tammany. Those pieces 

are available, but I think it’s the informa-

tion technology that’s really exploding 

as an industry. What you see here now is 

computerized physician order entry, which 

was a huge safety project for us to under-

take, as well as a capital plan to support 

the IT needs for the future. It’s tremendous 

and almost a little scary. We were talking 

about that at a department head meeting 

just yesterday—about what is the back-up 

plan when you don’t have it? It’s just not 

something you can live without any more 

and so when you don’t have it how do you 

function? So now we are making plans to 

ensure that we have redundant resources, 

but we also do some scenario planning to 

make sure that when you don’t have it you 

can still provide safe care. 

editor Tell us about the Healing Arts and 

what that means at St. Tammany Parish 

Hospital?

Patti elliSh In 2000, when we began what 

we call the Millennium Project, we really 

transformed the hospital around an exist-

ing facility. We really made the campus 

match the care that we were delivering. In 

doing so, my challenge to the architects 

and the staff was not only do you want 

the staff’s input, but you need to research 

what the best and the brightest are doing 

to really transform the care that is hap-

pening inside your walls. 

I came across the Pebble Project by the 

Center for Health Design in California, 

which used evidence-based research to 

really determine that healing takes place 

not just in the clinical surroundings, but 

that there are other aspects of your sur-

roundings that could affect healing. The 

Healing Arts came out of that project. Us-

ing all of your senses, smell, touch, sight, 

hearing, promotes healing. I truly believe 

that. I can tell you patients do heal faster 

if their loved ones are at their bedside. So 

providing a space for family really reso-

nated with me to where we didn’t have 

visiting hours—making sure we allowed 

families to be here regardless of the time 

of day, day of the week, or the setting, such 

as critical care. Nothing affected me more 

when I had surgery a number of years ago 

and my family had to leave my bedside. 

So I knew that healing takes place not just 

through the medicines or treatments or 

the setting, it takes place outside of that. 

So, we did the research and discussed what 

else we could do if we were building a new 

unit. That’s when we looked at the aesthetic 

effects of the low level lighting, the music 

that might be played inside the hospital 

walls. There’s a piano in our lobby and when 

it plays you see a difference in the staff, you 

experience a calm as you walk around the 

hospital. It’s dramatic. The flooring that 

the staff walks on is softer, so your 12-hour 

shift doesn’t quite seem as long if your feet 

aren’t as tired. We took into consideration 

sights, sounds, feelings, smells, the envi-

ronment, to really bring about a different 

approach to the traditional healthcare that 

people might experience today, which is so 

sterile. You absolutely need it to be techno-

logically advanced, but there’s nothing like 

feeling a different sense when you walk into 

your room, and the lights are not glaring, or 

there’s soft music playing. When a baby is 

born at St. Tammany, the dad pushes a but-

ton and Brahms Lullaby plays. So when you 

walk around the hospital you know a new 

child has been born. If you need a break 

from long hours spent with your loved one, 

you can go and read a book or listen to soft 

music. We have some critical situations 

here—I won’t underestimate that because 

we’re a full, comprehensive medical cen-

ter—but doing that in an environment that’s 

not just focused on the technology, but also 

on the art, I think makes us really special. 

editor With this election over and as the 

CEO of St. Tammany Hospital what are 

some of the things that keep you up at 

night?
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Patti elliSh Probably the one answer that 

all CEOs would give you is reimburse-

ment. But I would argue that what keeps 

me up at night is the safety of our patients. 

I would say that for me, it’s making sure 

that we can provide care in a safe sur-

rounding that ensures that patient comes 

into our campus and leaves better than 

they arrived, as opposed to having some-

thing happen to them. So reimbursement 

is a fact of life and it’s my finance hat that 

I’ll put on, but the reality is making sure 

we can provide high quality care in a safe 

environment. That makes me come to 

work each day and want to make a differ-

ence, to make sure we don’t have an un-

safe situation here. 

editor Can you explain St. Tammany 

Hospital’s relationship with Mary Bird 

Perkins?

Patti elliSh I wish I could take credit for 

it. It’s been in place since 1998. Most folks 

don’t know that. This hospital made a de-

cision to, instead of duplicating a service, 

go out and seek the best and the brightest 

partner. They did some research in 1998 

and formed a collaborative educational 

agreement. When I came on board what 

I was able to do stra-

tegically was elevate 

that partnership. Now 

it is no longer just an 

educational agreement; 

it’s really now a partnership 

where we’re delivering services together 

under a comprehensive cancer center 

umbrella. Just a year ago we formalized 

that partnership and in 2012 we really 

announced to the community Mary Bird 

Perkins at St. Tammany Parish Hospital. 

It’s a formal branding, but it’s more than 

branding because that gives you the 

sense of just slapping someone’s label on 

a product. This is not that. This is a true 

partnership where our delivery of care 

is done in concert with their delivery of 

care. They are in our medical office build-

ing connected by the sky bridge and when 

you walk in it doesn’t look like Mary Bird 

Perkins here and St. Tammany there, 

it just looks like one cancer center. To-

gether I think we have brought about an 

enhanced program here that’s second to 

none. It’s wonderful. They have one sin-

gular focus and that is cancer care and 

getting it right. We have multiple focuses 

here, as you can imagine as an acute care 

medical center, and it’s so nice to work 

with them. When you get into the room 

and you see the creative minds flowing 

you know that cancer care is going to be 

the best it can possibly be. It really keeps 

us rooted in this community, making sure 

people don’t have to go away. We bring 

that research here so the trials you might 

see in major tertiary care facilities across 

the country are given right here. Yes there 

is a need to still have the M.D. Andersons 

and the Mayo Clinics, but the research 

and the work that’s being done there can 

be transformed into the communities in 

which we live. And that’s what Mary Bird 

does—it brings it right here close to 

home. It’s great. 

editor So what’s next for you here?

Patti elliSh I think what is next is 

to not grow weary of doing good. 

I think for me it is making sure that 

every aspect of our care delivery is the 

most cost effective it can be in the safest 

environment possible. I think that’s what 

makes St. Tammany really special. We’re 

a community hospital, not part of a big-

ger system, and we recognize that there 

are major challenges that will be affect-

ing healthcare in the future years and for 

us to continue delivering high quality at 

the lowest possible cost will keep us deep-

rooted right here in Covington. Folks will 

still want to come here. Will we be part 

of a much bigger picture? Possibly. We 

make sure those options are available to 

us, but healthcare is local. It’s the people 

here that keep folks coming back to these 

doors. So we are going to stay focused on 

delivering what they expect.

A new skybridge 
provides safe and 
easy access to all 
parts of the hospital.
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It Is wIdely accepted among 

American healthcare professionals that 

breastfeeding is the most natural and 

healthy way to feed most infants. The 

American Academy of Pediatrics (AAP), 

arguably the most important U.S. or-

ganization for policy direction regard-

ing infants and children, recommends 

“exclusive breastfeeding for about 6 

months, followed by continued breast-

feeding as complementary foods are in-

troduced, with continuation of breast-

feeding for 1 year or longer as mutually 

desired by mother and infant.” Breast-

feeding is associated with a plethora of 

benefits for babies, including lowered 

rates of respiratory tract infections, ear 

   breast
feeding
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‘‘duration of breastfeeding. For breast can-

cer, this is particularly significant: each 

year of breastfeeding has been calculat-

ed to result in a 4.3% reduction in breast 

cancer.

Breastfeeding leads to benefits in the 

realm of social/economic well-being as 

well. Nursing can strengthen the mater-

nal-child bond, and the breastfeeding-

associated release of the hormones oxy-

tocin and prolactin has been linked to 

more relaxed and nurturing mothers. In 

addition, continued breastfeeding leads 

to increased child spacing secondary to 

lactational amenorrhea, considered a 

natural form of birth control aiding opti-

mal spacing of babies. Finally, the simple 

savings of the cost of formula adds up to a 

significant sum, about $400 per year per 

baby after subtracting the cost of extra 

food required by breastfeeding mothers. 

In a study published in early 2012, Tulane 

researchers Ma et al. used cost analysis 

methods to estimate the economic impact 

of optimal breastfeeding in Louisiana. 

Considering four infant diseases, respira-

tory tract infections, gastroenteritis, nec-

rotizing enterocolitis, and SIDS, they es-

timated that $216,103,368 could be saved 

and 18 infant deaths prevented if 90% of 

newborns in Louisiana were exclusively 

breastfed for the first 6 months of life.

With all these benefits, extended 

infections, gastrointestinal tract infec-

tions, necrotizing enterocolitis, clinical 

asthma, atopic dermatitis, eczema, in-

flammatory bowel disease, type 1 and 

type 2 diabetes, and childhood leukemia 

and lymphoma. Preterm infants who re-

ceive human milk while in the NICU ex-

hibit improved neurodevelopmental out-

comes and immune development. In 

addition, breastfeeding during infancy 

is significantly associated with positive 

outcomes later in life, including higher 

IQ and teacher ratings, and lower rates of 

childhood, adolescent, and adult obesity.

 The most striking benefit of breast-

feeding, though, is in the arena of infant 

mortality. According to meta-analyses 

cited by the AAP, breastfeeding is asso-

ciated with a 36% reduced risk of sudden 

infant death syndrome (SIDS), indepen-

dent of sleep position. The increased rate 

of SIDS in infants who were never breast-

fed accounts for 21% of U.S. infant mortal-

ity, leading the AAP to conclude that more 

than 900 infant lives per year might be 

saved in the United States if 90% of moth-

ers exclusively breastfed for 6 months. 

Worldwide, exclusive breastfeeding for 

6 months and weaning after 1 year could 

prevent more than 1 million deaths per 

year, according to the World Health Or-

ganization; 13% of the world’s childhood 

mortality.

In addition to benefits to the baby, 

breastfeeding also confers significant 

benefits on the mother. These include im-

mediate effects such as decreased post-

partum blood loss, more rapid involu-

tion of the uterus, and decreased rates 

of postpartum depression, but also long-

term effects, including decreased risk for 

diabetes, rheumatoid arthritis, cardio-

vascular disease, hypertension, and hy-

perlipidemia. Several studies have found 

associations with significantly lower 

rates of ovarian cancer and breast can-

cer, in proportion to cumulative lifetime 

breastfeeding should certainly be the 

norm, not the exception. Louisiana’s rate 

of infants who are ever breastfed, though, 

is just 53.5%, compared with the nation-

al average rate of 76.9%, according to the 

Centers for Disease Control and Preven-

tion’s 2012 Breastfeeding Report Card. 

This is up from 33% just six years ago, 

which is encouraging. However, many 

mothers start off trying to breastfeed, but 

quickly abandon the practice when it be-

comes too physically or socially difficult. 

The rate of breastfeeding in Louisiana at 

six months is 23.6%, breastfeeding at 12 

months is 11.9%, exclusive breastfeeding 

at 3 months is 17.3%, and exclusive breast-

feeding at 6 months, as recommended by 

the AAP and WHO, is just 9.6%. Dr. There-

sa Dise, MD, a pediatrician at Tulane, has 

observed that “most of the southeast part 

of our country has poor breastfeeding 

rates compared to the rest of the country. 

Unfortunately, it seems to be deeply em-

bedded in Southern culture to bottle feed, 

and it is quite challenging to get attitudes 

to change.”

Several hospitals in New Orleans, how-

ever, are making efforts toward that goal. 

They provide a spectrum of breastfeed-

ing support services, often with lactation 

consultants, education, and “warm lines” 

that mothers can call during business 

hours to ask questions or obtain advice 

the most 

striking benefit 
of breastfeeding, though, 

is in the arena 
of infant mortality. 
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‘‘
regarding breastfeeding. The Parenting 

Center at Children’s Hospital, as one ex-

ample, provides support services, educa-

tional resources, and a toy-stocked center 

where parents can discuss concerns with 

other parents and staff while their chil-

dren play. Particularly unique is a moth-

er-to-mother group for those breastfeed-

ing children between the ages of 6 months 

and 4 years, a rare resource supporting 

extended breastfeeding here.

New Orleans also harbors several or-

ganizations providing breastfeeding sup-

port, including La Leche League of New 

Orleans, the Greater New Orleans Breast-

feeding Awareness Coalition, the Loui-

siana Breastfeeding Coalition, the Loui-

siana Lactation Consultant Association, 

and Partners for Healthy Babies, a list of 

Louisiana- and New Orleans-specific re-

sources for nursing mothers. The Loui-

siana DHH has explicitly encouraged 

breastfeeding as well, including promo-

tion of breastfeeding during National 

Breastfeeding Month last August. Togeth-

er, these efforts have led to rising breast-

feeding rates here. However, they are ris-

ing from a very low point, and have a long 

way to go. 

Why do so many Louisiana mothers 

choose to limit or eschew breastfeeding 

their babies? Breastfeeding 

mothers interviewed for this 

article felt that the officially 

expressed support by or-

ganizations like the AAP 

and DHH is contradicted 

by the real reactions and 

attitudes in the commu-

nity, including those in 

medical institutions. In 

daily life, they feel that 

breastfeeding is frowned 

upon as something nega-

tive or something to be hid-

den from view because it is 

somehow sexual or inappropri-

ate. This creates a conflict for moth-

ers, who may think that breastfeeding is 

healthy and they should do it, but feel, on 

an emotional level, that it is an unwelcome 

practice. As of 2001, breastfeeding has 

been explicitly legal in Louisiana in any 

public place, so mothers cannot be pros-

ecuted for feeding in public, but the lack of 

community support can be discouraging. 

Sunshine Bond, a breastfeeding moth-

er living in the Lower Garden District, is 

“constantly amazed at how many women 

I speak to who give up on it so early and 

easily. I wish they had more support.” She 

feels that, while institutions are trying 

to implement lactation-friendly policies, 

“the community at large lacks dialogue 

about the issue of breastfeeding altogeth-

er...in a town with such laid back attitudes 

towards life and the human body, and a 

bit more whole-family-oriented lifestyle 

than we see elsewhere in this nation, it’s 

a bit surprising we don’t celebrate breast-

feeding more, and protect moms and ba-

bies more in that realm.” Another mother 

thought that “It’s in part our (breastfeed-

ing moms) own skittishness though. The 

last time I went to a breastfeeding support 

group (in 2010) at the parenting center, 

most mothers were hiding their babes un-

der those nursing covers, although there 

were only new parents in the room. If you 

are shy in that company you won’t boldly 

feed your hungry child in a restaurant...”

Uncovered nursing seems to be par-

ticularly problematic. This timidness is 

unique, even compared with cultures that 

are generally much more conservative 

in terms of cultural dress codes. Andrea 

Young, a New Orleans poet and mother 

currently teaching rhetoric and compo-

sition at the American University in Cai-

ro, reflected on the different attitudes 

towards public nursing in Egypt vs. Amer-

ica: “In the U.S., there is this pressure to 

louisiana’s rate of infants 
who are ever breastfed, 

though, is just 53.5%,
compared with the national average rate 

of 76.9%, according to the centers for 
Disease control and Prevention’s 2012 

Breastfeeding report card. 
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cover up when feeding one’s child, this 

always-present feeling of the breast be-

ing sexualized. Here in Egypt, where the 

social norm is to be modest in clothing 

and to keep most skin covered, I never 

felt like I had to think twice about mak-

ing someone uncomfortable when I was 

feeding our children. There is an unspo-

ken understanding that breastfeeding 

is natural and practical, so that even the 

most covered women very comfortably 

feed their babies in public without any 

sense of shame. That always felt liberat-

ing when we traveled here and my babies 

were hungry.”

