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e d I t o r ’ s  d e s k

Smith W. Hartley
Chief Editor

infrastructure and life. As a matter of fact, attitude 
and outcome generally go hand in hand.

There is a time and place for most things. But, 
whether dealing with a problem, work, play, or even 
pain, our attitude raises the spirits of all around us. 
The evidence of our mind’s ability to affect our over-
all health should never be underestimated. Gener-
ally speaking, our attitude toward life can have a 
far greater effect on our health than any collection 
of pharmacological products. I believe people in 
Louisiana have an intuitive understanding of this 
phenomenon. There is a time for meds and there is 
a time to gain the benefits of a well-trained medical 
team. But, we can always encourage the experience 
of health with a well-practiced positive point of view.

There is much happening with the landscape of 
healthcare in Louisiana. Whether we are dealing 
with childhood obesity or the imminent structure of 
health exchanges, it is my intention that we continue 
to provide complete and fair analysis of the health-
care issues facing our city.

Choose well, live in the moment, breathe, and let 
the good times roll. Sounds good to me.

let the good times roll. i truly love this mantra. 
Often the imagery gets associated with overindul-
gence of alcohol or other extreme behavior. But taken 
at face value, it is a wonderful secret of the Louisiana 
culture. To those opposing this philosophy, I presume 
it’s a preference for having a bad time.

It is well known that stress is a serious contribu-
tor to poor health. The myriad of diseases that can 
result from a continual fear of the future and focus 
on things outside of our control can only be estimat-
ed. Of course there is science regarding the negative 
health effects of stress, but only individuals can iden-
tify with the significant impact stress creates in their 
own lives, as long as they notice it.

Louisiana deserves credit in this regard. The 
Louisiana culture encourages a positive point of 

view. This is vital to good health. Opponents of 
positive thinking will spin a positive point of 

view as apathy or lack of proper motivation 
to deal with real issues. I highly disagree. 
One can always maintain a positive 

point of view, have a good time, and 
all the while seek to improve our 
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The new Health Insurance Exchanges mandated for all states  

by the Patient Protection and Affordable Care Act (PPACA) have 

been a hot topic since they were first proposed. Like much of 

PPACA the exchanges have been challenged, opposed, questioned, 

and vilified, particularly by Republican opponents of the entire 

health reform plan. However, since the Supreme Court failed 

to overturn the health reform requirements last year (with 

the exception of the Medicaid expansion mandate) and the 

Republicans failed to capture the presidency and repeal the rules, 

many states have now moved forward with a plan for creating 

either a state exchange or a state-federal partnership, or at least 

announced their intent to do so by the January, 2013 deadline. j 

Hit or
Miss? 

n Karen StaSSi

Jury remainS out on health 
inSurance exchangeS
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expected increases in patients with pre-
existing or chronic conditions. 

Unfortunately, some suspect that many 
of the healthy uninsured will remain unin-
sured, choosing to pay admittedly minor 
penalties (at least for the first year), rather 
than what could be potentially significant 
premiums, or to just wait until they get 
sick (since they no longer can be denied 
for pre-existing conditions). Based on the 
minimum levels of coverage the federal 
government is mandating, called essential 
minimum benefits, premiums are antici-
pated to be high. Lacking the employer 
match that many currently insured citi-
zens rely on, the government has decided 
to simulate that employer match with sig-
nificant tax breaks or subsidies for those 
whose annual income is up to 400% of the 
federal poverty level or a little less than 
$45,000. The idea is to bring the premium 
down to a rate that is both affordable and 
similar to what employer-insured citi-
zens might pay. Whether or not the patch-
work funding the federal government has 
tapped to pay for these subsidies is sus-
tainable is one of the many concerns cited 
about the exchanges.

While all plans will have to offer the 
minimum essential benefits, they will not 
be one size fits all. Plans will be available 
in four tiers, Bronze, Silver, Gold, Platinum, 
depending on the coverage offered and how 
much consumers are willing to pay.

Does everyone have 
to have an exchange?
Yes. Every state will have to have a func-
tioning exchange in place by January 2014, 
with enrollment beginning as early as this 
October. States had until December 14, 
2012 to indicate if they would be creating 
their own state-based exchange. The dead-
line for opting for a state-federal partner-
ship was February 15, 2013. For those states 

However, from the beginning, Louisiana 
was among a handful of states that opted 
out of creating an exchange at all, some 
going so far as to return grant money pro-
vided by the federal government to help in 
planning efforts. Since then, several other 
states have decided not to pursue a state 
exchange. For those states, the federal gov-
ernment has indicated it will put in place a 
federally-run health insurance exchange, 
but details of what that would look like or 

entail remain vague. 

What is a Health 
Insurance Exchange 
Anyway?
A health insurance exchange is a 

type of marketplace or “one 
stop shop” for insurance, 
likened by some to a dis-
count travel hub like Expe-
dia. Individuals and small 

employers can com-
pare plans and rates for 
a variety of insurance 

plans offered by private 
insurers and choose the best 

fit for them. The idea was to 
make it easier for consumers to purchase 
individual insurance coverage, which will 
be mandated by PPACA in 2014. Increased 
transparency of benefits and prices as well 
as competition between insurers would, in 
theory, keep the rates down and the indi-
vidual mandate would, also in theory, cre-
ate a larger consumer pool, so there would 
be more business for all insurers. How-
ever, insurers have also been hit with other 
restrictions such as guaranteed issue for 
those with pre-existing conditions, no 
rescission, no annual or lifetime caps, etc., 
factors that have traditionally helped man-
age their risk. It is hard to tell if there will 
be enough of an influx of healthy patients 
under the individual mandate to offset the 
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that chose neither, approximately 17 states 
at this writing, the Department of Health 
and Human Services (HHS) will create a 
federal exchange. The specifics of what 
a federal exchange would entail have not 
been finalized, but would at least be some-
what similar in structure to the guidelines 
issued for state exchanges. One difference 
is that federal exchanges will not limit the 
number or type of insurer that can par-
ticipate, provided the plans meet both 
federal and state standards for participa-
tion, whereas states may impose further 
restrictions or limit the number of insur-
ers in their state-based exchanges. 

The federal exchange in each state 
will be linked to a sort of “uber-hub” 

calculating eligibility for not only the plans 
being offered, but also Medicaid services 
for each state. The database must then, 
based on limited information from the 
applicant, indicate what breaks they will get 
on the premiums and allow customers to 
browse, compare, and purchase insurance. 

Some speculate that creation of this 
complex hub alone may have been more 
than the government could handle under 
its self-imposed deadlines. It’s a problem 
further exacerbated by the unanticipated 
large number of states choosing the fed-
eral option. With all the hue and cry about 
too much federal involvement in health-
care, it seems the federal government mis-
takenly assumed that more states would 

I am in favor of an 
exchange that doesn’t have 
too many expensive strings 
attached such as mandated 
links to the IRS and the 
Department of Labor.  
–Jim Donelon, Louisiana Insurance Commissioner

attached such as mandated links to the 
IRS and the Department of Labor,” said 
Louisiana Insurance Commissioner Jim 
Donelon. This model certainly seems to 
offer a veritable web of strings. Donelon 
declined to say whether he supported 
the state’s decision to opt for a federal 
exchange. “Whether I agree with the Gov-
ernor or not I guess is of interest, but it’s 
not my decision. I am the regulator of 
insurance and as such I will accommodate 
whatever the federal government puts in 
place.” 