Some nursing women may simply feel 

more comfortable covering up or go-

ing to a private place, but a cultural mi-

lieu that impels women to breastfeed in 

private or covered up implies that there 

is something wrong with the practice. This 

is a fundamental issue that can thwart top-

down attempts to encourage breastfeeding. 

For example, Surgeon General Regina M. 

Benjamin has officially endorsed breast-

feeding through a number of means, includ-

ing proper training of clinicians so they can 

promote breastfeeding to pregnant patients 

and paid maternity leave and lactation sup-

port from employers. These steps, howev-

er, will not persuade mothers who feel an 

intrinsic sense of mortification regarding 

nursing because of a perception that there 

is something wrong with it. Dr. Dise, who 

actively tries to encourage breastfeeding 

in new mothers and support them in ex-

tending breastfeeding time, feels that a big 

root of the problem is our culture’s view of 

breasts as objects rather than functional or-

gans. “Our society doesn’t value breastfeed-

ing and this is another reason that women 

don’t value it. As long as breasts are used 

to sell cars, liquor, cigarettes and whatever 

else, they are not viewed as important or-

gans that serve an important function ... 

breasts are the only organs that, when op-

erated upon, the surgeon is not concerned 

about the function of the organ after the 

operation...only how it “looks.” This under-

scores this culture of “breasts are for show, 

for looking at, not for function.” This is an 

extremely hard attitude to change. This is 

why people are uncomfortable with babies 

breastfeeding in public, why women don’t 

feel comfortable doing it; and the older the 

child, the more uncomfortable people are 

when they see this happening in public. It is 

supposed to take place behind closed doors, 

out of sight.”

 Even efforts made specifically to sup-

port breastfeeding can include inherently 

contradictory messages. For example, com-

mercial establishments such as department 

stores sometimes provide nursing rooms in 

which mothers can breastfeed their babies 

in private. While such efforts are well-in-

tentioned, and surely appreciated by some 

women, they send mixed messages about 

the nature of breastfeeding. Some may 

take this to imply that nursing should 

take place only in these rooms. Given the 

strength of the cultural taboos against 

it, the legality and acceptance of pub-

lic breastfeeding needs to be specifically 

emphasized alongside the provision of 

private lactation spaces or supplies like 

nursing “curtains” for women who feel 

too shy to openly nurse in public. 

Social pressure regarding breastfeed-

ing also varies greatly between differ-

ent economic, racial, and sociocultural 

groups. For example, one mother, a gov-

ernment biologist, felt completely sup-

ported in her efforts to breastfeed, while 

another mother had to leave her custom-

er service job due to complaints about 

her feeding her baby at her workplace. 

Such discrepancies in cultural support 

may be partially responsible for differ-

ences in breastfeeding in different eco-

nomic groups; the rates of breastfeed-

ing initiation are 67.5% for low-income 

(WIC-eligible) American mothers vs. 

84.5% for higher income (WIC-ineligi-

ble) mothers. Age-related disparities in 

breastfeeding initiation are even larg-

er: 59.7% for mothers younger than 20 

years compared with 79.3% for mothers 

over 30. Practices such as the provision 

of commercial infant formula in the first 

48 hours after birth (general practice in 

24% of maternity wards, according to 

the AAP), may disproportionately affect 

younger and lower-income women, who 

may feel less empowered to actively resist 

subtle pressure to formula-feed.

Social factors against breastfeeding 

may be particularly strong for African-

American women. According to the AAP, 

while the U.S. rate of breastfeeding ini-

tiation was just over 75% for all mothers, 

and just over 80% for Latinas, it was just 

58.1% for non-Hispanic African-Amer-

ican mothers. Initiation was even lower 

as long as breasts 
are used to sell 
cars, liquor, 
cigarettes 
and whatever else, 
they are not 
viewed as 
important 
organs that 
serve an important 
function ...
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for such mothers with low-income; just 

37%. In a 2012 study of breastfeeding 

support for African-American women in 

Louisiana hospitals, LSU researchers Gee 

et al. found that, compared with women 

of other races, African-American moth-

ers were 60% less likely to initiate breast-

feeding or pump milk. They were also less 

likely to receive breastfeeding instruc-

tion and support from healthcare pro-

fessionals while in the hospital and less 

likely to have their baby remain in the 

hospital room with them. These results 

suggest that racial disparities in Louisi-

ana may be even greater than those in the 

United States at large.

Pediatricians are a major force en-

couraging breastfeeding, but their influ-

ence on nursing mothers may in practice 

arrive too late. It is crucial to breastfeed-

ing success, according to Dr. Dise, to be 

vigilant “while the baby and mom are 

still in hospital; because if problems are 

beginning already, they must be seen 

sooner rather than later. There is an old 

custom of the first visit after birth be-

ing at two weeks old, but if you do this 

with breastfeeding dyads, especially first 

time dyads, by the time you see them at 

two weeks they may have already quit 

for various reasons.” Support from oth-

er healthcare professionals is therefore 

very important. “Lactation consultants 

are wonderful adjuncts because they re-

ally have the time to spend an hour or 

two with a mom when there 

are problems, which is diffi-

cult for a busy pediatrician 

to do.” Education and sup-

port by prenatal care pro-

viders are extremely im-

portant as well.

While support in the 

hospital is crucial to 

breastfeeding initiation, 

maintaining breastfeed-

ing involves different fac-

tors. Dr. Dise believes that “the 

biggest reason that women stop 

breastfeeding sooner is because of 

return to the workplace...many women 

are overwhelmed by thinking about how 

they will express their milk at work, and see 

this as such a huge barrier, [feeling] defeat-

ed before they even start.” Louisiana ap-

pears to be making progress in this realm, 

though. In 2011, the Louisiana legislature 

passed HB 313, a bill requiring buildings 

to provide suitable areas for breastfeeding 

and lactation. Even before this, Tulane Uni-

versity, a major employer in New Orleans, 

started a breastfeeding support program, 

one of the first of its kind in universities 

across the country. It began in 2004 when 

Jeanette Magnus, then Dean of the School 

of Public Health, installed a breast feed-

ing and pumping room in the school after 

being approached by mothers struggling 

to balance work and breastfeeding. Tulane 

has now opened eight “lactation stations” 

across the campus, a very important step 

forward, particularly for women who 

need to pump breastmilk while their ba-

bies are in daycare. Eight other employers 

have been recognized by the Louisiana 

Breastfeeding Coalition for their support 

of breastfeeding employees: the Louisi-

ana Office of Public Health, the LSUH-

SC School of Nursing-New Orleans, New 

Orleans City Hall, New Orleans Marriott 

Hotel, Paragon Casino Resort, St. Cath-

erine of Siena School, the University of 

Louisiana at Lafayette, and WIC Clinics. 

Such support, along with increased 

education and in-hospital programs, in-

cluding the critical work of lactation con-

sultants, appears to be raising the rates 

of breastfeeding in Louisiana. Greater 

numbers of breastfeeding mothers, in 

turn, may serve to provide the cultur-

al changes needed to help other moth-

ers feel more comfortable breastfeeding. 

With continued education and support, 

at some point, this should reach a tipping 

point, when breastfeeding becomes “nor-

mal”, requiring no explanations and elic-

iting no raised eyebrows; just smiles and 

congratulations on the sweet, healthy 

baby in its mother’s arms.

“the biggest reason that  

women stop 
breastfeeding sooner is 

because of return to  
the workplace...”
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We’ve known for years that the LSU Health 

System at it exists today is unsustainable. 

Louisiana is one of the last states with a 

large, publically owned and run charity 

hospital infrastructure. In fact, a 2005 re-

port published by a leading private health-

care system in our state included an urgent 

call to action to address concerns the sys-

tem was failing to keep pace with national 

trends in public healthcare and medical 

training. Specifically, it noted declining uti-

lization, high uncompensated-care costs, 

high Medicaid reliance, and insignificant 

investment from local communities as 

worrisome variances from other success-

ful models. Shortly after its publication, 

Hurricanes Katrina and Rita devastated 

our state, putting any plans for significant 

reform on hold as the state struggled with 

a monumental recovery effort.

Fast forward to this summer: faced with 

a new normal in terms of funding and un-

der the visionary leadership of System 

President William Jenkins and Executive 

Vice President for Health Care and Medi-

cal Education Redesign Dr. Frank Opelka, 

LSU Health Care Services Division began 

aggressively pursuing new models to stave 

off a loss of critical services. Those efforts 

resulted in three historic events in three re-

gions of the state in December to announce 

that agreements have been reached to form 

public-private partnerships involving 

three LSU hospitals. Interim LSU Hospital 

and its successor University Medical Cen-

ter in New Orleans will partner with Loui-

siana Children’s Medical Center; Leonard 

J. Chabert Hospital in Houma has reached 

agreements with Ochsner Health System 

and Terrebonne General Medical Center; 

and University Medical Center in Lafayette 

has formed a partnership with its neighbor, 

secretary’s corner // Bruce D. Greenstein

a new era 
for Safety-Net Care 

 and Graduate 
Medical Education  

in Louisiana
December 10, 2012. This date will be remembered as 
a watershed moment for Louisiana’s healthcare sys-
tem. I wrote about this opportunity a few months 
ago as we grappled with the sudden loss of hundreds 
of millions of dollars in federal Medicaid financing. 
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Lafayette General Medical Center.

These agreements are tailored to the 

dynamics and needs of the individual 

community, and put local leaders at the 

helm of charting the course for their own 

healthcare markets. Most significantly, 

the private hospitals that are part of these 

emerging partnerships around the state are 

together making lease payments totaling 

$12.1 million to the LSU hospital system, 

allowing them to avoid immediate staff 

layoffs at the public hospitals, and main-

tain current services as these partnerships 

progress toward completion. As part of this 

agreement, the partner hospitals will lease 

the public hospitals’ property, which has 

been operated by LSU, including both the 

hospitals themselves and their affiliated 

networks of outpatient clinics. This main-

tains the LSU hospitals as safety net pro-

viders in their regions, and allows patients 

to keep accessing care at the same location. 

Each of the partners will expand their roles 

in the clinical care, medical research, and 

education programs provided through the 

LSU hospitals. Over time, LSU employees 

will transition to employment by the part-

ner hospital, which will use its expertise 

and management infrastructure to run the 

enterprise more efficiently and effectively. 

What does this mean? It means that 

we are finally getting our state out of the 

business of running hospitals. Instead, we 

see our role as a purchaser of quality care, 

driven by our responsibility to be a good 

steward of public resources. These part-

nerships give us the opportunity to deliver 

high quality care to people who need it at 

a better value for taxpayers. It also means 

that those who have sought care from 

the LSU system in the past will become 

more integrated into the health system, 

with opportunities for improved access 

to specialty care and other services in the 

community. It also means that our medi-

cal residents will begin training in more 

modern settings with higher volume and 

more diverse patient case loads—enriching 

the educational experience. As Dr. Opelka 

has repeatedly said, we cannot keep train-

ing tomorrow’s healthcare professionals in 

yesterday’s system.

I also commend and thank the local 

healthcare leaders and members of each 

region’s legislative delegation. Without 

their willingness to roll up their sleeves 

and broker these historic agreements, our 

recent announcements would not have 

been possible. To be sure, there is much 

work to be done yet. We continue to work 

in other communities to forge similar 

partnerships. And as LSU solidifies these 

agreements and makes decisions in the 

different communities, we’ll work with 

them to finalize the terms of the financing 

arrangements, to create the best value for 

our taxpayers and ensure we are optimiz-

ing our use of federal Medicaid matching 

dollars. We’ll work carefully to make this 

as seamless a transition for patients and 

employees as possible. But in the long run, 

this is the right move for LSU: their pa-

tients, their doctors, their students, and 

their future. 

“...we are finally getting our state 
out of the business of running 
hospitals. Instead, we see our role as 
a purchaser of quality care, driven 
by our responsibility to be a good 
steward of public resources.”

Bruce D. Greenstein is Secretary, Louisiana 
Department of Health and Hospitals
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Louisiana Formally Opts Out of Exchanges
In November the State of Louisiana sent a letter to the federal De-

partment of Health and Human Services declaring that the state de-

clines to assume the risk of building a health insurance exchange as 

outlined by the Patient Protection and Affordable Care Act (PPACA). 

State Department of Health and Hospitals Secretary Bruce Green-

stein confirmed the decision originally announced back in March, 

2011, saying Louisiana has not changed its position that the law creat-

ing the exchanges has severe legal problems, is bad policy and does 

not allow the state enough flexibility. 

BCBSLA Announces New Leadership
In recent months, Blue Cross and Blue Shield of Louisiana has made 

several leadership appointments. Dr. Rodney Wise, former medical 

director at Louisiana Medicaid, has been named medical director, Dr. 

David Carmouche has been appointed as senior vice president and 

chief medical officer, Anh Tran has been named director of facility 

reimbursement and payment policies, Jerry Abbruzzese was hired 

as manager of EDI customer relations, and Tej P. Shah will serve as 

Senior Vice President of Business Development.

EHR/HIE Crucial In Disasters
The Office of the National Coordinator for Health Information Tech-

nology (ONC) and the U.S. Department of Health and Human Ser-

vices released a report detailing the findings of the Southeast Re-

gional HIT-HIE Collaboration (SERCH) Project, in which the Louisiana 

Health Care Quality Forum participated. The project was designed 

to research how health information exchanges can be leveraged to 

provide timely access to clinical information during times of disaster. 

Its focus was to build on the lessons learned through major disas-

ters over the years, including the evacuation of more than one million 

people in the aftermath of Hurricanes Katrina and Rita in 2005. 

The SERCH Project began in November 2010 and included six states 

– Alabama, Arkansas, Florida, Georgia, Louisiana and Texas – that 

shared the goal of developing a strategic plan 

for sharing health information data among the 

Southeast and Gulf States during and follow-

ing a declared national disaster. The project’s 

findings indicate that combining disaster plan-

ning and HIE functions will help ensure that 

when a disaster occurs, patients and providers 

will have better access to information and be 

able to provide appropriate care.

To read the full report of the SERCH Proj-

ect, visit www.healthit.gov. To learn more 

about LaHIE services, visit www.lhcqf.org.

Future of Southeast LA 
Hospital Announced
The Louisiana Department of Health and Hos-

pitals, St. Tammany Parish leaders, and area 

legislators announced a final agreement in 

December allowing the parish to use the 

property at Southeast Louisiana Hospital in 

Mandeville, with Meridian Behavioral Health 

Services assuming control of inpatient beds 

at the hospital and outpatient services on the 

property continuing.

In July, the State announced plans to cease 

operations at Southeast in response to Con-

gress sharply reducing Federal Medical Assis-

tance Percentage funding for the Medicaid 

program. Those plans called for the con-

tinued operation of these services through 

agreements with private providers.

The State has now signed an agreement 

giving St. Tammany Parish the authority to 

manage all property at Southeast, and has 

signed an agreement for Meridian to operate 

58 psychiatric inpatient beds – 42 youth and 

16 adult. A separate agreement between St. 

Tammany Parish and Meridian allows Merid-

ian to operate these 58 beds on the South-

east campus. These agreements will also 

allow the current outpatient and group home 

services providers on the Southeast campus 

to remain in place. Meridian will begin operat-

ing these beds at Southeast effective Jan. 2, 

2013. DHH will discontinue all management of 

Southeast effective Jan 1, 2013.

Briefs
FROm LEFt Rodney 
Wise, MD; David 
Carmouche, MD; 
Anh Tran; and Jerry 
Abbruzzese.
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LAHIE turns One
The Louisiana Health Information Exchange 

(LaHIE) celebrated its one year anniversary 

on Nov. 4, 2012. LaHIE was officially launched 

on Nov. 4, 2011, at the Louisiana Health Infor-

mation and Management Systems Society 

Conference with Lafayette General Medical 

Center and Opelousas General Health System 

as pilot sites in the Acadiana region. The two 

pilot sites went live with LaHIE in December 

2011. Also now live with LaHIE are Lafayette 

General Surgical Center in Lafayette and St. 

Martin Hospital in Breaux Bridge.

In its first year, many hospitals and affili-

ated clinics – including the CHRISTUS net-

work of hospitals and Baton Rouge General 

Medical Center – along with ambulance com-

panies, care clinics, home health providers, 

and school-based health centers have signed 

participation agreements with LaHIE. In addi-

tion, the exchange achieved the ability in 

July 2012 to facilitate public health report-

ing in Louisiana by connecting providers with 

organizations such as the Louisiana Office of 

Public Health and the Louisiana Immunization 

Network for Kids Statewide (LINKS) through 

its web portal.

For more information about LaHIE, contact 

lahie@lhcqf.org.

LaPOSt Webinar 
Scheduled For January
The Louisiana Health Care Quality Forum an-

nounced that Louisiana Physician Orders for 

Scope of Treatment (LaPOST) will be the 

focus of a webinar, “LaPOST Ready,” sched-

uled for noon on January 29, 2012. The we-

binar will feature Susan Nelson, MD, chair of 

the LaPOST Coalition, a network of Louisiana 

healthcare professionals dedicated to raising 

awareness of the LaPOST document.

The LaPOST document is designed to 

improve end-of-life care in Louisiana by hon-

oring the healthcare wishes and goals of 

those with life-limiting illnesses. The webinar, 

which is certified for one hour of CEU credit 

for social workers, will serve to empower con-

sumers and healthcare professionals with 

easy-to-access, simple-to-understand infor-

mation and resources to make educated deci-

sions about end-of-life care.

Space is limited for the complimentary 

webinar. Visit lhcqf.org to register. 

Louisiana Fares Poorly in 
Health Rankings…Again
In early December, the United Health Foun-

dation released its 2012 America’s Health 

Rankings® and once again Louisiana battled 

Mississippi at the bottom of the heap. The 

two states avoided the stigma of being 50th 

by ending up tied for the 49th spot. For the 

sixth year in a row, Vermont is the nation’s 

healthiest state. Hawaii is ranked second, 

followed by New Hampshire, Massachusetts 

and Minnesota. The five least healthy states 

are South Carolina (46), West Virginia (47), 

Arkansas (48), and Mississippi and Louisiana 

(49). States that showed the most substantial 

improvement in rankings include: New Jersey 

(nine slots), Maryland (five slots), and Ala-

bama, Colorado, Massachusetts, Nebraska, 

Oklahoma and Rhode Island (three slots). 

This year’s rankings saw stark differences 

between the five healthiest states and the five 

least healthy states, said the report. “In com-

paring the top five and bottom five states, it 

is evident that the least healthy states face 

formidable challenges related to behavioral 

determinants of health and to socioeconomic 

factors that influence health.” 

While smoking rates in the five healthiest 

states range from 16.8 percent to 19.4 per-

cent of the adult population, smoking rates 

are between 23.1 percent and 28.6 percent 

in the five least healthy states. Likewise, 27.2 

percent to 36.0 percent of the population 

leads sedentary lives in the five least healthy 

states, compared to between 21.0 percent 

and 23.5 percent of the population in the five 

healthiest states. 

The 2012 Rankings also illustrate the impact 

of a state’s economic climate on its residents’ 

health. The five highest-ranked states report 

a higher median household income ($51,862 

to $65,880) than the five lowest-ranked 

states ($37,881 to $43,939). Rates of chil-

dren in poverty, which range between 8.6 

percent and 16.4 percent of residents in the 

five healthiest states, are between 24.4 per-

cent and 30.5 percent in Mississippi, Louisi-

ana, Arkansas, West Virginia, and South Car-

olina. Per-capita income and poverty affect 

the ability of households to afford aspects of 

a healthy lifestyle. Healthier states also report 

a healthier job climate. Unemployment rates 

range between 5.4 percent and 7.3 percent of 

the population in the top five ranked states, 

compared with between 7.8 to 10.5 percent 

of residents in the bottom five ranked states. 

Louisiana’s ranking was helped by having 

a low prevalence of binge drinking and high 

immunization coverage, but high rates of sed-

entary lifestyles, diabetes, obesity, childhood 

poverty, and infant mortality offset those 

positives. The report’s authors did acknowl-

edge the state’s strenuous efforts to address 

these issues. 

state and  local healthcare news 

Louisiana’s ranking was helped by having a 
low prevalence of binge drinking and high 
immunization coverage, but high rates of 
sedentary lifestyles, diabetes, obesity, 
childhood poverty, and infant mortality 
offset those positives. 
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36 weeks due to induced labor or C-sec-

tion). Women can reduce the risk of prema-

ture birth if they quit smoking and get early 

and regular prenatal care throughout their 

pregnancies.

Late, preterm births may also have been 

delivered early by choice. The mother may 

have chosen to be induced or to give birth 

by C-section, because the last weeks of preg-

nancy are very uncomfortable. Expectant 

mothers may not know that at least 39 weeks 

of pregnancy are important to her baby’s 

health, because many important organs, 

including the brain and lungs, are not com-

pletely developed until then.

According to March of Dimes, a mother’s 

due date is most commonly estimated based 

on the date of her last menstrual period before 

pregnancy. Doctors learn that date simply by 

asking the mother-to-be. If the mother doesn’t 

remember exactly, her doctor can miss the 

actual due date by a week or more. Using that 

date to schedule a c-section or induction of 

labor risks causing a preterm birth.

Premature birth is a serious health 

problem that costs the United 

States more than $26 billion 

annually, according to the 

Institute of Medicine. It 

is the leading cause of 

newborn death, and 

babies who survive an 

early birth often face 

the risk of lifetime health 

challenges, such as 

breathing problems, cere-

bral palsy, intellectual dis-

abilities, and others. Even babies 

born just a few weeks early have 

higher rates of hospitalization and illness than 

full-term infants.

DHH Announces mid-
Year Reductions
In December, Louisiana Department of Health 

and Hospitals Secretary Bruce D. Green-

stein announced mid-year reductions at the 

agency that will save $51.8 million in the State 

General Fund for Fiscal Year 2012-2013. Ac-

cording to DHH, these reductions have a to-

tal impact of $82.6 million for this Fiscal Year, 

when federal funds that would be used to 

match affected programs and services are 

considered. DHH’s reductions are part of the 

State’s overall mid-year reduction plan that 

addresses the budget shortfall in the current 

fiscal year.

DHH indicated that it is trying to make 

reductions to programs in ways that opti-

mize newly implemented coordinated care 

programs for Medicaid and behavioral health 

services to eliminate duplicative efforts. Many 

of the mid-year reductions also make more 

efficient use of contracts, rates, and staffing 

availability within the department. To curb 

operational costs, DHH is restricting employ-

ees’ travel to only critical needs and enacting 

more effective resource sharing and supply 

management.

Reductions from each of DHH’s program 

offices that comprise the department’s 

response to cover the State’s mid-year reduc-

tions are listed below, with State General 

Fund (SGF) savings highlighted, along with 

the number of positions affected within the 

department.

Office of Aging and Adult Services 
($616,650 SGF; 0 TO, 3 NON-TO). This pro-

gram office will realize savings by imple-

menting a work-at-home program for staff in 

regional offices, which will reduce rental and 

building operations costs. Other savings in 

OAAS will occur through rebasing reimburse-

ment rates for the Program of All-Inclusive 

Care for the Elderly (PACE) to better align 

them with current program costs.

Office of Behavioral Health ($860,151 

SGF; $3,304,445 IAT; 1 TO, 91 NON-TO).  OBH 

will realize savings through elimination of 

the Early Childhood Supports and Services 

(ECSS) program, which provides community-

based specialized behavioral health services 

to children at-risk for mental health condi-

tions. This elimination will result in one TO and 

76 non-TO position reductions. The recipients 

currently served who have more intensive 

needs will be able to seek access and refer-

ral of services through the Louisiana Behav-

ioral Health Partnership (LBHP).  The State 

implemented the LBHP in March to coordi-

nate behavioral healthcare services across 

the state. OBH will also eliminate 15 non-TO 

positions, which  provide specialty outpa-

tient screening, assessment and treatment 

The foundation’s report concluded that 

Americans are living longer due to several 

medical advances, but unhealthy behavior 

and preventable illness threaten quality of 

life. While premature, cardiovascular, and 

cancer deaths have declined since 1990 by 

18.0 percent, 34.6 percent, and 7.6 percent, 

respectively, Americans are experiencing 

troubling levels of obesity (27.8 percent of 

the adult population), diabetes (9.5 percent 

of the adult population), high blood pressure 

(30.8 percent of the adult population) and 

sedentary behavior (26.2 percent of the adult 

population). 

To see the Rankings in full, visit: www.

americashealthrankings.org. 

march of Dimes and Partners 
Urge Expectant mothers to Wait
The March of Dimes is urging expectant moth-

ers to do all they can to promote a full-term 

pregnancy – more than 39 weeks. The agency 

has kicked off a campaign in partnership with 

LaCare, a Medicaid health plan in Louisiana.

To get the word out, LaCare, a par-

ticipant in Louisiana’s Bayou 

Health program, presented 

March of Dimes with a 

$20,000 gift. The cen-

tral message is “Healthy 

Babies are Worth the 

Wait,” meaning a wait 

of the full term of 39 

to 41 weeks. Television 

viewers in New Orleans 

and Baton Rouge, as well 

as radio listeners across the 

state, started seeing and hear-

ing commercials in December.

Recently the March of Dimes issued a 

report card on premature births in Louisiana, 

stating the rate was too high. Data from the 

National Center for Health Statistics (NCHS) 

shows Louisiana’s premature birth rate is 

15.6 percent. The March of Dimes goal is to 

reduce premature birth by at least eight per-

cent between 2009 and 2014. In the report, 

the agency named three things that contrib-

ute to premature births (also called preterm 

births): smoking among women of child-

bearing age, lack of prenatal healthcare, and 

late preterm births (those between 34 and 
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services to TANF eligible low-income women 

and women with dependent children. OBH 

will also reduce bed capacity for addiction 

residential services for this population by 12 

beds. OBH will also make an overall 10 per-

cent contract reduction for healthcare pro-

viders who deliver community-based ser-

vices to indigent mentally ill and addictive 

disorders clients.

Office for Citizens with Developmental 
Disabilities ($170,280 SGF; 0 TO). OCDD 

will realign the Flexible Family Fund to bet-

ter match resources with need. This pro-

gram assists families with children who have 

disabilities by providing a monthly stipend. 

Currently, the funds are distributed on a 

first-come, first-served basis. OCDD is imple-

menting financial eligibility criteria for this 

program to distribute stipends in a more tar-

geted way. Under the new criteria, children 

whose family income exceeds 650 percent of 

the Federal Poverty Level (which is an annual 

income of almost $150,000 for a family of 

four) and who also receive home and commu-

nity-based Medicaid waiver services will no 

longer be eligible for the program.

Office of Public Health ($2.1 million SGF; 21 

TO). Fifteen of the TO positions OPH is elimi-

nating are vacant direct-care service posi-

tions in parish health units. Funding for one 

engineering staff position will be reallocated 

from State General Fund to federal funds in 

the Drinking Water Revolving Loan Program. 

Vital Records will eliminate two vacant posi-

tions, seven temporary positions, and two 

additional positions upon employees’ retire-

ment. One position in the Bureau of Primary 

Care and Rural Health will also be eliminated. 

OPH will also achieve savings through fore-

going establishment of any new School-

Based Health Centers as planned (this does 

not affect any patient care or services cur-

rently provided through School-Based Health 

Centers already in place); reducing contracts 

for wraparound services in the Genetics pro-

gram; and not conducting four Bureau of Pri-

mary Care and Rural Health workshops for 

medical professionals’ training that had been 

planned for SFY13. The Bureau will hold simi-

lar workshops in spring and fall 2013 using 

federal funding.

Bureau of Health Services Financing/

medical Vendor Administration (medicaid) 
($1.2 million SGF; 0 TO) The bulk of savings 

in the Medicaid Medical Vendor Administra-

tion program will be achieved through reduc-

ing contracts. These contracts include the 

Enrollment Broker (MAXIMUS) and contracts 

for administration of Low 

Income Needy Care Collabo-

ration and Physician Upper 

Payment Limit. Medicaid will 

also eliminate its Radiation 

Utilization Management ser-

vices and KidMed payments 

processing through Molina, 

as the full implementation of 

Bayou Health makes these 

services unnecessary. The 

health plans are now respon-

sible for performing these 

functions.

Bureau of Health Services 
Financing/medical Vendor 
Program (medicaid) ($45.8 

million SGF; 0 TO) Medicaid 

will reduce Disproportion-

ate Share Hospital (DSH) funding paid to LSU 

Health - Shreveport by $10 million. LSU hos-

pitals will continue receiving DSH payments, 

but will do so at a reduced level. This reduc-

tion is in addition to previous DSH reductions 

to the LSU system for FY 2013. Even after this 

reduction, LSU hospital rates are still higher 

than the DSH rates paid to private hospitals. 

In addition, there will be a $2.3 million reduc-

tion in High Medicaid DSH Pool funding, 

which provides enhanced DSH rate payments 

to non-LSU hospitals that provide a higher 

portion of care to uninsured residents. Med-

icaid will also enact a 1 percent provider rate 

reduction to hospitals and physicians. 