HHS insists that the federal exchanges 
will still recognize and work with state 
rules and regulations, honor state-based 
insurance requirements, and employ navi-
gators trained in the specifics of the state’s 
infrastructure, rules, and population to 
help guide individuals through the pro-
cess. HHS will also collect state Medicaid 
and LaCHIP data so the federal exchange 
can make eligibility determinations. It 
sounds like a tall order even to those who 
are in favor of the idea and it may be that 
many states are opting for the federal 
exchange for that reason. Why spend the 
time and considerable resources building 
a state exchange until the Feds and early 
adopters prove it can be done? Some states 
may be waiting for the government to fal-
ter or to see what the exchange will look 
like, then opt to create a state exchange 
or a state-federal exchange after all. 
States have the option to create their own 
exchange at any time in the future. They 
just won’t have access to all the grants and 
assistance being currently offered to cre-
ate those exchanges.

database capable of determining eligibil-
ity and calculating tax subsidies based on 
a streamlined application process. This 
hub, which has not yet been completed, 
will have to seamlessly link the Internal 
Revenue Service, Homeland Security, the 
Social Security Administration, and the 
Department of Labor and be capable of 

want to maintain state control. Others are 
concerned about the interconnection of 
all these agencies and how that’s going to 
work and still be user-friendly for a pop-
ulation that largely has never shopped for 
insurance before. 

“I am in favor of an exchange that 
doesn’t have too many expensive strings 

From LeFt Jim Donelon, Bruce D. 
Greenstein, Mike Bertaut, Conrad 
Meyer and Karen Zoeller.
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What is Louisiana’s position?
In March 2011, Louisiana announced it 
would not assume the risk of building a 
health insurance exchange. On Novem-
ber 16, 2012, the Louisiana Department of 
Health and Hospitals (DHH) reiterated that 
declaration stating that the law creating the 
exchanges has severe legal problems, is bad 
policy, and does not allow the state enough 
flexibility. Yet, by declining to create a 
state run exchange, Louisiana will have to 
endure a federally-run exchange, presum-
ably with even less flexibility. 

Despite that lack of flexibility the “wait 
and see what we get” route may hold sig-
nificantly less risk. Although there are 
grants available for establishing a state-
based exchange and for testing exchange 
operations in 2014, state-based exchanges 
are required to be financially self-sustain-
ing by 2015. A rather onerous requirement 
for something both untested and poorly 
defined. “What if you put all that money 
in to building an exchange and can’t get 
your money back?” queried New Orleans 

has spent already. “Louisiana’s govern-
ment just doesn’t have the resources to do 
that,” said Bertaut. “It’s not like we have a 
big budget surplus and can afford to throw 
money at this thing.”

DHH Secretary Bruce Greenstein’s let-
ter to HHS opting out of the state exchange 
declared that the deadlines for having 
exchanges up and running were unrealistic 
and likely to cause major complications for 
both insurers and consumers. “The State of 
Louisiana has no interest in being party to 
this failure by implementing a state-based 
exchange,” said Greenstein. The state also 
had reservations about implementing poli-
cies and regulations that were incomplete 
and/or still subject to legal challenges. “The 
PPACA Exchange is only masquerading 
as a free market idea and instead creates 
a vehicle for the Federal Government to 
tightly control the coverage options avail-
able to consumers, raising costs and limit-
ing choice,” said Greenstein.

Louisiana has also opted out of the 
previously mandated, but overturned 

health departments across the country,” 
said Meyer, “is even if we are getting 100% 
reimbursement for the first three years, 
how are we going to fund it in year four and 
onwards? And will the Feds even have the 
money to pay the promised 90% match in 
2020?” Also, those individuals the expan-
sion would include may already be covered 
by new employer mandates or would pre-
sumably be eligible for significant breaks 
on premiums on the health exchange. 
Whether or not those breaks will be enough 
to make coverage affordable for those indi-
viduals cannot be determined until we 
have an idea of what premiums will look 
like. Requests from some state governors 
to enact a phased-in or partial expansion 
of Medicaid have been met with a resound-
ing “No” from the federal government.

Will everyone have to 
shop on the exchange?
No. As currently written PPACA only 
allows those who do not have access to 
health insurance through their employer 
to shop on the exchange. Some had feared 
that employer plans would be harmed by 
employees opting for potentially lower pre-
miums or better coverage offered on the 
exchanges. However, if a company offers 
coverage that meets affordability and 
minimum value standards determined by 
the federal government, those employees, 
while they may shop the exchange, will 
be ineligible to receive advance payments 
of the premium tax credit or cost-sharing 
reductions through the exchange. Without 
those adjustments, the premiums are likely 
to be much higher than the employee por-
tion required under the employee plan— 
rather like paying the COBRA rate. 

There was also much concern when 
PPACA first passed that employers, rather 
than be governed by the new rules, would 
drop coverage altogether. However, under 
PPACA, applicable large employers (ALEs) 
must provide employees a “bona fide offer” 
or pay a penalty. If that sounds complicated 

The PPACA Exchange is only 
masquerading as a free market 
idea and instead creates 
a vehicle for the Federal 
Government to tightly control 
the coverage options available 
to consumers, raising costs and 
limiting choice.
–Bruce D. Greenstein, DHH Secretary

healthcare attorney Conrad Meyer. Do 
the Feds at that point step in and make 
it a federal exchange? Blue Cross & Blue 
Shield of Louisiana’s Exchange Coordina-
tor Mike Bertaut agreed, citing the stagger-
ing amount of work and money California, 
one of the leader states in this initiative, 

Medicaid expansion to include those earn-
ing up to 133% of the FPL. Governor Jindal 
reiterated that position as recently as Feb-
ruary, despite requests from several groups 
to reconsider. The state is concerned about 
funding that expansion over the long 
term. “I think some of the pushback from 
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and confusing, it’s for good reason. Every 
employer, large or small will have to deter-
mine whether or not they are an ALE and 
some are going to be surprised. Rather 
than a simple determination based on 
numbers of employees, the ALE definition 
specifies 50 full time equivalents of labor 
and uses a broad, common law definition 
of “employee” that could include contract 
workers, work release prisoners, interns, 
etc. While an employer may not have to 
offer insurance to all of these folks, their 
labor contributes to the hours count that 
determines whether the company is an 
ALE and therefore required to offer cover-
age to 95% of its employees. 

A “bona fide offer” is a health plan that 

meets federal affordability testing and has 
at least 60% actuarial value. While the 
fines for not offering coverage may not 
seem that onerous, most large employers 
are unlikely to both stop offering insur-
ance as one of the employee benefits that 
helps them remain competitive and pay a 
penalty to do so.

There may be an issue, however, with 
small companies opting not to offer health-
care coverage since they are not required 
to do so. In those situations their employ-
ees can shop the exchanges. For many of 
these employees (those under 400% of 
the FPL) subsidies will be available to help 
them pay their premiums. Others may find 
they qualify for Medicaid—something that 

can also be determined by the exchange. 
Those that are Medicaid or LaCHIP eligible 
may also shop on the exchange for differ-
ent coverage, but will not receive tax cred-
its or cost-sharing reductions, making that 
an unlikely occurrence. Small employers 
themselves can shop for health plans on the 
exchange provided they are not ALEs, but 
no advance tax credits or subsidies would 
be available to them or to their employees. 

What does this mean 
for insurers?
“The rules have changed in a rather incre-
mental fashion over the years,” said Ber-
taut. “But when PPACA passed, we went 
from increments to changing the game 
pretty drastically and quickly. The federal 
government is regulating a lot of areas they 
never touched before.”

Because of the major reforms to the way 
insurers do business, Bertaut believes that 
most large insurers will have no choice 
but to participate in the exchanges. If they 
are forced to increase their risk by accept-
ing members with pre-existing conditions, 
then they certainly want to be in a position 
to tap into the large pool of newly insured 
predicted by the federal government. The 
only problem is knowing who will come, 
how many, and what will motivate them 
to choose one plan over another. “Nobody 
really knows, other than price, what’s going 
to motivate people to shop on this thing,” 
said Bertaut. “Will they buy a plan simply 
because of the price, the coverage, because 
they’ve heard of the insurer?” Meyer 
believes that most consumers tend to be 
motivated by cost over quality, so keeping 
premiums competitive may be the biggest 
challenge.

That challenge is exacerbated by PPACA’s 
requirement that every plan offered in any 
exchange supply several “minimum essen-
tial benefits” that include such things as 
hospitalization, labor and delivery, pediat-
rics, labs, etc. In fact, these minimum ben-
efits make for a fairly rich insurance plan, 

ToP TEn
PPACA mandates that health plans offered by exchanges offer minimum 
essential benefits although specific details of these rather broad 
categories have yet to be determined:

•  Ambulatory patient services
•  Emergency services
•  Hospitalization
•  Maternity and newborn care
•  Mental health and substance use disorders 
•  Prescriptions
•  Rehabilitation
•  Labs
•  Preventive care and chronic disease management
•  Pediatrics

States may use an existing small group, state employee, federal employee 
or HMO plan as a benchmark model to decide specific coverage details.
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the inability to continue to offer premium 
discounts to young males between 20-40, 
is likely to discourage many of them from 
purchasing insurance. This relatively 
healthy segment has, in the past, helped 
subsidize older, sicker segments, so insur-
ers worry that might drive up premiums 

will be 10-15% more expensive than mem-
bers who are currently insured.  

Despite the challenges, Bertaut says 
Blue Cross & Blue Shield is on board 
and has been crafting its plans for the 
exchanges for about two years. “We have 
about 75% of the information we need to 
be effective on a federal exchange, but 
there are some key things they haven’t told 
us yet,” he said. Since health plans across 
the country needed more information and 
were concerned about rapidly approach-
ing deadlines, a group of them got together 
and made recommendations to CMS/
CCIIO on a number of issues that were 
critical to Exchanges. “The Feds have been 
amenable to about 90% of it,” said Bertaut. 
“Frankly I think they were grateful for the 
help, because the departments responsible 
for setting up Exchanges are pretty over-
whelmed. The deadlines are very, very 
tight.”

What about providers?
“It’s way too early to know how it will affect 
providers,” said Louisiana State Medical 
Society spokesperson Sadie Wilks. She 
indicated that providers were watching the 
developments, but weren’t willing to weigh 
in just yet. On the surface, exchanges would 
seem to be beneficial to providers because 
if more individuals are insured, the amount 
of uncompensated care that is delivered 
should go down, explained Meyer. How-
ever, that is only beneficial if the providers 
receive adequate reimbursement from the 
insurers. If insurers are struggling to keep 
premiums down to remain competitive in 
the exchanges, it is conceivable that there 
may be increased issues when negotiating 
reimbursement with hospitals and other 
providers. 

Since people with insurance are more 
likely to seek medical care, there is also 
an anticipated increase in patient loads 
which could place an additional stress on 
an existing shortage of primary care phy-
sicians. In addition, if the state reverses its 
position and opts for Medicaid expansion, 

The rules have changed in a 
rather incremental fashion 
over the years. But when 
PPACA passed, we went from 
increments to changing the 
game pretty drastically and 
quickly. The federal government 
is regulating a lot of areas they 
never touched before.
–Mike Bertaut, Louisiana Exchange Coordinator, BCBSLA

for everyone.  “I wouldn’t be surprised if a 
lot of young and healthy folks stayed unin-
sured next year and just paid the $95 fine 
or 1% of income,” said Bertaut. “If it goes up 
in later years, they may reconsider; at least 
if you buy insurance you are getting some-
thing for that money.” Under PPACA, insur-
ers may not charge higher premiums based 
on gender or health status, but can charge 
higher premiums for older members and 
for those who smoke.

In an attempt to offset the unknown risk 
of the new restrictions placed on insur-
ers—whether they will have enough healthy 
insured to offset the ones who are not—
insurers must pay an annual fee, based on 
market share into a central fund. If they take 
a huge loss, some of it may be mitigated by 
that fund. However, if exchanges don’t work 
well and they all take a loss, that pool could 
become depleted pretty quickly. According 
to Bertaut, losses are definitely anticipated. 
Nationally, actuaries expect that those pur-
chasing insurance through the exchanges 

which would fetch a significant premium 
in today’s market. There are concerns by 
Greenstein and others that requiring this 
“kitchen sink” approach to every plan 
offered will force premiums higher than 
people will be willing or able to pay. Also, 
according to Blue Cross and Blue Shield, 



close to 400,000 more individuals will 
be added to the Medicaid rolls, with more 
and more physicians already declining to 
take those patients because of inadequate 
reimbursement. 

Karen Zoeller, Vice President of Policy 
Development for the Louisiana Hospital 
Association (LHA) points out that there 
are potentially both good and bad effects 
of having an exchange. “Good in that we 
would probably have more people with 
private pay insurance coming in, but it 
could be bad from the standpoint of having 
to deal with multiple insurance companies 
instead of one or two.” This added compli-
cation will kick in right around the same 
time as the new ICD-10 coding require-
ments so Zoeller anticipates an increased 
burden for hospitals at least on the billing 
and reimbursement side. She is also unsure 
of how the contracting process will work 
with insurance companies that are part of 
the exchange. “There are just a lot of ques-
tions as to how it’s all going to work and 
until we really know, we are just speculat-
ing as to what the consequences could be.”

The other concern for hospitals is that 
the federal government plans to signifi-
cantly cut disproportionate share hospi-
tal (DSH) funds, which reimburse for care 
for the uninsured. The cut was tied to Med-
icaid expansion and the individual man-
date—if everyone has Medicaid or private 
insurance there should not be as much 
uncompensated care. However, what’s 
unknown is with Louisiana not expanding 
Medicaid, will the state also lose the same 
percentage of its DSH funds. Zoeller thinks 
it is unlikely the federal government will 
reward the state for not expanding Medic-
aid and give it a larger share of DSH funds. 
“All we really know at this point is there is 
going to be a reduction in DSH, but we 
really don’t know how that’s going 
to take place. Even with the 
exchanges there are going 
to be people who are not 
Medicaid eligible and 
are not going to 

be able to get insurance,” she said. Meyer 
feels states will be almost forced to expand 
Medicaid so as not to have unfunded care.