This reduction of DSH and Medicaid pay-

ments will not affect Medicaid recipients’ 

access to hospital care, as most recipients 

are now enrolled in Bayou Health plans that 

have private and community hospitals in their 

networks. The Medicaid MVP program will 

eliminate the Community Hospital Psychiatric 

Services funding pool (recipients may access 

behavioral health services through the Loui-

siana Behavioral Health Partnership) and will 

eliminate dental benefits for pregnant women 

and hospice care provided outside of nursing 

homes, which are both optional services for 

Medicaid recipients. The hospice reduction 

becomes effective Feb. 1, 2013, and does not 

impact anyone currently receiving these ser-

vices in Medicaid. They will continue receiv-

ing hospice services. Medicaid will also elimi-

nate rehabilitation center 

services for adults—occu-

pational, physical, speech or 

other therapies administered 

outside a nursing home set-

ting—for recipients older 

than 21. 

Medicaid is eliminating 

targeted case management 

for the First-Time Moth-

ers Home Visit Program, in 

which medical professionals 

make home visits to encour-

age healthy parenting for 

first-time mothers who met 

Medicaid eligibility guide-

lines. Women in this program 

who are enrolled in Medicaid 

and are in a Bayou Health 

plan (which includes nearly all pregnant 

women in Medicaid) will be eligible for case 

management services through their health 

plans. Medicaid will also eliminate case man-

agement services for recipients who have 

HIV/AIDS, as Medicaid recipients in the Bayou 

Health program can receive comparable case 

management services from their health plan’s 

network. Medicaid will use pharmaceutical 

settlement funds recovered by the Louisiana 

Attorney General to replace $30.5 million in 

State General Fund.

Human Services Districts ($785,941 SGF, 

0 TO, 26 Non TO). There are five locally gov-

erned Human Services Districts affiliated with 

DHH that provide outpatient mental health 

and addictive disorder services, along with 

services to people who have developmental 

disabilities, in their parish or region. Human 

Services Districts operate as independent 

local governing entities (LGEs). Each will 

achieve savings through various techniques, 

including restructuring services to optimize 

available resources, eliminating vacant posi-

tions or downsizing programs to negate the 

need to hire more staff, supply and travel 

reductions and better use of Patient Assistant 

DHH 
REDUCtIONS 

will save 

$51.8 
million 

in the State 
General Fund for 
FISCAL YEAR 
2012-2013
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Programs to save on pharmacy costs. Each 

will incur different levels of savings, includ-

ing $141,461 for the Florida Parish Human 

Services District; $119,266 for the Capital 

Area Human Services District; $206,799 at 

the Jefferson Parish Human Services Author-

ity; $18,446 at the South Central Louisiana 

Human Services Authority; and $299,969 

at the Metropolitan Human Services District 

(New Orleans metro area).

In all program offices, DHH is working 

through the department’s Human Resources 

section and the Louisiana Department of 

State Civil Service to ensure affected employ-

ees are provided, whenever possible, oppor-

tunities to fill needed vacancies in other State 

offices or departments.

LSmS, Others Respond 
to Shortfall
Close on the heels of DHH’s reductions an-

nouncement came this joint statement from 

Louisiana State Medical Society Executive 

Vice President & CEO Jeff Williams, Louisiana 

Hospital Association President & CEO John 

Matessino, and Metropolitan Hospital Council 

of New Orleans CEO Paul Salles

“With the Jindal Administration’s 

announcement today of a $165.5 million 

shortfall for Fiscal Year 2012-13, the health-

care industry is deeply disappointed and 

extremely concerned that patients and their 

healthcare providers are once again the tar-

get of significant cuts.

“Louisiana cannot continue to balance the 

budget on the back of our most vulnerable 

patients. With the lack of stability and pre-

dictability in the Medicaid program caused 

by multiple cuts to physicians and commu-

nity hospitals over the last five years, state 

officials and the public should be concerned 

about the Medicaid program’s viability.

“Hospitals and physicians continue to be 

cut over and over again, and the trend does 

not seem to be abating. When physicians and 

hospitals absorb cuts, they are faced with 

only a few options. They may be forced to 

charge other patients more to offset the cost 

of cuts, which means a rise in health insurance 

costs. They may have to reduce or eliminate 

services, which reduces access to care for all 

patients. They may have to lay off employees, 

which causes the local economy to suffer, and 

if all else fails, hospitals or physician practices 

may be forced to close their doors.

“With so much uncertainty with national 

healthcare reform, federally-run healthcare 

exchanges, the fiscal cliff, public/private hos-

pital partnerships, and federal cuts to Medi-

care and Medicaid, the Administration should 

be working to strengthen our healthcare sys-

tem in Louisiana.

“As always, we will continue to work with 

Gov. Jindal, the Department of Health and 

Hospitals, and the Louisiana Legislature to 

deal with this critical issue.”

 

Owner of LA-Based DmE 
Company Convicted 
In December, the owner and operator of a 

Louisiana-based durable medical equipment 

(DME) company was convicted by a federal 

jury in Houston for his role in a $6.7 million 

Medicare fraud scheme, announced Assis-

tant Attorney General Lanny A. Breuer of the 

Justice Department’s Criminal Division; U.S. 

Attorney Kenneth Magidson of the South-

ern District of Texas; and Special Agent in 

Charge Mike Fields of the Dallas Regional Of-

fice of the U.S. Department of Health and Hu-

man Service’s Office of the Inspector General 

(HHS-OIG).

Kenny Msiakii, 44, of Houston, was con-

victed of eight counts of healthcare fraud. 

According to court documents, Msiakii 

was the owner and operator of Joy Supply 

and General Services, a company based in 

Shreveport, that purported to provide orthot-

ics and other DME, including power wheel-

chairs, to Medicare beneficiaries.

Msiakii used Joy Supply’s Medicare provider 

number to submit claims to Medicare for DME, 

including orthotic devices, that was medically 

unnecessary and, in some cases, never pro-

vided. Many of the orthotic devices were com-

ponents of “arthritis kits” and purported to be 

for the treatment of arthritis-related condi-

tions; however, the devices were neither medi-

cally necessary nor appropriate for such con-

ditions. The arthritis kit generally contained a 

number of orthotic devices including braces 

for both sides of the body and related acces-

sories such as heat pads.

According to court documents, from 

November 2007 through September 2009, 

Msiakii submitted claims of approximately 

$6.7 million to Medicare and was paid 

approximately $3.6 million for devices that 

were not medically necessary and, in some 

cases, never provided.

At sentencing, scheduled for Feb. 28, 2013, 

Msiakii faces a maximum sentence of 80 

years in prison.

DHH Adjusts Pharmacy 
Reimbursement Change
The Louisiana Department of Health and Hos-

pitals (DHH) has announced adjustments to 

the Louisiana Medicaid program’s pharmacy 

reimbursement methodology. DHH promul-

gated an emergency rule in August that re-

vised its reimbursement methodology for 

pharmacy services from an Average Whole-

sale Price (AWP) model to an Average Ac-

quisition Cost (AAC) model. This change is 

consistent with federal policy direction and is 

similar to policies other states have success-

fully implemented for their Medicaid phar-

macy programs. Effective Sept. 5, Medicaid 

began reimbursing pharmacists for their pre-

scription services to Medicaid enrollees at the 

Average Acquisition Cost (AAC) plus a $10.13 

dispensing fee.

After careful analysis, including a detailed 

review of cost and reimbursement data 

through information submitted by commu-

nity pharmacists, DHH has made several 

enhancements to the reimbursement meth-

odology that will increase reimbursement for 

pharmacy services. The new items are:

• Provide a markup of 10 percent above 

the AAC rate for generic drugs, and 1 percent 

for brand name generics.

• Increase the dispensing fee paid to phar-

macy providers as part of their reimburse-

ment from $10.13 to $10.51, based on a factor 

of consumer price index inflation.

• Reimburse certain classes of specialty 

drugs, which cost more and are more com-

plex to stock and dispense than mass-market 

prescription drugs, at their Wholesale Aver-

age Cost (a more generous price index) plus 

5 percent.

• Closely monitor drug-pricing updates 

that manufacturers make on product and 

pass along to pharmacists, to ensure Medicaid 
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can adjust to the updated pricing quickly and 

accurately, which will limit instances where 

pharmacy reimbursement is below the cost of 

acquisition.

The new emergency rule will implement 

the updated reimbursement methodology 

changes for Medicaid fee-for-service phar-

macy claims with dates of service Nov. 1, 2012 

and beyond. Like all reimbursement changes, 

these adjustments in methodology will be 

subject to federal approval by the Center for 

Medicaid and Medicare Services (CMS).

LHCQF Recognized as HIt Leader
The Louisiana Health Care Quality Forum and 

the Louisiana Health Information Exchange 

(LaHIE) have been recognized by the fed-

eral government as national leaders for their 

efforts to enhance the safety and quality of 

healthcare by embracing the use of health in-

formation technology. 

The Quality Forum and LaHIE are work-

ing to help Louisiana’s healthcare providers, 

hospitals, and pharmacies adopt and imple-

ment technologies that allow them to com-

municate securely and electronically, in real 

time. The Office of the National Coordinator 

for Health Information Technology is specifi-

cally recognizing Louisiana’s efforts because 

of the increasing number of pharmacies uti-

lizing e-prescribing capabilities as well as the 

growing number of healthcare providers who 

are actively and electronically sharing patient 

care summaries. 

Nurse Notification 
System to Launch
The Louisiana State Board of Nursing (LSBN) 

launched a new system, e-Notify, in Decem-

ber. The system is an innovative nurse licen-

sure notification program that delivers real-

time notifications to employers about nurses 

in their employ. The system provides licensure 

and publicly available discipline data directly 

as the information is entered into the Nursys 

database by boards of nursing. The e-Notify 

service is operated by the National Council 

State Boards of Nursing. 

  
  local

tilton Awarded National 
Neurology Honor
The Child Neurology Society presented Ann 

Henderson Tilton, MD, Clinical Professor of 

Neurology at LSU Health Sciences Center 

New Orleans, with the 2012 Hower Award. 

The award, given to one child neurologist 

each year, honors an outstanding teacher and 

scholar whose contributions to the specialty 

have been recognized at national and inter-

national levels.

Dr. Tilton is a Professor of Neurology and 

Pediatrics and Section Chair of Child Neurol-

ogy at Louisiana State Health Science Center 

in New Orleans, Louisiana. She is the co-direc-

tor of the Rehabilitation Center at Children’s 

Hospital of New Orleans and director of the 

Comprehensive Spasticity Program. Special 

interests include neurorehabilitation, neuro-

muscular disorders, and clinical research in 

novel uses of botulinum toxin and intrathe-

cal baclofen in the care of children and young 

adults with abnormal tone.

Culmination Celebration 
for Inaugural Class 
Ochsner Health System and the University of 

Queensland hosted a culmination celebration 

on Saturday, November 17th for nine program 

graduates of the University of Queensland 

Ochsner Clinical School students. This is the 

first class of new physicians to complete the 

program since students began the program in 

January 2009. 

The class of 2012 graduates include:

• Emily Sineway Boyd

• Ronald Chong-Yik

• Ross M. Hoffman

• Satvik Jhamb

• Shaun Lawicki

• Jonathan Jin-Chin Lu

• Usman Rahim

• Steve Joseph Sushinsky

• Katherine L. Weyer

Upon completion of the celebration, the 

nine graduates recited the Hippocratic Oath 

marking their official entry into the medical 

profession as physicians. 

LSU Nurses Recognized
Several New Orleans area nurses were recog-

nized recently as being among the 2012 Great 

100 Nurses of Louisiana. Among those recog-

nized were eight members of the faculty of 

the LSU Health Sciences Center New Orleans 

School of Nursing and four nurses at the In-

terim LSU Public Hospital in New Orleans. 

The 26th annual Great 100 Nurses celebration 

honored 100 great registered nurses in Loui-

siana and their contribution to their profes-

sion and the state.

Nursing school faculty members recog-

nized include:

• Jennifer Badeaux, CRNA, MN, Instructor 

of Nurse Anesthesia;

• Jean Cefalu, MSN, ANP-C, GNP-C, 

CWOCN, CFCN, Instructor of Nursing;

• Kimberly Cheramie, MSN, RN, BC, Coor-

dinator of Nursing Continuing Education 

• Gerald Guidry, MSN, RN, Instructor of 

Nursing

• Marti Miller, MN, APRN-BC, Assistant 

Professor 

• Alma Nixon, RN, MN, Instructor of 

Nursing 

• Andrew Pitt, CRNA, MS, Instructor of 

Nurse Anesthesia 

• Julia Tipton, MSN, Instructor of Nursing.

ILH nurses recognized were:

• Kimberly Barcia

• Claudia Celestand

• Cynthia Gould 

• Amanda Theriot 

Six nurses at LSU’s Leonard J. Chabert 

Medical Center in Houma were also honored. 

LJCMC nurses Marguerite Breaux, Mary Lou 

Carbo, Charlotte Daigle, Holly Daquana, Tracy 

Robert, and Kelly Trahan were among the 100 

nurses chosen to be this year’s honorees. 

two Join tulane Sports 
medicine Faculty
Dr. Wade Van Sice and Dr. Wendell Heard 

have joined the faculty of Tulane University 

School of Medicine as Assistant Professors of 

Orthopaedic Surgery in the division of Sports 

Medicine. 

Dr. Van Sice received his Doctor of Medi-

cine and Masters of Public Health degrees from 

Tulane University School of Medicine in 2006. 

An orthopaedic surgery residency followed at 
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Tulane University, where Dr. Van Sice served 

as Chief Resident in 2010. He completed a 

sports medicine fellowship at the Kerlan-Jobe 

Orthopedic Foundation in Los Angeles and is a 

member of the American Orthopaedic Society 

of Sports Medicine, the American Academy 

of Orthopaedic Surgeons, and the Louisiana 

Orthopaedic Association.  

A native of New Orleans, Dr. Heard received 

his medical degree from Tulane University 

School of Medicine in 2005. After a surgical 

internship at Vanderbilt University, he com-

pleted an orthopaedic surgery residency at 

the Warren Alpert Medical School of Brown 

University/Rhode Island Hospital in Provi-

dence, RI, followed by an orthopaedic trauma 

surgery fellowship in 2011. He also completed 

a sports medicine fellowship at the Rush Uni-

versity Medical Center in Chicago.  

Grant Pushes For Primary 
Care Nurse Practitioners
The School of Nursing at LSU Health Scienc-

es Center New Orleans has been awarded a 

$700,000 grant over two years by the Health 

Resources Services Administration (HRSA) 

of the US Department of Health and Human 

Services to help students pursuing advanced 

practice primary care nursing degrees meet 

educational expenses. The money can be used 

for tuition, books, fees, and reasonable living 

expenses.

Eligible full-time students in the LSUHSC 

Primary Care Family Nurse Practitioner Pro-

gram may receive up to $22,000, and eligible 

part-time students up to $11,000. Students 

who receive awards will be appointed as 

trainees in HRSA’s Advanced Education Nurs-

ing Traineeship (AENT). Trainees must remain 

in good academic standing, in accordance 

with the LSUHSC standards.

Professorship Named for Honoré 
The AmeriHealth Mercy Family of Compa-

nies (AMFC) announced this it has endowed 

a professorship at Louisiana State University 

Health Sciences Center New Orleans (LSUH-

SC-NO) School of Public Health in the amount 

of $100,000. The professorship will be named 

in honor of General Russel L. Honoré, who 

commanded the task force that coordinated 

relief efforts in Louisiana following Hurricane 

Katrina in 2005. 

LSU Doctoral Nurse Anesthesia 
Program Approved
The BSN to DNP Entry Level Nurse Anesthe-

sia Program at the LSUHSC School of Nursing 

has been approved by the Council on Accredi-

tation of Nurse Anesthesia Educational Pro-

grams (COA). The Nurse Anesthesia program 

at LSUHSC’s nursing school will now transition 

from a master’s degree program to a doctoral 

degree program, although the prerequisite de-

gree to apply will remain a Bachelor of Science 

in Nursing. The American Association of Nurse 

Anesthetists (AANA) and the Council on Ac-

creditation of Nurse Anesthesia Programs have 

adopted the position that the Doctor of Nurs-

ing Practice degree will be the entry level into 

practice for nurse anesthetists by 2025. 

The Masters of Nursing (MN) Nurse Anes-

thesia degree will be phased out when all 

students currently enrolled graduate in May, 

2015. Admissions to the MN Nurse Anesthesia 

program has been discontinued. All students 

applying to the Nurse Anesthesia Program in 

December 2012 will be applying to a BSN to 

DNP program, and if accepted, will begin the 

program in May 2013. The program will be 36 

months long, and students who enroll in May 

2013 will graduate in May 2016.

molina Named to NIH 
Advisory Council 
Patricia Molina, MD, PhD, Professor and Chair 

of Physiology at LSU Health Sciences Center 

New Orleans, is one of 15 members appointed 

to the National Advisory Council on Alcohol 

Abuse and Alcoholism by the Secretary of the 

US Department of Health and Human Servic-

es (HHS.) Dr. Molina’s term began November 

19, 2012 and ends October 31, 2016.

According to the National Institutes of 

Health (NIH,) the National Advisory Council 

on Alcohol Abuse and Alcoholism advises 

and makes recommendations to the Secre-

tary of HHS, the Director of the NIH, and the 

Director of the National Institute on Alcohol 

Abuse and Alcoholism (NIAAA) on research 

program and policy matters in the field of 

alcohol abuse and alcoholism. 

JOIN for mE Program 
Addresses Obesity
Fit NOLA partner United Healthcare has 

launched a program to help address and pre-

vent obesity in children and teens. The JOIN 

for ME Program is a year-long, healthy weight 

management program for youth that teach-

es everyday skills for a healthier life. Groups 

and families meet to learn about reducing 

the use of less healthy foods and drinks, in-

creasing activity, reducing screen time, get-

ting enough sleep, etc. In addition the classes 

teach and track physical activity. 

The classes, which are open to eligible 

children of families in the United Healthcare 

Community Plan, will be held at the NFL 

Youth Education Town Boys and Girls Club of 

New Orleans. Children must be at or above 

the 85th percentile for Body Mass Index (BMI) 

to participate. Interested members can call 

1-877-554-3755 to enroll or providers may 

securely fax a referral form to Kelly Klinepier 

at 612-234-0415.

LSUHSC’S Weiss to Help 
Set National Eye Policy
Kathleen Sebelius, Secretary of the United 

States Department of Health and Human Ser-

vices, has invited Jayne S. Weiss, MD, Profes-

sor and Chair of the Department of Ophthal-

mology, Herbert E. Kaufman, MD Endowed 

Chair in Ophthalmology, and Director of LSU 

Eye Center of Excellence at LSU Health Sci-

ences Center New Orleans, to serve on the 

National Advisory Eye Council. Effective im-

mediately, she will serve a four-year term. Dr. 

Weiss is among the 12 members chosen in 

the United States, and the only member from 

Louisiana.

According to the National Eye Institute 

(one of the institutes of the National Institutes 

of Health), the Council advises, assists, con-

sults with, and makes recommendations to 

FROm LEFt Wade Van Sice, MD and Wendell 
Heard, MD.
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the Secretary of Health and Human Services 

and the Director of the National Eye Institute 

(NEI) on matters related to the activities car-

ried out by and through the NEI and the poli-

cies respecting these activities. The Council 

may review applications for grants and coop-

erative agreements for research and train-

ing and recommend approval of applications 

for projects which show promise of making 

valuable contributions to human knowledge; 

may review any grant, contract, or coop-

erative agreement proposed to be made or 

entered into by the Institute; may collect, 

by correspondence or by personal investi-

gation, information as to studies which are 

being carried on in the United States or any 

other country and, with the approval of the 

Director of NEI, make available such informa-

tion through appropriate publications for the 

benefit of public and private health entities, 

health professions personnel, and scientists, 

and for the information of the general public.

A native of New York City, New York, Dr. 

Weiss graduated from State University of 

Buffalo. She received her Doctor of Medi-

cine degree from Mt. Sinai Medical School in 

1979. She completed her residency training 

in ophthalmology at the Bascom Palmer Eye 

Institute, University of Miami School of Medi-

cine in 1983 followed by a fellowship in ocular 

pathology at Massachusetts Eye and Ear Infir-

mary, Harvard Medical School in Boston and 

a fellowship in cornea and external eye dis-

eases at Emory University in Atlanta.

Dr. Weiss’ principal clinical and research 

interests are corneal and external diseases, 

refractive surgery, and corneal dystrophies. 

Her interest in Schnyder’s dystrophy spans 18 

years during which time she has studied the 

clinical findings, visual prognosis, and discov-

ered the causative gene for this disease. 

Xavier Pharmacist Among 
AAPS Fellows
Tauran K. Mandal, M Pharm, PhD, an Endowed 

Professor of Pharmacy and founding Direc-

tor of the Center for Nanomedicine and Drug 

Delivery at Xavier University of Louisiana has 

been named as a 2012 AAPS Fellow by the 

American Association of Pharmaceutical Sci-

entists (AAPS). AAPS confers the honor of 

Fellow to recognize individuals for outstand-

ing contributions, which elevate the stature of 

the pharmaceutical sciences, and for profes-

sional excellence in the field relevant to the 

mission of AAPS. 

Dr. Mandal was among 10 fellows named by 

the AAPS last week. In addition to his duties 

at Xavier, he is a Co-Director of the Louisiana 

Vaccine Center. 

Diagnostic Imaging makes 
Donation to ACS
In recognition of thousands of women choos-

ing Diagnostic Imaging Services (DIS) to 

have screening and diagnostic mammo-

grams completed during the month Octo-

ber, a donation of $6,226 was made to the 

New Orleans chapter of the American Cancer 

Society. The check was presented to Anne 

Bates, Area Director and Chris Beebe, Ex-

ecutive Director from the American Cancer 

Society’s Mid- South Division, and Miranda 

Crowell, Manager for the New Orleans “Mak-

ing Strides Against Breast Cancer” event. 

DIS Chief Executive Officer, Michael Holmes 

praised the efforts of employees in giving 

outstanding patient care and service. Mam-

mogram service was provided at Diagnostic 

Imaging Service’s clinic locations in New Or-

leans, Marrero, and Metairie. 

DIS also performs Breast MRI exams for 

patients who have a personal or family history 

of breast cancer, to clarify mammogram find-

ings or help newly diagnosed breast cancer 

patients and surgeons make better treatment 

decisions. Ultrasound Guided Breast Biopsy, 

Cyst Aspiration, and Galactogram proce-

dures are also conducted at the DIS Women’s 

& Advanced Imaging Center in Metairie. 

In addition to the financial donation, Diag-

nostic Imaging Services served as the flag-

ship sponsor of the October “Making Strides 

Against Breast Cancer” walk in City Park and 

participated in the national Lee Denim Day 

program on October 5. 

LSUHSC Research Seeks 
Keys to Future Obesity 
Melinda Sothern, PhD, CEP, Professor and 

Director of the Behavioral and Community 

Health Sciences Program at LSU Health Sci-

ences Center New Orleans School of Public 

Health, has been awarded $675,000 in grant 

funding to advance her research on the role of 

social, genetic, environmental, and behavioral 

determinants of future obesity. Dr. Sothern 

is bringing back the same group of healthy 

children, now adolescents, in which she pre-

viously discovered early predictors of meta-

bolic syndrome when they were 7-9 years 

old. The funding, from the National Institute 

on Minority Health and Health Disparities, is a 
Names of the presentation participants are from left-to-right: Miranda Crowell, Chris Beebe and Anne 
Bates of the American Cancer Society and Karen Juncker, Donna Arnett and Michael Holmes of DIS.
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sub-project in collaboration with the Univer-

sity of Alabama Birmingham.

Dr. Sothern previously documented evi-

dence that supports relationships seen in 

adolescents between insulin sensitivity and 

fatty liver, belly fat, and total body fat and 

identified additional potential early markers 

of insulin resistance and metabolic syndrome 

in healthy 7-9 year-old children, including 

fat in muscle cells, blood pressure, physical 

activity, and birth weight. The study found 

that fat in the liver, abdominal fat, and fat 

oxidation predicted insulin resistance and 

appear to be early markers for the metabolic 

syndrome via a mechanism of impaired lipid 

metabolism and fat oxidation. Impaired meta-

bolic function may be due, in part, to pre- and 

post natal factors that are modified by cur-

rent physical activity. Therefore, race, low or 

high pregnancy weight and/or birth weight, 

and low physical activity collectively create a 

phenotype for poor metabolic function lead-

ing to increased risk for insulin resistance in 

young children.

In the current research project, Dr. Sothern 

will be re-measuring BMI and also analyzing 

blood tests for metabolic and genetic param-

eters in 100 healthy obese and non-obese 

adolescents. Because obesity and the meta-

bolic syndrome are associated with inflamma-

tion, Dr. Sothern’s group will examine the role 

of genetically determined pro and anti-inflam-

matory compounds and the change in obe-

sity and biomarkers from pre-adolescence to 

adolescence. Over the same period of time, 

they will also examine the contribution of 

social determinants such as stress, economic 

disadvantage, neighborhood deterioration, 

violence, diet, and physical activity environ-

ment that can modify these compounds. The 

researchers will factor in maternal pregnancy 

weight and whether or not participants were 

breast-fed and for how long.

Correlating the molecular basis of the met-

abolic syndrome in developing children with 

the social determinants of health such as 

maternal stress, neighborhood deterioration, 

food and physical activity environment and 

behavioral factors, diet and exercise, is an 

innovative approach to preventing and man-

aging obesity. 
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Louisiana 
Gets 

‘LaPOST 
Ready’

Created with input from health care and legal professionals across the state and 

approved in 2010 by the Louisiana Legislature, the Louisiana Physician Orders for 

Scope of Treatment (LaPOST) document, an initiative of the Louisiana Health Care 

Quality Forum, is a best-practice model for patients with life-limiting or irreversible 

conditions to state their preferences for end-of-life treatment in a physician’s order.

In an effort to educate health care providers about the document, the LaPOST Co-

alition launched an awareness campaign in the fall. That campaign included emails, 

newsletters, ‘LaPOST Ready’ events and a series of webinars, and the goal in 2013, ac-

cording to Susan Nelson, MD, chair of the LaPOST Coalition, is to take those efforts 

to other areas of the state.

“We want providers to not only know what LaPOST is and how it works, but also 

how to discuss this important document with patients and their family members,” 

says Nelson. “The first campaign was very successful in accomplishing those goals, 

and in the coming months, we’ll strive to achieve similar results.”

Modeled after Oregon’s Physician Orders for Life Sustaining Treatment, or the 

POLST Paradigm document, LaPOST was endorsed in July 2012 by the National Phy-

sician Orders for Life-Sustaining Treatment (POLST) Paradigm Task Force and in 

2006 by the Louisiana State Medical Society. It was also recommended by the Loui-

siana Health Care Redesign Collaborative’s End-of-Life workgroup.

Louisiana is the latest in a growing number of states that have implemented similar 

measures based on POLST. Studies show that for patients who use POLST documents, 

treatment preferences are respected 98 percent of the time, and no one received un-

wanted CPR, intubation, intensive care or feeding tubes. As a result, POLST has helped 

In November, the Louisiana Health Care Quality 
Forum and the LaPOST Coalition declared the Baton 
Rouge area as ‘LaPOST Ready,’ and 2013 will bring a 
replication of that successful campaign to other regions 
of the state, including New Orleans.

bridge the gap between the treatments pa-

tients want and those they receive.

 “The LaPOST document improves 

communication between patients and 

doctors by providing the mechanism for 

those with seriously advanced illnesses to 

express their preferences about medical 

care, and because the document travels 

with them across health care settings, it 

ensures that those wishes are honored, no 

matter where they are,” says Nelson. 

The portability of the LaPOST docu-

ment is one reason that the staff of Lam-

beth House, a New Orleans retirement 

community, feels it is important to its res-

idents, says Jennifer Herbert, LMSW.

At Lambeth House, says Herbert, the 

Social Service Department is planning an 

in-service dedicated to LaPOST with the 

goal of educating the facility’s staff, resi-

dents and caregivers about the benefits of 

the document and the necessary steps re-

quired to complete the form.

“For years, Lambeth House has been 

working to develop a document that 

would help residents who are not termi-

nally ill, but who do not want to be resus-

citated in the event they are found unre-

sponsive,” Herbert says. “We were able 

to design a document that could be used 

in-house, but if they went to the hospi-

tal, it couldn’t be honored. The LaPOST 

document is the perfect resolution to this 

problem because of its portability among 

health care facilities.”

Though LaPOST is fully portable, trav-

eling with patients from their homes to 

hospitals to nursing homes with clear and 

concise instructions, the original docu-

ments remain with patients, and copies 

are considered legal and valid.

While many Americans may believe 

death comes suddenly and at the end of a 

long and productive life, that may not al-

ways be the case. For approximately 80 

percent of the population, death comes 

after several weeks, or even several years, 

Quality // Cindy Munn
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of progressive illness and debility. Accord-

ing to Nelson, studies have shown that pa-

tients and families who discuss advanced 

care planning may receive a higher quality 

of patient-centered medical care.

“Many years ago, patients had limit-

ed options when it came to the selection 

of treatments at the end of life. Today, 

in some cases, medical advancements 

have made it possible for doctors to sig-

nificantly extend patients’ lives, but while 

some patients could benefit from those 

advancements, they may not be ideal for 

everyone,” Nelson explains. “LaPOST 

gives patients more control in deciding 

the point at which curative treatment is 

no longer attempted, and focus then shifts 

to comfort and symptom management.”

“This is why it is important for health 

care providers to be willing to discuss ad-

vance care planning by educating their 

patients and their families about the 

types of care available, who provides it, 

who pays for it and other related issues. 

Caregivers and patients with seriously ad-

vanced illnesses and their families need to 

be prepared to discuss the patient’s per-

sonal goals, values, and religious or cul-

tural beliefs that affect decisions about 

end-of-life care,” Nelson adds.