Will it work?
There is not a soul out there who wants to 
take that bet. There are so many factors 
that are poorly defined and yet to be tested. 
Many agree that the idea of an exchange 
in principle is a good one—an open, trans-
parent marketplace that gives consum-
ers more options, drives competition, and 
ensures more Americans are insured. 
How close the reality will be to that sce-
nario remains to be seen. And, say critics, 
none of these measures really address the 
true problem of spiraling healthcare costs 
in this country. In his November letter to 
HHS Secretary Kathleen Sebelius, Green-
stein said, “The PPACA remains a flawed 
piece of legislation that fails to fix the fun-
damental existing problems in the United 
States healthcare system, particularly the 
unsustainable costs faced by American 
families and small business.” 

Many in Louisiana have adopted the 
“wait and see” approach to the health 
exchange question although some, like 
Blue Cross and Blue Shield are preparing 
for the inevitable, whatever it may look 
like. Few, however, expect either the states 
or the federal government to be ready to 
enroll members in operational exchanges 
by this fall. We’ll keep you posted. n
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“Frequently Asked Questions on Exchanges, 
Market Reforms, and Medicaid,” Centers for 
Medicare and Medicaid Solutions, Dec. 10, 
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“General Guidance on Federally-facilitated 
Exchanges,” Centers for Medicare & 
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Greene, Jan, “Federal health insurance 
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www.healthinsurance.org/state-health-
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‘‘I’m finding that at first when I talk to the doctors 
about the resources the health plan is willing to 
give them the initial response I get is, “What’s 
that going to cost me? And what’s in it for you 
to do that?” The answer is it’s not going to cost 
the doctor anything, and what’s in it for me is I 
want to sustain my membership, I want higher 
quality, I want to be able to market myself as a 
high quality plan that has better outcomes.
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PeoPles HealtH CHief exeCutive offiCer Carol solomon blends years of exPertise 
in the arena of managed care and a passion for community involvement. Recruited by Peoples Health 
because of her leadership in the managed care industry, Solomon has worked to expand the footprint of 
the company, both in supporting the communities it serves and in plan offerings that facilitate fulfilling 
lifestyles for seniors through comprehensive healthcare and the acknowledgement that excellence in life 
is achieved because of age.

Prior to her tenure at Peoples Health, Solomon held leadership positions at other Louisiana-based 
healthcare organizations, serving as Chief Executive Officer for MedFirst Health Plans and directing the 
development of a pilot managed care project at LSU Medical Center. Outside of Louisiana, she served 
as Vice President of Operations for CAC-Ramsey (now United Healthcare), the second-largest HMO in 
Florida. Solomon’s professional background includes executive positions in operations, finance, and 
provider network development. 

Solomon’s community involvements range from serving as a founding member of the United Way of 
Southeast Louisiana Women’s Leadership Initiative to participating as a board member of the New Orleans 
Jazz & Heritage Foundation. She served as local chairwoman of the American Heart Association’s 2007 
Go Red for Women luncheon and currently serves on the boards of the Louisiana Public Health Institute, 
Jefferson Business Council, and New Orleans Opera Association. 

Under Solomon’s direction, Peoples Health also supports numerous other organizations, including the 
New Orleans Saints, Jefferson Performing Arts Society, New Orleans Zephyrs, The Louisiana Leukemia 
& Lymphoma Society, New Orleans Hornets, Louisiana Senior Olympics, American Diabetes Association, 
American Heart Association, Jefferson Chamber of Commerce, and Louisiana State University Athletics.
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‘‘What we bring to the table is other resources 
that the physicians may not have in their 
offices. It may be a common sense thing to say 
if you call the patient and remind them they 
might be more compliant with the protocol 
you’ve given them, but who has the time to do 
that or who has the resources to hire someone 
extra to do that? That’s where the health plan 
has come in. We can follow up on that.’’ 

actually go out and speak to the physicians one on one.” So you’re 
taking a well recognized pulmonologist who’s taught most of the 
pulmonologists in the area and having him go out and speak to 
them and say, “We feel this is the best practice because of x, y, z.”

What we found was the physician from LSU was welcomed, 
didn’t have any problem getting an appointment to see the doc-
tor, and didn’t have any problem sitting down and discussing 
the whole concept. In fact the doctors themselves were encour-
aged that there would be a way to collect the data and to have a 
third party looking at that data and making sure we were seeing 
the advances we anticipated. We started our first program with 
chronic pulmonary disease and it was very well received. What 
we bring to the table is other resources that the physicians may 
not have in their offices. It may be a common sense thing to say if 
you call the patient and remind them they might be more compli-
ant with the protocol you’ve given them, but who has the time to 
do that or who has the resources to hire someone extra to do that? 
That’s where the health plan has come in. We can follow up on that. 

What we’re finding is the day of contracting with physicians is 
really over. It has evolved into a partnership with physicians and 
it’s the only thing that’s going to work. Where we are both looking 
at a segment of the population that has this chronic disease let’s 
figure out what’s the best way to treat it. The doctor does what he 
does best in designing the best program for his patient. Then  there 
are pieces that the health plan can help him deliver, by having a 
nurse make home visits to check on the patients or having a respi-
ratory therapist go out and show them how to use the equipment, 
or making sure that the pharmacist explains to them why they 
have to take their medication, what to take it with, etc. Perhaps 
we can have a dietician help explain what changes they may have 
to make in their diet, using the food they are used to eating, but 
perhaps just cooking them a little differently. It’s a more holistic 

Chief editor Smith W. hartley Let’s talk about this new relation-
ship with LSU and the intent behind the Center for Healthcare 
Advancement. 

Carol Solomon We’re very excited about the potential for the Center 
for Healthcare Advancement. We’ve had a longstanding relation-
ship with LSU in the more traditional way of contracting with pro-
viders to provide certain services for our members. But as we look 
at the Accountable Care Act and what the requirements are going to 
be for the health plans going forward, there’s much more emphasis 
on being able to measure the results and determine just what the 
outcomes are. I think that all of us obviously try to work toward get-
ting the best outcomes for our members, but there are not often clear 
ways to measure the results of that because of the way networks are 
set up. When you use a community network, each doctor is practic-
ing in the best way he feels he can practice. And many times doctors 
are not particularly receptive to using standards of care or “cook-
book medicine.” What we’ve looked at is how to get around that 
defensiveness from the physicians and understand that using best 
practices is really the only way to measure results so that we know 
where these members were prior to this treatment being done and 
what the result was. Then we can really see if we are providing any 
better outcomes than anybody else. 

I think that going to an academic center is kind of like going 
to a neutral party for us. It wasn’t going to one particular group 
of physicians within a specialty where there may be some natural 
competitiveness. Instead we’re going to the academic center that 
trained maybe 85% of the physicians in our area and so has that 
credibility. We went to LSU and said, “Here’s the concept; help us 
to make sure that what we’re designing as best practice chronic 
care programs is, in fact, what you think is the best practice. In 
addition to providing oversight for the design we ask that you will 
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‘‘‘‘approach where the plan does its part, the doctor does his. Then 
where LSU comes back in on the backside is collecting all the data 
that we have, analyzing it, and seeing if it in fact made an impact. I 
think the doctors are also much more comfortable with that being 
done by an academic institution. 

editor So the feedback becomes sort of a subtle encouragement?

Carol Solomon I believe so, because it’s not the payer telling you 
what to do, it’s your colleague encouraging you to try it this way. 
And we’ll give you credit when it works; we’ll come around, we’ll 
write the paper accenting the fact that the practice you are using 
is proven to be the best practice. The patients are the real winners 
because they are getting the attention and the resources they need 
to improve their quality of life and get the best outcomes. 

editor Is there any other motivating factor for the provider? 
Does it start to affect their own reimbursement? 

Carol Solomon Well, in some cases it does have a positive effect on 
reimbursement. What we’re looking at, with the changes in reim-
bursement going from a traditional fee for service, pay for proce-
dure system to tracking outcomes and a more bundled payment 
approach, is if this doctor is using this best practice, it might be eas-
ier to give them what’s being referred to as a bundled payment for 
everything he’s doing. Instead of concentrating on what you need 
your revenues to be in your practice and what do I need to meet 
those benchmarks, what I concentrate on now is what is the best fit 
for my member? 

I’m finding that at first when I talk to the doctors about the 
resources the health plan is willing to give them the initial 
response I get is, “What’s that going to cost me? And what’s in it for 
you to do that?” The answer is it’s not going to cost the doctor any-
thing, and what’s in it for me is I want to sustain my membership, 
I want higher quality, I want to be able to market myself as a high 
quality plan that has better outcomes. You hate to keep using the 
tired term of “win-win,” but it really is a win-win for everyone. The 
patients love the additional attention they are getting. The caregiv-
ers for a lot of these patients really appreciate the fact that they’ve 
got someone coming in and filling in the void. 

Sometimes we ask why it’s difficult for a patient to be compli-
ant. I really don’t like the word “compliant” because it infers that 
someone doesn’t want to get better or doesn’t want to do what’s 
necessary to get there. You have to ask yourself why they aren’t 
doing it. Why aren’t they going to their doctor’s office? Maybe they 
don’t have transportation to get there. Maybe their daughter had 
to take off from work and doesn’t get paid when she does. There 

are all kinds of things, but we can intervene in that and offer trans-
portation, or have our nurse go, and then have a family conference 
when the caregiver gets home from work. So I think those additional 
resources, the ability of the plan to step in and take on some of the 
work that might have been done in the doctor’s office or some of 
the work that might have been done by the caregiver, to just kind of 
fill the gaps, provides a more customized approach to get to those 
outcomes.

editor In regards to building provider networks, have things 
changed over the years? What are some of the challenges in put-
ting them together?

Carol Solomon The first driver is there is a shortage in primary care 
physicians that we are seeing all over the country. Physicians are 
going to medical school saying, “If I can be a cardiologist, a GI doc, 
or a surgeon, it would certainly help me pay back those student 
loans a little better than being a primary care physician.” So I think 
we need to make it more attractive for medical students to stay in 
primary care. I don’t think a lot’s being done in that direction. In 
the meantime, on the other end, you’ve got the baby boom pop-
ulation that’s coming in and requires more primary care. We’re 
having to be innovative about how we fill this void with what are 
often referred to as patient extenders—nurse practitioners, physi-
cian assistants—that can really fill in with the physicians. So one 
of the things we’ve done is hire nurse practitioners to work with 
the health plan. 

We’re noticing from the information we get from our mem-
ber service lines and complaints that maybe it’s hard to get an 
appointment for two or three weeks or maybe we are seeing an 
increase in ER visits because patients can’t get in the same day for 
something more urgent. We’ve got a great physician and we don’t 
want to lose him and we don’t want to burn him out, so we’ll go out 
and talk to him and say, “Would you be interested in us putting a 
nurse practitioner in your office to help you at our cost?” When 
they ask what it will cost them and why we would do it, we lay out 
our contract. “We’ll put a nurse practitioner full time in your office 
to help you see our patients and in return we want you to tell us you 
are going to have some open spots in your schedule every day for 
those same day appointments. We want you to tell us that you are 
going to see our patients within seven days of being discharged 
from the hospital, because that’s been proven to keep readmis-
sions down. We want to make sure that you see our patients at least 
once a year for an annual physical, a wellness check up where you 
go through and spend an hour with them, making sure they are on 
track. And we want to make sure that if your patient falls within the 
top ten percent of risk, that you are seeing them every month. We 
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‘‘‘‘believe that if patients have multiple chronic conditions and you 
see them often, not just when it’s urgent, we’ll be able to manage 
that patient better and they won’t be going into the hospital every 
other month and will be managed better at home. We want to make 
sure that when you do that annual physical that we can send in a 
social worker and a pharmacist to help you so that they do an anal-
ysis with the patient, review their medications, make sure they are 
taking the right thing. Let’s have a social worker come in and see if 
there’s been a change in their caregiver situation or home environ-
ment where they  need other things we might be able to help them 
get.” The members love that. 

One of the interesting things that the doctors told us when we 
said we want them to see the patients, whether they need it or not, 
once a year, or once a month if they are in this targeted population 
was, “If we call the patient and tell them to come in for an appoint-
ment, Medicare is sending out so much correspondence about 
fraud, when I call them, they tell me, ‘But I’m feeling good’. They 
infer that somehow I’m bringing them in inappropriately because I 
just want to make money.” The doctors asked us to send out a letter 
from the health plan to patients saying it’s in their best interest and 
that we want them to go see the doctor regularly and get all of their 
preventative screenings done. I thought that was kind of interest-
ing and we have worked with them on that.

editor Are the nurse practitioners employees of Peoples 
Health and has that appeared as a conflict of interest for other 
providers?

Carol Solomon Yes they are employees, and no, there is no con-
flict of interest, because our members, when they join the plan, 
have to align with a primary care physician. They can’t join one of 
our nurse practitioners. And all of our nurse practitioners work to 
assist those physicians. We’re not competing with them for mem-
bership and, in fact, they have the ability to grow their practice 
more because of the assistance we give them. 

editor What effect(s) has the Patient Protection Act had on the 
senior programs?