Advance care planning includes docu-

ments such as the advance directive, also 

known as a living will, and the health care 

power of attorney. A living will is typically 

written well in advance of any known ill-

ness and describes the type of care a patient 

wants if something occurs, particularly sce-

narios in which the patient does not wish to 

receive aggressive medical care. Unfortu-

nately, less than 25 percent of Americans 

have this level of planning, and even with 

an advance directive in place, the document 

requires interpretation and a physician’s 

order before it can be implemented.

The health care power of attorney 

document identifies the person who 

makes health care decisions if the patient 

becomes unable to do so, and requires the 

patient to state the kinds of decisions this 

person would make. If a health care power 

of attorney is unavailable, the state stipu-

lates who would make those decisions.

The LaPOST document, on the oth-

er hand, is designed specifically for pa-

tients with seriously advanced illnesses 

and lists some of the medical treatments 

they would or would not want. It is com-

pletely voluntary and is biased neither for 

nor against treatment. Once completed, it 

becomes a binding medical document and 

can be used independently from a living 

will or to make a living will operational. 

In addition, the LaPOST document can be 

modified or revoked at any time based on 

new information or changes in a patient’s 

condition or treatment preferences.

“Most importantly, it requires patients 

and caregivers to have real conversations 

about treatment options for end-of-life 

care,” Nelson says. “These can be difficult 

conversations to have, but by discussing 

number of recommendations to assist 

health care providers in talking with pa-

tients and families about the kind of care 

available and the measures that will help, 

might help or won’t help the patient.

Those recommendations include:

•  Be attentive to patients’ and families’ 

emotional states and proceed at their pace 

as much as possible.

•  Learn  what  the  patient  and  family 

know about the illness or diagnosis, and 

be prepared to answer any questions they 

might have.

•  Talk  about  what  can  be  done  first, 

then emphasize that there is always some-

thing that can be done, though it may not 

be curative.

•  Keep  the  conversation  moving  with 

facts and empathy.

•  Make certain that patients and fami-

lies understand the larger situation before 

moving on to specific issues.

Other members of the health care team 

– nurses, social workers or chaplains 

“Many of our residents have very 
definite ideas about their end 
of life decisions. laPOSt gives 
them the chance to discuss these 
ideas with their physicians and 
then put them in writing.”

treatment options and personal goals, 

values, and beliefs, patients can make 

their final days easier on themselves and 

their loved ones.”

Such conversations are a crucial el-

ement of advance care planning, says 

Herbert.

“Many of our residents have very defi-

nite ideas about their end of life decisions,” 

Herbert notes. “LaPOST gives them the 

chance to discuss these ideas with their 

physicians and then put them in writing.”

The LaPOST Coalition provides a 

– may also be involved in the conversa-

tion, particularly to address physical, psy-

chosocial, and spiritual issues. LaPOST 

can also be initiated by other health care 

professionals under the direction of the 

patient’s physician, although the signa-

tures of the patient and the physician are 

mandatory.

For more information about this initiative, including 
upcoming webinars and events, visit www.la-post.
org, email lapost@lhcqf.org, or call 225.334.9299.

Cindy Munn is Executive Director, Louisiana Health 
Care Quality Forum
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Trust in government—both state and federal—to solve our problems has been di-

minished. Will we regain the trust in our leaders, both executive and legislative, in 

Baton Rouge and Washington? At this point in time, there is little evidence that they 

can reach agreement on how to meet any of the challenges currently facing us. At the 

national level, the presidential election did little to break the impasse between the 

President and Congress on a host of issues related to the economy and, specifically, to 

healthcare reform. No agreement, therefore no action.

Focusing on Louisiana, we see a different situation. There is widespread disagree-

ment on many issues between the Jindal administration, the legislature and large seg-

ments of the general public. Yet gubernatorial action is taken without a consensus on 

many important issues. In some cases, significant decisions are made without con-

sulting the legislature. While some would applaud the administration’s willingness 

to aggressively take action on critical matters, an open and transparent process is an 

indispensable element of democratic government. 

The year 2012 is history. Good riddance! It’s been a 
year fraught with bad news and uncertainty for the fu-
ture of healthcare in Louisiana. As we begin a new year 
we should take steps to ensure that our first priority 
will be to better serve the healthcare needs of all Loui-
siana citizens. Political ambitions should take a back 
seat while we focus on improving our delivery system.  

While there is a myriad of problems to 

solve, here are the ones that seem most 

important.

HealtH excHanges. The concept 

of health exchanges was promoted by the 

highly regarded Heritage Foundation, a 

conservative think tank. The first applica-

tion of the concept occurred as part of the 

Massachusetts health reform plan led by 

Governor Mitt Romney (2003-2007). The 

Massachusetts exchanges (known there 

as “connectors”) were designed in part to 

strengthen competition between health 

plans by providing detailed and standard-

ized information for consumers to improve 

decision-making. 

Consumers could access the “connec-

tor” through the internet, by telephone or 

at certain physical locations where advi-

sors would be available. According to a 

study by Kaiser Family Foundation, “The 

reforms adopted in Massachusetts be-

came the model for comprehensive fed-

eral health reform enacted in March 2010.” 

Those reforms included the “connector” 

which became the model for the ACA 

health exchange.

Considering that the exchange concept 

is a full-blooded offspring of conserva-

tive thinkers, it is somewhat baffling that 

most conservative governors have de-

cided to oppose it. However, some Repub-

lican states, including Mississippi, have 

embraced the idea and most expect to 

have state-operated exchanges on sched-

ule. Louisiana, on the other hand, was an 

early rejecter of exchanges. The Jindal ad-

ministration has instead opted for the fed-

eral government to establish and run the 

exchange. 

In the final analysis, opposition to ex-

changes is politically motivated. Some 

observers see it as an act of rebellion: “As 

one Republican governor after another 

has refused to set up a state health insur-

ance exchange—telling the feds to do it for 

policy // david hood

Plus ça 
change, 

plus c’est 
la même 

chose
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them—they’re hoping the rebellion can 

do enough damage to the law to force the 

Obama administration back to the negoti-

ating table.” (POLITICO, “GOP govs could 

gum up Obamacare,” December 16, 2012) 

Nevertheless, it seems an odd selection 

to make. Having an undying loathing for 

“the feds” (as many conservatives seem to 

have), it could be unwise to invite them in 

to help run what will be an essential part 

of our healthcare system. It might be the 

equivalent of asking the Russians to run 

the Department of Defense. 

So, here is a “middle of the road” solu-

tion, one that six states have chosen: select 

the option for a state-federal partnership 

to establish and operate the exchange. 

That means the state will have a direct say 

in how the exchange is structured and op-

erated. And the feds could provide tech-

nical assistance in designing the system. 

What’s not to like?  

Louisiana would have to submit its ap-

plication for a partnership by mid-Febru-

ary. Once the exchange has been estab-

lished and in operation, the state could 

apply to dissolve the partnership and be-

come a state-based exchange. 

Medicaid expansion. Expansion 

of Medicaid for persons with incomes 

below 133% of the federal poverty level 

has been discussed in prior issues in this 

column, but new reasons why Louisiana 

needs to quit opposing this important 

component of ACA need to be discussed. 

The administration has steadfastly 

maintained that Louisiana should not par-

ticipate in expanding Medicaid coverage 

for low-income persons on the grounds 

that the expense would be intolerable for 

the state. There are by some estimates 

600,000 or more persons uninsured in 

Louisiana. They are mostly adults because 

about 96% of children are already covered, 

thanks to our Medicaid/LaCHIP program 

which covers children in families at or 

below 250% of the federal poverty level. 

But for many adults the eligibility level is 

about 11% of the poverty level (or $1,229 

annual income for a single adult). Making 

more than that small amount would ren-

der many persons in Louisiana ineligible.

According to Kaiser Family Founda-

tion, about 400,000 low-income persons 

would qualify for Medicaid under ACA 

provisions starting in 2014. There would 

be no cost to the state for the first 3 years 

of implementation. After that the state 

match would gradually rise to 10%, still 

much lower than the current regular state 

match rate of around 35%. Savings to the 

state for coverage of 400,000 Medicaid 

eligibles under ACA provisions would ex-

ceed $5 billion over a 10-year period from 

2014 to 2023.

Savings of that magnitude would be 

worthwhile under any circumstances. 

However, recent developments have lent 

an urgency to an already enticing ACA 

same community. Substantial lease pay-

ments will be made by the private entity 

and used to match federal dollars to help 

address the budget shortfall. It is not yet 

clear if the process as described by the 

administration meets all legal and proce-

dural requirements and if the Centers for 

Medicare and Medicaid (CMS) will con-

done the use of lease payments as match-

ing funds.

And yet the administration continues 

to refuse to take advantage of the ACA 

Medicaid expansion provision, which will 

provide a substitute for the now broken 

safety net for the uninsured. A Medicaid 

expansion would also free up a consider-

able amount of funds which could then be 

put to good use with the budget shortfall. 

And most important, 400,000 lives would 

be covered, 

In the last few months, there has been 

a dizzying amount of activity with health-

care budgets, prompting major changes 

provision. An unfavorable change in the 

federal match rate for Louisiana was en-

acted by Congress in July 2012, leaving the 

state with a budget problem of $860 mil-

lion. The administration has decided to 

deal with this substantial problem with a 

hurried plan hatched behind closed doors 

without legislative involvement. 

The budget shortfall is being addressed 

by major service reductions and large-

scale layoffs at LSU hospitals. This will be 

followed by the leasing of three LSU hos-

pitals to a private hospital operating in the 

in how services are delivered. In many 

cases, transparency and an open process 

to plan these changes has been lacking. 

So, is Louisiana making progress with all 

this activity? When the dust settles will 

we have a better system of care for the 

uninsured? The French have a term for it. 

Plus ça change, plus c’est la même chose. The 

more things change, the more they stay 

the same.    

David Hood is Former Secretary (1998-2004) 
Louisiana Department of Health and Hospitals

While some would applaud the 
administration’s willingness to 
aggressively take action on critical 
matters, an open and transparent 
process is an indispensable element 
of democratic government. 
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stages in the process of becoming a meaning-

ful user of technology. The hospital earned 

this recognition by demonstrating that their 

employees and medical staff are utilizing Elec-

tronic Health Records (EHRs) in an effective 

way that will help advance patient care. This 

is a major milestone and one for which hospi-

tals across the country – rural and urban, acute 

care and regional referral centers alike – have 

been challenged by CMS to achieve.

River Parishes leveraged EHR technology 

to transfer patient records from paper to digi-

tal formats, which will make them more eas-

ily accessible and useful to clinicians. Several 

process changes were implemented, including 

how patients are registered when they arrive 

at the hospital, how care is documented, and 

how patient care results are measured.

New Service Allows Hospitals 
to Track Readmissions
ShareCor, the shared services company of the 

Louisiana Hospital Association (LHA) and the 

Metropolitan Hospital Council of New Orleans, 

recently launched LHIN Patient Link, a new 

service for hospitals in Louisiana. LHIN Patient 

Link will assist hospital managers by provid-

ing access to reports and data that will allow 

them to: 

• Identify patient readmissions and patient 

movement locally and statewide; 

• Identify patients accessing both inpatient 

and outpatient care; 

• Quantify reimbursement penalty risks; 

and 

• Analyze data to determine gaps in quality 

of care and cost efficiencies.

LHIN Patient Link is an expansion of Share-

Cor’s Louisiana Health Information Network 

(LHIN) data sharing program, where hospitals 

throughout the state submit inpatient and out-

patient claims data. For the first time, hospitals 

throughout Louisiana will have access to valu-

able information on inpatient and outpatient 

readmissions through Patient Link.

“LHIN Patient Link allows hospitals to put 

Rounds
Public-Private Partnerships 
Announced for LSU Hospitals
In December, Louisiana Department of Health and Hospitals Secretary 

Bruce D. Greenstein and LSU System Executive Vice President for Health 

Care and Medical Education Redesign Dr. Frank Opelka held events in three 

regions of the state to announce that agreements have been reached to 

form public-private partnerships involving three LSU hospitals:

• Interim LSU Hospital and its successor University Medical Center in 

New Orleans will partner with Louisiana Children’s Medical Center

• Leonard J. Chabert Hospital in Houma has reached agreements with 

Ochsner Health System and Terrebonne General Medical Center

• University Medical Center in 

Lafayette has formed a partnership 

with its neighbor, Lafayette General 

Medical Center.

LSU has been working to accel-

erate a system redesign through 

public-private partnerships over the 

past several months due to Con-

gress’ action in July that dramatically 

reduced Louisiana’s Federal Medi-

cal Assistance Percentage (FMAP) 

rate. The FMAP reduction eliminated 

$126.9 million in State General Funds 

from the LSU Health System’s budget, 

which amounts to a total reduction 

of $329.2 million when federal funds 

that would have been used for match are considered. This funding loss 

has prompted immediate and significant reform of the State’s healthcare 

programs.

In the first stage of these partnerships, the partner hospitals will col-

lectively make payments totaling $12.1 million in the LSU system, allowing 

them to avoid previously planned staff layoffs at the public hospitals and 

maintain patient services at the existing locations as the partners involved 

progress toward final agreements. These payments are part of the hospi-

tals’ investment to strengthen the local health systems and lease the public 

hospital property from LSU.

Each of the partners will expand their roles in the clinical care, medical 

research, and education programs provided through the LSU hospitals. 

The public hospitals will continue serving as the safety-net hospital in their 

regions for people who are uninsured and high-risk Medicaid recipients, 

who will continue to have access at the existing LSU hospital locations.

River Parishes Recognized for Meaningful Use
River Parishes Hospital has been recognized by the Centers for Medicare 

& Medicaid Services (CMS) for successfully completing the first of three 

LSU has been working 
to accelerate a system 

redesign through 
public-private 

partnerships over the 
past several months due 

to Congress’ action in July 
that dramatically reduced 

Louisiana’s Federal 
Medical Assistance 

Percentage (FMAP) rate. 
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the pieces together to see the big picture,” 

said John Matessino, LHA president and CEO. 

“As hospitals implement more evidence-based 

quality improvement programs and continue 

to work toward decreasing readmission rates, 

through the LHA Hospital Engagement Net-

work and other programs and grants, it is 

critical for hospital leadership to have reliable 

information at their fingertips.”

For more information on LHIN Patient Link, 

contact ShareCor staff members John Stecker 

at 504-837-6266 or Rebecca Bradley at 

225-928-0026.

Oncologist Joins 
Ochsner-West Bank
Oncologist Dr. Bharat Jenigiri has joined the 

staff of Ochsner Medical Center – West Bank. 

Dr. Jenigiri graduated from Kasturba Medical 

College in Manipal, India in 2002. He com-

pleted his residency in Internal Medicine along 

with a fellowship in Medical Oncology at East 

Tennessee State University, where he was chief 

resident and chief fellow. He also completed a 

fellowship in Palliative Care at the University of 

Texas at San Antonio. Dr. Jenigiri is board certi-

fied in Internal Medicine and Oncology, and is 

fellowship-trained in Palliative Care.