Carol Solomon I think one of the things that’s going to happen 
when the exchanges come into being is that people are going to 
have access to insurance at an earlier age. There are a lot of folks 
in Louisiana that don’t work for companies that offer employees 
insurance. A lot of them are self-employed or work for small com-
panies so what we find is that when people become Medicare eli-
gible it’s the first time they have had that kind of coverage. Before 
that they were going to the doctor when they absolutely needed to 
and they’d end up in an urgent care center or an emergency room, 

so there wasn’t any real continuity of care where they were going 
to “their doctor,” but whoever was on that day. I think that if people 
have access to preventative care and wellness care and they are 
able to see a doctor when they need to, and establish a relationship 
with a primary care doctor, when they come into a Medicare type 
plan, whether it’s fee for service or a health plan, they are going to 
be in a much healthier position. What we notice with our patients 
is that the first 12-18 months they are in the program costs are 
sky high because they haven’t seen these specialists before, they 
haven’t gone to a dermatologist, haven’t gone to a GI doc. They’ve 
only done what’s been urgent. I think that’s going to be a big plus 
with the program.

editor Can you talk about some of your techniques for improv-
ing member satisfaction?

Carol Solomon I guess it’s different strokes for different folks. A lot 
of our folks love the fitness center program because there is so 
much of it that is social and gives them something to look forward 
to, to go out to. We also have a senior health series where our phy-
sicians go out and give a lot of presentations on different chronic 
illnesses and what you can do in a preventative way to stay health-
ier. In the Senior Series we teach dance, flower arranging, and a 
lot of different things and those go over well. Seniors like to stay 
active and if we create those kinds of things it gives people some-
thing to look forward to, something to do. We also provide trans-
portation to all those events. 

We are in the process now of putting together a program to 
partner with different agencies in the community to build what 
we call senior wellness centers. They will be open to our members 
Monday thru Friday, 8-4, with transportation provided, and we’ll 
have music therapy, occupational therapy, and fitness programs 
for those who may not be able or comfortable going to a regular 
fitness center. There will be social programs. Those centers will 
be placed in a community so that folks feel safe and comfortable 
going there. We think all of those activities are important for both 
physical and mental health. 

editor How would you characterize the relationship between a 
company like Peoples Health and Medicare? I can imagine the 
challenges of them dictating probably most of what you do. 

Carol Solomon It’s just that the regulations require so much docu-
mentation. I was telling someone the other day that we moved into 
this particular office building because we needed more space back 
in 2006. Our compliance department had about 12 people work-
ing there. Today we have about 50 people working in compliance 
in addition to compliance specialists embedded within different 



‘‘ 8

The Practice Protection fund is proud of its continuing commitment 
to Louisiana Healthcare Professionals by keeping its rates stable for the 
past several years. The PPF fees consistently average about 20% less 
than other carriers in the state, match any discounts that are currently 
provided to you and we plan to continue on this path. The PPF also 
offers other programs for additional discounts for even more savings. 

 The Louisiana members’ owned non-profit trust fund has seen sig-
nificant growth over the years and continues to add new services and 
products for its providers.

 Our premiums include prior acts, so you can keep your retroactive 
date and avoiding purchasing costly tail coverage from your previous 
carrier. Entity coverage, legal fees and expenses are included as well 
when you participate in the fund.

Contact Jon Andonie at 504-723-9319
620 Lotus Dr., Mandeville, LA 70471 I 800-758-1690 

www.practiceprotection.org

WHat you don’t knoW, PPF savings, 
can coSt you a lot!

Practice Protection Fund

our PPf board 
Dr. Gerald Robertson, Dr. Jack A. Andonie, Dr. Charles Eckert, Dr. Baron Williamson, Dr. Jeffery Coco and Dr. A Jay Binder

WHat you don’t 
knoW, can coSt you...

a Lot!



d i a l o g u e

30  MAR / APR 2013  I HealtHcare Journal of neW orleanS  

departments. So obviously the thought of a 2000 
page law brings a lot of work with it. Sometimes 
I would have to be honest and say it’s frustrating 
because there are things you do anyway, but now 
you have to make sure you document them well so 
if you have an audit you can show exactly how it’s 
being done. On the other hand, I think there a lot of 
things, although the transition is going to be pain-
ful for us and everyone, where the ultimate out-
come is going to be better. 

I think a lot of the things that are being dis-
cussed in the Accountable Care Act are things we 
as payers have been wanting to do and provid-
ers have been wanting to do. I got together with 
a group of providers recently—some from LSU 
and some from the community—about a particu-
lar chronic care program we were working on and 
they said, “We’ve been wanting to do this, but it’s so 
difficult trying to work out how to get paid for it.” I 
think the payment methodologies moving toward 
more of a “Here’s how much money we are going 
to give you to accomplish this…do it the best way 
you can,” approach is really going to bring about 
the right kind of change with the focus being on 
better outcomes. 

editor Can you tell us about some of the goals 
and objectives of Peoples Health? Is it to increase 
membership, improve the network—what are the 
things you would like to see happen? 

Carol Solomon Well we are obviously always looking to grow. We 
started in 1997 with the Medicare program and we’ve had moder-
ate growth throughout. We have not grown through acquisitions; 
we’ve not tried to grow overnight. Our intent has always been to 
make sure we don’t bring in so many folks at one time that we are 
not ready to absorb them and aren’t able to give them all the atten-
tion the rest of our members get. We want to make sure that when 
we enroll a member that they have access to all of our programs. 

This year we brought in about 5000 new members. Our goal is 
that within the first 90 days we see all of these members. We do a 
health risk assessment over the phone within the first 30-60 days 
and those that score high risk we want to get them in as quickly as 
possible to their primary care physician. If their physician doesn’t 
have the time, we can offer help with one of our nurse practitio-
ners to get them into the system and make sure they are in the right 
chronic care program and they get the services they need. We also 
always want to make sure we have capacity within our primary 

care network so we are not putting too many patients in a prac-
tice that’s so full they can’t absorb them. So there’s a great deal 
of attention to the network and we want to grow the network and 
infrastructure first and then bring in the membership, rather than 
do it the other way around. We think that brings us better relation-
ships with the physicians, because we haven’t overwhelmed their 
practices, and with the patients, because we want their first expe-
rience to be a good experience. 

editor You have been with insurance companies for a while so 
maybe you can describe how shifts have taken place internally 
to address the changing market, perhaps growth or downsizing 
of certain departments, increased use of utilization nurses, etc. 

Carol Solomon I think one of the biggest changes for us has been 
in the health services department. We’ve had a good number of 
nurses and social workers working for us since the beginning and 
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going out to the homes and doing visits, but they were not pro-
viding clinical services, they were more administrative services. 
They would go out, do an assessment, see what the needs were and 
then we would get one of our contracted providers to get out and 
provide the clinical services. The biggest change for us is we are 
now hiring clinicians—nurse practitioners, pharmacists, nurses— 
that are actually providing clinical services. That’s been an inter-
esting transition for us because we want to be careful that we are 
not competing with our providers, but that we are enhancing the 
experience, filling in gaps, and working as a team with them. 

As an example, if one of our physicians has a patient that has 
been discharged from the hospital and he would like to see them in 
the office, but they just don’t feel well enough, we want him to call 
us and ask us to send the nurse practitioner out to the home. She’ll 
come back and report to him and they can decide what the next 
step is for the patient. Our arrangement with the doctor is they 
call and make the appointment with the patient. We always want 
it to be that we are going out representing the physician. It’s not 
the health plan seeing the patient, but we’re working together as 
an extension of that physician’s office. That’s been a change for us. 

editor Is there a noticeable difference between the New Orleans 
and Baton Rouge markets?