SMH Offers Online Bill Payment
To help its patients better manage their medi-

cal bills and financial responsibilities, Slidell 

Memorial Hospital announced the availability 

of Patient Compass, powered by RelayHealth. 

As consumer responsibility for healthcare 

costs increases, this change helps meet pa-

tients’ growing need to have quick and easy 

access to their medical bills for payment and 

management.

SMH’s Patient Compass Online Bill Manage-

ment provides patients with access to a simple, 

secure service available 24/7 enabling them to:

• View multiple bills — patients can review 

one or more stays, for multiple procedures, 

or for multiple family members, in one secure 

location;

• Manage payments — patients can pay by 

debit or credit card, and keep up with the sta-

tus of insurance claims and payments;

• Ask questions — patients have access to 

frequently asked questions online or they can 

contact the hospital to get answers without 

having to call the business office; and,

• Update personal information — patients 

can manage personal information and make 

changes in one location.

Patient Compass and RelayAccount are 

compliant with the Health Insurance Portabil-

ity and Accountability Act (HIPAA) and the 

Payment Card Industry Data Security Stan-

dard (PCI DSS).

Ochsner–North Shore 
Achieves Stage 6 
HIMSS Analytics recently announced that 

Ochsner Medical Center – North Shore is one 

of only 430 hospitals nationwide to achieve 

Stage 6 designation of the HIMSS Analytics 

Hospital Electronic Medical Record (EMR) 

Adoption Model. The designation recognizes 

the hospital’s accomplishments in implement-

ing technology that has the ability to improve 

patient safety and quality of care.

A year ago, Ochsner Medical Center – North 

Shore was the first hospital in the Ochsner sys-

tem to implement the new electronic medical 

record system known as Epic. Since that time, 

the hospital has effectively adopted the sys-

tem’s use in all aspects of patient care. The 

patient benefits of this use include:

• A centralized medical record allowing 

physicians to work collaboratively on an indi-

vidual patient’s needs.

• A reduction in duplicate testing thanks to 

information sharing between medical teams.

• Physician access to medical records 

regardless of the patient’s location, eliminating 

the need for patients to bring paper records 

from office to office.

In addition, the North Shore now offers 

patients quick and easy access to their own 

medical information via the MyOchsner patient 

portal. 

Heintz Joins North Oaks 
Multispecialty Group 
Urologist Jay W. Heintz, MD, joined the staff of 

North Oaks Multispecialty Group in Livingston 

in December. Dr. Heintz treats conditions of the 

male and female urinary tracts and male repro-

ductive system. He also treats disorders of the 

kidney, bladder, and prostate. He is trained in 

robotic and minimally invasive surgical tech-

niques to treat kidney and prostate cancer and 

Benign Prostatic Hyperplasia (BPH). 

A graduate of Tulane University School of 

Medicine in New Orleans, Dr. Heintz completed 

a general surgery internship and urology resi-

dency through the University of Maryland in 

Baltimore. Prior to medical school, Dr. Heintz 

earned a bachelor’s degree in molecular and 

cell Biology and a master’s degree in Pharma-

cology from Tulane University. 

Lakeview Launches Nurses On-Call
Lakeview Regional Medical Center has re-

cently launched Nurses On-Call, a free health 

information call center that can be accessed 

24 hours a day, 7 days a week by calling 985-

867-3900 or toll free 866-452-5384. A team of 

experienced registered nurses provides a link 

to quality physicians and professional health 

advice, assists in making physician referrals or 

appointments, answers health related ques-

tions, and can simply provide information 

about a healthcare service.

Nurses use American College of Emergency 

Regional Hospital news 

Bharat Jenigiri, MD and Jay W. Heintz, MD.
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Physician (ACEP) protocols and are trained to 

triage patients and direct them to the appro-

priate care resource – calling 911, going to an 

emergency room or urgent care facility, or 

seeing one of Lakeview Regional’s doctors. If 

a caller needs to see a doctor, the nurse on the 

phone can transfer the caller directly to the 

doctor’s office. In addition to providing a great 

consumer service, Nurses On-Call also relieves 

the emergency department staff from the bur-

den and risk of handling health advice calls. 

Ochsner Participates in 
Bone Marrow Trial 
Ochsner Medical Center in New Orleans is par-

ticipating in a new, randomized clinical trial 

which evaluates the effectiveness of a new 

cell-based technology in patients with non-re-

constructable critical limb ischemia (CLI). CLI, 

a severe condition of peripheral artery disease 

(PAD), is a blockage of the arteries which de-

creases blood flow to the legs and feet to the 

point of severe pain at rest or skin ulcer forma-

tion. Ochsner is one of 22 sites in the United 

States currently participating, and is the only 

location to offer this trial in the greater Gulf 

South region. 

This approach, called ‘bone marrow aspirate 

concentrate’ (BMAC), uses a patient’s own cells, 

including stem cells harvested from their bone 

marrow to stimulate growth of new blood ves-

sels in the lower extremities. Hernan A. Bazan, 

MD, FACS, Vascular/Endovascular Surgeon, 

John Ochsner Heart & Vascular Institute, is the 

principal investigator for the study. “This type of 

technology will allow us to offer select patients 

with non-healing ulcers who cannot undergo a 

leg bypass or angioplasty or stent treatments 

a possible other mode of treatment. In future 

years, many of us think this type of cellular-

based technology will be part of our armamen-

tarium in the treatment of severe peripheral 

arterial disease/critical limb ischemia.”

Patients accepted into the study will have 

a 66% chance of being randomized to receive 

their own bone marrow concentrate (stem 

cell) and a 33% chance of being randomized 

to receive placebo. Since this is a randomized 

study, all patients will have bone marrow sam-

ples drawn, so neither they nor the investiga-

tors can tell which they received. The study will 

enroll approximately 210 patients across sev-

eral U.S. medical centers. 

To learn more about the Harvest CLI clini-

cal trial, contact Clinical Research Coordinator 

Shannon Williams (RT) at: (504) 842-6487 or 

slwilliams@ochsner.org.

Plaza Orthopedics 
Joins North Oaks 
Plaza Orthopedics and Drs. J. Larry Fam-

brough and Robert T. McAfee joined the North 

Oaks Physician Group network of primary, spe-

cialty, and walk-in clinics in December. As of 

that date, the clinic will move from 15781 Pro-

fessional Plaza to North Oaks Office Plaza, lo-

cated at 15770 Paul Vega, MD, Drive, Suite 108 

on the North Oaks Medical Center campus in 

Hammond. 

Drs. Fambrough and McAfee are general 

orthopedists skilled in the medical and surgi-

cal treatment of a variety of disorders of the 

bones, joints, and muscles. Both are certified 

by the American Board of Orthopaedic Sur-

gery and recognized on the Healthgrades® 

Honor Roll. 

River Parishes Hospital 
Names Marshall CEO
River Parishes Hospital (RPH) announced that 

Robert L. Marshall, Jr. has been appointed its 

new chief executive officer (CEO). Marshall re-

places Gerald A. Fornoff, who has served as 

interim CEO of the hospital since January 2011.

Marshall brings more than 20 years of 

healthcare management experience to RPH. 

Most recently, he worked at University of 

Texas Health Sciences Center (UTHSC) in 

Tyler, Texas, where he was chief operating 

officer (COO) before stepping into the role 

of chief administrative officer (CAO). Prior to 

UTHSC, Marshall was COO of Baxter Regional 

Medical Center (BRMC) in Mountain Home, 

Ark. Before BRMC, he served as CEO of Valley 

View Regional Hospital in Ada, Okla. Addition-

ally, he has held positions at Providence Med-

ford Medical Center in Medford, Ore.; Rapides 

Regional Medical Center in Alexandria, La.; 

Magnolia Regional Health Center in Corinth, 

Miss.; and Mercy Health Center in Oklahoma 

City, Okla. 

Ochsner Physician 
Honored in Argentina
Hector Ventura, MD, FACC, FACP, Section 

Head of Cardiomyopathy & Heart Transplan-

tation, John Ochsner Heart & Vascular Insti-

tute, received the International Cooperation 

in Science, Technology and Innovation ROOTS 

Award in November in Buenos Aires, Argen-

tina. Dr. Ventura is one of 10 recipients to be 

recognized for this prestigious award.

The award is given by the Argentine Minister 

of Science, Technology, and Innovation Nation, 

Dr. Lino Barañao, on behalf of the Argentine 

government. It recognizes Argentine per-

sonalities who currently live abroad, but con-

tinue to promote new science and technology 

advances for Argentina. The ROOTS award is 

based on the work of Dr. Luis Federico Leloir, 

an Argentine doctor and biochemist who 

received the Nobel Prize in Chemistry in 1970.  

Dr. Ventura graduated from the National 

University of Buenos Aires School of Medicine 

and completed his internship and residency in 

Internal Medicine at Ochsner Medical Center. 

He completed several fellowship programs 

including: Fellow of Cardiovascular Disease, 

Research Fellow in Arterial Hypertension 

FROM LEFT 

Robert L. Marshall Jr.; 
Hector Ventura, MD; 
Anthony Morales, Jr., 

MD; Sergio Barrios, MD; 
and Ryan Krlin, MD.
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and Fellow in Heart Failure/Heart Transplan-

tation. He remains extremely involved in the 

cardiovascular field, both on a local and inter-

national level, and has published numerous 

manuscripts. 

EJGH Recognized for 
Stroke Care Excellence 
East Jefferson General Hospital (EJGH) an-

nounced that its Neuroscience Program has 

been named a Silver Plus Performance Award 

winner by the American Heart Association 

and American Stroke Association. This pres-

tigious award is based on the stringent crite-

ria set through their Get with the Guidelines® 

Program. This distinction makes EJGH a dou-

ble achievement winner when paired with the 

performance award for heart failure treatment 

excellence.

In addition to the performance award, the 

EJGH Neuroscience Program was recognized 

as an Advanced Primary Stroke Care Center by 

the Joint Commission and was awarded their 

Gold Seal for quality of care

Northshore Cardiologists 
join LHHPG
The Louisiana Heart Hospital (LHH) has com-

pleted an agreement for clinical integration 

with Dr. Anthony Morales, Jr. and Dr. Sergio 

Barrios, partners in Northshore Cardiovascu-

lar Associates in Slidell. Drs. Morales and Barri-

os will join the LHH Physician Group (LHHPG). 

The agreement represents a significant step in 

expanding the capacity and reach of the Loui-

siana Heart Hospital.

Dr. Anthony Morales, Jr. completed his med-

ical degree at Louisiana State University, New 

Orleans, his residency in internal medicine at 

St. Barnabas Medical Center, Livingston, New 

Jersey, and a fellowship in cardiology at Tulane 

University School of Medicine. He is a fellow in 

the American College of Cardiology.

Dr. Barrios received his MD at Universidad 

de Montemorelos, School of Medicine. He 

completed his residency in internal medicine 

at Texas Tech and a fellowship in cardiology 

at LSU. Barrios joined Morales in Northshore 

Cardiovascular Associates in 1995.

Krlin Joins River Parishes
River Parishes Hospital recently welcomed Dr. 

Ryan Krlin, Urology, to the RPH Medical Staff 

and to the River Parishes community. Dr. Krlin 

specializes in the medical and surgical treat-

ment of the male and female genitourinary 

system. He also received additional training 

in the evaluation and treatment of conditions 

that affect the female pelvic floor.

Dr. Krlin received his Medical Degree from 

the University of Oklahoma College of Medi-

cine in Oklahoma City. He completed a Gen-

eral Surgery Internship at Baylor University 

Medical Center in Dallas, Texas and a Urology 

Residency at Louisiana State University/Och-

sner Clinical Foundation in New Orleans. He 

also completed a Fellowship in Female Pelvic 

Medicine and Reconstructive Surgery at the 

Glickman Urological and Kidney Institute in 

Cleveland, Ohio. 

St. Tammany Hospital Guild 
Donates 111 on 11-1 
The St. Tammany Hospital Guild marked 11-1 by 

donating 111 pounds of food to the Covington 

Food Bank. Guild members are encouraged 

to bring donations to each of their quarter-

ly meetings in an ongoing effort to help the 

Food Bank keep its shelves stocked with food, 

explained Guild President Ann Copeland. 

The St. Tammany Hospital Guild is an orga-

nization of approximately 115 members who 

donate 25,000 hours each year in 20 of the 

hospital’s departments. The Guild also raises 

funds through sales in the hospital gift shop to 

provide nursing and allied health scholarships 

for fall and spring semesters annually. These 

scholarships are awarded to deserving hos-

pital staff members who are furthering their 

education in medical fields. 

Ochsner Joins Joint 
Replacement Registry
Ochsner Medical Center announced it has be-

come a member of the American Joint Re-

placement Registry (AJRR), an independent, 

not-for-profit database designed to store com-

prehensive data about joint replacement pro-

cedures which helps physicians and artificial 

joint manufacturers improve the experiences 

of patients who undergo joint replacement 

surgery. Ochsner is the only facility in Louisi-

ana to join the registry. 

The AJRR serves as a central clearinghouse 

for information about joint replacements per-

formed at Ochsner and other member hospi-

tals and medical centers throughout the coun-

try that participate in the registry. The AJRR 

aims to carefully monitor the artificial joint 

throughout a recipient’s lifetime in a data-

base containing information about the patient, 

the surgeon who performed the procedure 

and the hospital or medical center where the 

Unloading 111 lb. of food are 
Guild members Janet and David 

Grouchy, David Brumfield, Phyllis 
Peralta with Covington Food 
Bank’s Deacon Tom Caffery 

and Guild members Elliott 
Peralta and Olga Pepperman.
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procedure took place. The data collected will 

help doctors more quickly identify joints that 

are performing poorly, and will help them 

match patients, procedures, and devices to 

ensure that every patient has the best experi-

ence possible.

St. Charles Parish Hospital 
Nurses Recognized 
St. Charles Parish Hospital nurses, Lynn C. 

Hamilton, Bruce M. Pizzolato, and Christa M. 

Duplantis, were recognized as three of the 

Great 100 Nurses of Louisiana. The three win-

ners from St. Charles Parish Hospital joined the 

rest of the Great 100 at a celebration in which 

they were all honored for their continued con-

tributions to humanity and the furthering of 

superior healthcare. 

STPH Earns Women’s 
Choice Award
St. Tammany Parish Hospital has received the 

Women’s Choice Award from WomenCerti-

fied® distinguishing it as one of the 2012 Amer-

ica’s Best Hospitals for Patient Experience. The 

award is based on robust criteria that consider 

female patient satisfaction and what women 

say they want from a hospital including qual-

ity physician communications, responsiveness 

of nurses and support staff, cleanliness, and 

trusted referrals from other women. 

Hospitals qualify for this annual list based 

on an in-depth proprietary scoring process. 

The scoring incorporates a national, standard-

ized survey of patients’ perspectives of hos-

pital care reported by the U.S. Department 

of Health and Human Services (Hospital Con-

sumer Assessment of Healthcare Providers 

and Systems) and an analysis that weighs crite-

ria identified as the most important to women 

for patient satisfaction. The 100 best scores 

in four hospital size categories determine 

the Award winners. WomenCertified accepts 

absolutely no payment in exchange for place-

ment on the list.

SMH Receives Diabetes 
Education Accreditation
The Slidell Memorial Hospital Community 

Health and Wellness Center has been named an 

accredited diabetes education program by the 

American Association of Diabetes Educators. 

This will give residents on the Northshore and 

in Southern Mississippi increased access to criti-

cal diabetes education services. Diabetes Self-

Management Training provided by an accred-

ited program is covered by Medicare, Medicaid, 

and most other insurance companies.

The diabetes self-management program will 

be taught in either a group setting or as one-

on-one sessions. In addition, a diabetes educa-

tion and support group meets the third Mon-

day of each month at the Founders Building on 

Robert Blvd. For more information, call 985-

649-8513 or email rebecca.stubenrauch@

slidellmemorial.org.

Ochsner Recognized for 
Pulmonary, Stroke, Critical Care
A recent study released by Healthgrades, 

named Ochsner Medical Center and Ochsner 

Medical Center-West Bank Campus among the 

Best 100 Hospitals in the Nation in three spe-

cialties. Ochsner was named to the 100 Best 

in Stroke Care, Critical Care, and Pulmonary 

Care. Ochsner’s quality metrics include data 

from both Ochsner Medical Center and its 

West Bank Campus, both campuses of Och-

sner Clinic Foundation.

In addition, Ochsner achieved #1 in state 

rankings for Overall Cardiac Services for the 

second year in a row, Cardiology Services for 

the second year in a row, Treatment of Stroke 

for the third year in a row, Overall Pulmonary 

Services for the second year in a row, GI Medi-

cal Treatment for the fourth year in a row, Criti-

cal Care for the second year in a row, Coronary 

Interventional Procedures, and Neurosciences. 

The findings are part of American Hos-

pital Quality Outcomes 2013: Healthgrades 

Report to the Nation, which evaluates the 

performance of approximately 4,500 hospi-

tals nationwide across nearly 30 of the most 

common conditions and procedures. The 2013 

performance outcomes are available at www.

healthgrades.com. 

West Jefferson Receives 
Stroke Silver Plus Award
West Jefferson Medical Center (WJMC) has 

received the Get With The Guidelines®–Stroke 

Silver Plus Quality Achievement Award from 

the American Heart Association. The award 

recognizes WJMC’s commitment and success 

St. Charles Parish Hospital Nurses Christa M. Duplantis and Bruce M. Pizzolato were recognized 
among the  Top 100 in Louisiana.
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in implementing a higher standard of care by 

ensuring that stroke patients receive treatment 

according to nationally accepted guidelines.

Get With The Guidelines–Stroke helps 

WJMC’s staff develop and implement acute 

and secondary prevention guideline processes 

to improve patient care and outcomes. The 

program provides hospitals with a web-based 

patient management tool, best practice dis-

charge protocols, and standing orders, along 

with a robust registry and real-time bench-

marking capabilities to track performance. 

EJGH Welcomes Two New Docs
East Jefferson General Hospital announced 

the addition of two new doctors to their medi-

cal team. Dr. William Sherman has joined East 

Jefferson Orthopedics and Dr. Zhen Jiao has 

joined Jefferson Electrophysiology.

Dr. Sherman is a Chief of Arthroplasty and 

Assistant Professor of Orthopedics at LSU 

Medical School. He received his Doctor of 

Medicine and completed his Orthopaedic 

Residency from the Louisiana State Univer-

sity School of Medicine. He also completed his 

Adult Reconstruction Fellowship at Harvard 

Medical School. 

Dr. Jiao returned to New Orleans from the 

Mayo Clinic specifically to work alongside Dr. 

James McKinnie. Together, these two phy-

sicians are helping to set new standards of 

care for Atrial-Fibrillation, or A-Fib. Dr. Jiao 

is a Board Certified Internal Medicine and a 

Board Eligible Cardiology/Electrophysiol-

ogy physician who is originally from Harbin, 

China. Dr. Jiao received his Doctor of Medicine 

from Harbin Medical University and his PhD 

in Cardiac Electrophysiology from the Chi-

nese Academy of Medical Science at Peking 

Union Medical College. Most recently he com-

pleted fellowships at Tulane University School 

of Medicine in Clinical Cardiology and at the 

Mayo Clinic – Rochester in Clinical Cardiac 

Electrophysiology. 

Nearly 300 Attend North 
Oaks NICU Reunion
Nearly 100 children and 200 of their guests re-

cently attended the annual Neonatal Intensive 

Care Unit (NICU) Reunion held in the E. Brent 

Dufreche Conference Center on the North 

Oaks Medical Center campus in Hammond. 

Hope Dugas, 16, poses with 
Santa Claus at the NICU 
Reunion. Hope spent 3 months 
in the NICU after being born 16 
weeks early in 1996. 

Noah Mitchell of Ponchatoula 
shows off his reindeer nose 
with his mom Sarah at the 
NICU Reunion. Noah was born 
prematurely in August 2012 
and spent a week in the NICU. 

The free event was held on Dec. 1 for former 

NICU patients and their family members. It 

featured holiday storytelling, face painting, 

crafts, and refreshments. Each graduate also 

received a keepsake photo with Santa Claus 

and a storybook through a partnership with 

the Hammond Kiwanis Club. 

Nearly 30 North Oaks Health System staff 

members volunteered their personal time to 

host the event. Neonatologist Ivan Villalta, MD, 

and North Oaks Medical Center NICU staff 

members were among those greeting guests 

as they arrived. 

North Oaks Medical Center opened its NICU 

in 1991. The unit is ranked in the top 25 percent 

in the U.S., by the Vermont Oxford Study.



64  JAN / FEB 2013  I HealtHcare Journal of new orleans  

Concussions and Our Kids
by Robert Cantu, MD and Mark Hyman
c.2012, Houghton Mifflin Harcourt 
$24.00 / $27.95 Canada

181 pages

The game, as they say, is the thing.
It’s the thing at your house, that’s for 

sure. Ever since your child’s friends started 

playing sports at school, it’s been the num-

ber-one topic around. He craves competi-

tion. She wants to sign up yesterday. He 

sees trophies and medals and honestly, you 

see them, too. After all, having a pro athlete 

in the family is a good thing, right?

For your child, it’s all about the game. 

Still, you’ve got lots of reservations and, 

according to Robert Cantu, MD, that’s 

great. In his new book “Concussions and 

Our Kids” (with Mark Hyman), you’ll see 

how competition is important, but it’s also 

potentially deadly.

Playing a team sport was something you 

enjoyed as a child and you want the same 

thing for your kids, too, but you worry. Even 

though your young athlete denies it, you’ve 

seen enough accidents on the field to know 

there’s danger out there. Maybe you remem-

ber knocking noggins in a game yourself. 

You wonder: are your kids safe enough in 

today’s game?

Maybe not. Sports, says Cantu, are the 

“second leading cause of traumatic brain 

injury” for youth ages 15-24. Every sport, no 

matter how little contact there is between 

players, has some risk and helmets aren’t 

always protection enough.

That’s because a concussion can occur 

from something as minor as a hard bump 

or fall that snaps a player’s head. Even if 

they’re expecting it, a tackle or body check 

can jostle a child’s brain enough to cause 

damage. If the player is under age 14, his 

muscles probably aren’t mature enough to 

withstand a blow. And if there are multiple 

injuries, the danger multiplies, too. 

To best protect your child, know the 

symptoms of concussion and be sure your 

child’s coach knows them, too. Don’t rely 

on helmets and don’t waste your money 

on fad fixes. Insist on a baseline brain test 

before the sports season begins. Lobby 

for less violence in children’s sports. “Calm 

down” and remember that the players are 

just kids. And don’t accept “it’s not cool” as 

an excuse not to wear protective gear.

That extra-padded helmet might not be 

“cool,” but neither is being in a coma.

You wince. You gasp. You want to cover 

your eyes when your child takes a hit on the 

field, but you should never look away from 

the play. Read “Concussions and Our Kids” 

and learn why.

Knowledge is key when it comes to head 

trauma, and authors Robert Cantu and 

Mark Hyman do a thorough job in prepar-

ing parents to be eagle-eyed on the sub-

ject. There’s a lot of information packed in 

this book, along with myth-busters, blunt 

words, worksheets, cautionary tales, and 

one modern proverb that you can repeat 

to kids and coaches alike: “No head trauma 

is good head trauma.” 

>>  R e v I e ws by  Th e  B O O K wO r m

Proof of heaven 

by Eben Alexander, MD
c.2012, Simon & Schuster      

$23.99 / $27.99 Canada

208 pages

Nobody packs a suitcase like you do.
A weekend away? No problem. Cram 

everything you need in a tote and go.

A two-week cruise? Again, no problem. 

You can roll, fold, and stuff half-a-closet in 

a carry-on and still have room for a book. 

It’s a gift. You’re like a squirrel when it 

comes to packing but there’s one trip you’ll 

have to make someday, and you won’t have 

to pack a thing.

Yes, you’re going to die. But what hap-

pens and what awaits us on our final jour-

ney? In “Proof of Heaven” by Eben Alexan-

der, MD, you’ll read about one man’s week-

long experience, and the inspiring souve-

nirs he brought back.

There’s always another ball season 

around the bend, but before you sign that 

permission slip, read this book. With “Con-

cussions and Our Kids” and the knowledge 

you’ll gain, you’ll see that sports sometimes 

ain’t no game.

BookCorner
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It all started with a middle-of-the-night 

backache.

Neurosurgeon Eben Alexander awoke 

from the pain and headed for a warm bath, 

thinking it might help. It didn’t, and neither 

did a backrub from his wife, Holley. The 

pain, in fact, intensified.

By mid-morning, Alexander was nearly 

unconscious.

Rushed to the hospital, he landed in 

the ICU, surrounded by baffled doctors 

who believed that he’d somehow acquired 

spontaneous E. coli meningitis. His spinal 

fluid and the outer portion of his brain were 

filled with pus. There was no brain activity, 

and no precedent: the affliction was a 1-in-

10-million rarity.

But something amazing was happening 

to Eben Alexander. 

Alexander says his first notion was 

that he was surrounded by primordial 

jelly, aware but not aware, and he could 

hear sounds. Working his way upwards 

and toward “dazzling darkness,” he was 

greeted by a beautiful woman who took 

him on a breathtaking journey on a butter-

fly wing. She told him three things: he was 

loved, he was valued, and there was noth-

ing he could do wrong.

One week after Alexander’s coma began, 

doctors informed Holley that he had virtu-

ally no chance of recovery yet, literally, as 

they were walking to his room to stop treat-

ment, he opened his eyes. Within months, 

fully recuperated, he started to cautiously 

the Bookworm is Terri schlichenmeyer.

significant and why he believes that it 

unfolded as it did. What’s interesting is that 

Alexander was a skeptic once, and now he 

struggles to convince the skeptics.

The only bumps in the road here are that 

he wrestles with descriptions of his expe-

rience. He admits that mere words don’t 

do his visions justice, but he tries anyhow 

talk about his journey because what he saw, 

he says, opened his mind and his heart.

No doubt, “Proof of Heaven” is a think-

ing-person’s book. 

Filled with serious science, medical infor-

mation, and awe-inspiring theology, author 

Eben Alexander, MD gives his readers a lot 

to chew on. But this memoir isn’t just that: 

Alexander also gives us an abundance of 

absorbing back-story, so we know why 

his spiritual journey was mind-bogglingly 

– which is magnificent at first, then just 

repetitious.

Even so, most of this book will stick 

with you for a long time after you close 

its back cover, making you seriously con-

template what you’ve read. Whether 

you’re a believer or an undecided scoffer, 

in fact, I think “Proof of Heaven” will pack 

a wallop. 

Receive weekly updates on healthcare news in the 
Greater baton Rouge area. To become a subscriber 
simply navigate to our website and sign up.
www.HealthcareJournalBr.com

Find out what’s happening  
in the b.R. healthcare Industry, 
with hJBr eNews

of  Baton Rouge

Filled with serious science, medical 
information, and awe-inspiring 
theology, author Eben Alexander, MD 
gives his readers a lot to chew on.
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Hospitals 

East Jefferson General  
Hospital • 5
4200 Houma Blvd.
Metairie, LA 70006
504.454.4000
www.ejgh.org 

Fairway Medical • 37
67252 Industry Ln.
Covington, LA 70433
985.809.9888
www.fairwaymedical.com

St. Tammany Parish Hospital • 19
1202 S. Tyler St.
Covington, LA 70433
985.898.4000
www.stph.org 

Touro Infirmary • 3
1401 Foucher St.
New Orleans, LA 70115
504.897.8651
www.touro.com

Tulane-Lakeside Hospital • 7
4700 S. I-10 Service Road W.
Metairie, LA 70001
504.988.5263-Operator
504.988.5800-Appts.
www.tulane-lakeside.com

Tulane Medical Center • 7
1415 Tulane Ave.
New Orleans, LA 70112
504.988.5263-Operator
504.988.5800-Appts.
www.tulanehealthcare.com

insurance - HealtH

Louisiana Health Plan • 39
P.O. Drawer 83880
Baton Rouge, LA 70884
225.926.6245
www.lahealthplan.org

insurance -  
professional 

The Physicians Trust • 11 
4646 Sherwood Common Blvd.
Baton Rouge, LA 70816
225.272.4480
www.thephysicianstrust.com

Practice Protection Fund • 29 
620 Lotus Dr.
Mandeville, LA 70471
800.758.1690
www.practiceprotection.org

medical societies 

Louisiana State Medical  
Society • 53 
6767 Perkins Rd.
Ste. 100  
Baton Rouge, LA 70808
800.375.9508
www.lsms.org

attorneys 

Breazeale, Sachse  
& Wilson, LLP • 68
Baton Rouge Office
301 Main St., 23rd Fl.
Baton Rouge, LA 70821
225.387.4000
www.bswllp.com

New Orleans Office
909 Poydras St., Ste. 1500
New Orleans, LA 70112-4004
504.584.5454
www.bswllp.com

automotive 

Porsche of New Orleans • 2
3700 North Causeway Blvd.
Metairie, LA 70002
504.832.2112
neworleans.porschedealer.com

Ray Brandt Infiniti • 67
3700 North Causeway Blvd.
Metairie, LA 70002
504.832.2005
www.raybrandtinfiniti.com

a d v e r t i s e r  i n d e x

Quality improvement 

Louisiana Health Care Quality 
Forum • 33
8550 United Plaza Blvd.  
Ste. 500
Baton Rouge, LA 70809
225.334.9299
www.lhcqf.org

radiology 

Doctors Imaging • 15
4204 Teuton St.  
Metairie, LA 70006
504.883.8111
www.doctorsimaging.com

To discuss advertising 
opportunities, email 
advertise@healthcare 
journalno.com or call 
(225) 302-7500
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