Carol Solomon There’s a big difference in the network. In Baton 
Rouge, for example, you may have one or two GI groups or one or 
two large ophthalmology groups that cover the whole city. Here 
in New Orleans it tends to be smaller groups of two or three doc-
tors. I think Our Lady of the Lake and Baton Rouge General have 
had their own physicians for many years and New Orleans is just 

getting into that, with the exception of Ochsner. East Jefferson, 
West Jefferson got into primary care physicians a few years ago, 
but now they are also employing specialists. So I think that change 
is happening in New Orleans, but Baton Rouge was a little differ-
ent. When we expanded to Baton Rouge that was a change for us, 
but we have great relationships with our hospitals and physicians 
there. 

editor What’s next for you, professionally or personally?

Carol Solomon We are excited about starting our own primary 
care clinics. Two years ago we purchased the Stanicola Clinic in 
Baton Rouge and got a taste of that. We’re opening our second pri-
mary care clinic on the Westbank in Gretna on the Ochsner hos-
pital campus. We have plans to open another four or five this year. 
That’s our response to the shortage. As we look at our network and 
want to grow we look at where we are lacking capacity for that 
growth and we’ll put in a clinic of our own. 

Being a physician-owned plan we are very sensitive to life from 
the physician side of it and the changes they are going through, 
such as changes to the electronic medical record, changing 
to a new coding system. And also a lot of the regulations in the 
Accountable Care Act are really getting them to do a lot of things 
they don’t have the resources or manpower to do. That’s why you 
are finding so many going to work for hospitals or somewhere else. 
So we’ve put together a unit to help them transition to electronic 
medical records. We did the analysis on the different systems that 
were available. We chose one that we particularly liked and went 
out to the primary care docs and said if you don’t have system, 
and don’t have the time to look at what’s available, we’ve done the 

‘‘The biggest change for us is we are now 
hiring clinicians—nurse practitioners, 
pharmacists, nurses—that are actually 
providing clinical services. That’s been 
an interesting transition for us because 
we want to be careful that we are not 
competing with our providers, but that we 
are enhancing the experience, filling in 
gaps, and working as a team with them.’’
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‘‘‘‘research. We’ll show you the top three we came to and the one we 
selected. If you select that one, we’ll subsidize your costs. We’ll pay 
to install it, we’ll give you the manpower to convert your charts to 
the system, and we’ll subsidize your monthly payment. What we 
want in return is access to the data so that we have more complete 
data on our members and can give you back a good profile of not 
just what you are doing, but everything else that’s going on with 
that member. That’s worked really well. We have several practices 
up and running and others that are interested. It’s kind of a whole 
new area for us. 

I think between the electronic medical records, opening the 
primary care clinics, and getting nurse practitioners embed-
ded in offices and trying to work through that whole contractual 
arrangement so it works for everyone, is exciting. It’s moving us 
from being strictly a payer to becoming somewhat of a provider 
and becoming, I think, more sensitive to the issues providers face. 

There’s one other thing that we are piloting and will roll out to 
the rest of our network this year. We’ve developed a role for what 
we are calling a plan navigator. We are putting these not only in 
physician offices, but also at the major hospitals that we deal with. 
That person is clinical, but is very well versed in our benefits and all 
of the resources that the health plan has. We place them in a hos-
pital, doctor’s office or ancillary provider’s office because we want, 
when our member comes in, if they have any questions about the 
health plan, or if the office has any questions about the health plan 
or how to access a benefit, to have someone right there that can 
take care of it. The navigator is also helping coordinate the care 
for that member. So for example if your internist wants you to go 
see a cardiologist, before you leave that office our plan navigator 
will make sure you’ve got your appointment. Then they will call the 
cardiologist and tell them they are going to send over the workup 
they’ve done. The day after the appointment the navigator will fol-
low up to see if they saw the patient and request the notes. So when 
the patient comes back to the primary care doc, he’s got the notes. 

One of the things we’ve found is the primary care doctors com-
plain that they refer a patient to a specialist, but they never know 
what happened until the patient comes back to them and then they 
are getting the patient’s interpretation. If I’ve got someone in that 
office following up then when you come back in to see your inter-
nist, that chart is complete. The navigator can review the chart 
the day before and make sure all the responses are there. Or there 
might be a reminder note for preventative care. The doctors love 
that because it takes so much time for them to go through their 
charts. Now they can walk through the door with the chart and 
know they have those notes, those results, those reminders…it 
makes the visit much more efficient and gives them more time to 
discuss with the patient. 

editor Who are the navigators offered to and are the physicians 
receptive to having them in their offices?

Carol Solomon They are offered to any physician that has a thresh-
old of 300 or more of our patients. If it’s less than that there’s really 
not enough for them to do in the office. However, for those offices 
that have less than 300 we have navigators here and they’ll do as 
much from here as they can. The physicians are very receptive. 
They ask what’s in it for me. Patient satisfaction…that’s what’s 
in it for me. We did a demo and at first the doctors weren’t sure. 
After about two weeks, they were worried that we might take the 
navigators away. We did have some concern that the navigators 
would not have enough to do, but they can take some of the doc-
tor’s workload. They can follow up with the patient, arrange trans-
portation, and ensure the member leaves the doctor’s office with 
everything they need. The patient is seeing that they are getting 
more of the physician’s time, whether it is the doctor personally or 
just that his office has coordinated that for them. 

Right now we’ve got 20 nurse practitioners and about 14 navi-
gators. We have budgeted to increase our nurse practitioners to 
50 and our navigators to 118. That’s another good thing about 
our relationship with LSU. We met with the Dean of the School of 
Nursing and told them we need nurse practitioners. They’ve got 20 
coming out in May. We’ve worked with them to develop a tuition 
reimbursement program for those practitioners. We are doing the 
same thing with the primary care physicians. It costs me the same 
to recruit a doctor who may not stay here…why not pay the tuition 
for one who’s already here and wants to stay here?

I am not a good victim. I don’t like saying we can’t do that 
because we don’t have enough primary care docs or enough nurse 
practitioners. We go to the source and provide incentives for them 
to stay here. I think those 2000 pages make you innovative. n
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n By claudia s. copeland, phd

metazoan parasites 
of children 
in new orleans

Lice, mites, 
  and worms,
Oh My

With its subtropical, swampy climate, New Orleans  
is well-suited to breeding unwanted little creatures— 
termites eat our houses, dust mites make us sneeze,  
and cockroaches are simply unwelcome guests  
when they sneak into our homes. Even more  
disturbing than these home-invading pests,  
however, are pests that invade the bodies of our  
children. A number of creepy metazoan parasites 
commonly infest children in New Orleans, including 
insects, arachnids, and worms. In addition, serious 
complications can arise from worm parasites 
that rarely infect humans, but still manage to 
parasitize Louisiana children now and then. j
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The mosT commonly encounTered 
metazoan parasite in New Orleans chil-
dren, by far, is Pediculus humanus capitis, 
or head lice. Head lice are tiny insects that 
infest the head and neck, feeding on blood 
several times a day and attaching their eggs 
(nits) to the base of the hair shaft. Exclu-
sive ectoparasites of humans, they cannot 
survive more than two days away from the 
human scalp area. They also cannot jump 
or fly, so the only way they can be transmit-
ted is through crawling from head to head, 
or via items like combs or hats that can 
serve as vehicles of transportation from 
one head to another. In spite of these limi-
tations, head lice are extremely common 
among young children (almost every par-

ent contacted for this article had at some 
point dealt with lice), especially in our 
warm and humid environment. 
Adrienne Shulman, a former elemen-

tary school teacher and currently the 
director of a well-regarded New Orleans 
nursery school, has “taught in public 
and private New Orleans schools before 

becoming the director of this nursery 
school, and lice were a recurring problem 
in all of them. Wherever groups of kids get 
together, there will be regular outbreaks 
of lice. Parents are embarrassed, but it has 
nothing to do with cleanliness or neglect-
ful parenting of any sort.” 

Parents, however, are often taken aback 
and even shocked the first time they hear 
that their child is infested. Though lice 
infestation is unrelated to lifestyle factors 
such as cleanliness, there is a widespread 
misconception that hygiene or lifestyle is 
somehow responsible, and even knowl-
edgeable parents often feel embarrassed. 
One mother from the Uptown area, whose 
children attended a fastidiously hygienic 
private preschool, put it this way: “Even 
though I understand how kids get them 
and that being dirty is not the cause, it felt 
like a parenting failure. I quickly learned 

that misinformation is rampant. Other 
parents and the school told me I basically 
had to fumigate my entire house and bag 
up stuffed animals and all sorts of crazy 
things. I went to the CDC’s website and 
learned about their life cycle and what was 
actually necessary. I put that awful poi-
son in both of my children’s hair at first 
and was horrified when [her four-year-old 
child] ended up with open sores all over 
his head ... after that I just used tea tree oil 
shampoo and picked nits. It was quite the 
learning experience.” 

Fortunately, head lice can be effectively 
treated by combing the hair with a fine-
toothed nit comb. Pediculicides (sham-
poos that kill the adult lice) are considered 
safe for children older than 2 years of age, 
but as the mother quoted above stated, 
they can have side effects on some chil-
dren even if they are older. Another New 
Orleans mother, whose three children have 
all been infested with lice at some point, 
asserts that, “I believe the only way to clear 
them is to comb, comb, comb, using con-
ditioner on the hair to catch all the lice in 
the steel comb. Also, very careful search-
ing for lice yielded nothing in [the youngest 
son’s] head until I put in white conditioner 
and combed. They were all over his head, 
but quite invisible in his light brown hair.” 
Combs used to clear lice and nits should be 
cleaned in rubbing alcohol, Lysol®, or with 
soap and hot (130°F) water after use. In 
addition, even though head-to-head con-
tact is the main mode of transmission, head 
lice can survive briefly off the head. There-
fore, the Louisiana DHH recommends vac-
uuming of floors and furniture, and wash-
ing of clothing, bedding, and other personal 
items onto which lice may have crawled, 
in very hot water, or sealing them in plas-
tic bags for two weeks.  (This time period 
is officially recommended by a number 
of sources. Lice in general cannot survive 
longer than two days off of a human scalp; 

head 
Lice! 

eeeww!
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spread through prolonged skin-to-skin 
contact, but scabies transmission can 
also occur via prolonged contact with 
bed linen, clothing, and other fabrics 
from infested hosts. The mites are able 
to survive 2-3 days at room tempera-
ture when the relative humidity is 
more than 30%. The higher the rela-
tive humidity, the higher the survival 
rate, so Southern cities like New 
Orleans are at increased risk of sca-
bies transmission via routes other 
than skin-to-skin contact. Child 
care facilities are common sites of 
scabies infections, and the Louisi-
ana DHH recommends that chil-
dren be excluded from school or 
daycare until treatment has been 
completed.

Rivaling lice in prevalence 
(and parental horror) in New 
Orleans children are Entero-
bius vermicularis, a.k.a. pin-
worms. These thin, white 
roundworms (about the 

length of a staple) live in the 
colon and rectum of the child.  At night, the 
female worms emerge from the anus and 
lay eggs around the outside of the open-
ing. This causes intense itching. When the 
child scratches, the eggs get underneath 
his or her fingernails. From there, they can 
be transferred either directly to the child’s 
own mouth, establishing a new cycle of 
infection when they hatch in the stomach, 
or to toys and other items, where they can 
survive for as long as 2 to 3 weeks (ideal 
conditions for egg viability are low heat 
and high humidity) and be ingested by 
other children. To prevent infection, chil-
dren should be encouraged to wash their 
hands often. Nails should be kept trimmed, 
and items from an infected child should 
be washed. Treatment with anthelmin-
thics will kill the worms, but not the eggs, 
and so must be repeated after two weeks 
to kill any newly hatched worms. While 

however, since the heat and humidity in 
New Orleans can at times be high enough 
to mimic the conditions of the human scalp, 
there is concern that eggs could hatch away 
from a scalp during particularly hot and 
humid weather here. Sealing items tightly 
in plastic bags for two weeks ensures that 
no living lice will remain on the items, even 
under the unique New Orleans conditions 
that might theoretically make it possible for 
the eggs to hatch.)

Another common ectoparasitic infesta-
tion of children, scabies, is caused not by 
insects, but by an arachnid, the microscopic 
mite Sarcoptes scabiei. Scabies mites bur-
row into the upper layer of the skin where 
they live and lay eggs, causing an intensely 
itchy rash. Scabies is most commonly 

Your child has 

Enterobius 

vermicularis...

Oh no! 

But how could this  

happen doctor?
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garlic (specifically, a peeled clove of garlic 
inserted into the anus and left overnight, 
or a paste of garlic and petroleum jelly 
applied to the anus) is a traditional remedy, 
little research has been done to confirm or 
refute the validity of this treatment. Petro-
leum jelly serves to cut off oxygen, which is 
required for maturation of the eggs. Anti-
itch cream can also be useful to prevent 
spreading of the eggs or auto-infestation 
via scratching.

Fortunately, enterobiasis is a benign 
disease, with no major effects beyond itch-
ing. Indeed, the strongest symptom may 
be repugnance on the part of parents. As 
one New Orleans mother put it, “Pinworms 
were just gross...but I do like science so I 
found the life cycle interesting. Honestly, 
I’d rather have them any day over lice. They 
are much easier to get rid of.”

These three common parasites, all exclu-
sive parasites of humans, cause annoyance 
for many New Orleans parents, but they do 
not lead to any serious disease conditions.  
In contrast, parasites that normally infect 
animals, known as zoonoses, may infect 
humans only rarely, but can cause disease 
conditions that are quite serious when they 
do.  When dog or cat roundworm eggs (Tox-
ocara canis or Toxocara cati, respectively) 
infect humans, the larvae do not develop 

properly, and instead migrate to various 
tissues, where they can lead to severe local 
reactions. Such reactions in organs such 
as the liver, heart, or central nervous sys-
tem are known as visceral larva migrans. 
Though rates of visceral larva migrans are 
low in Louisiana, a study of soil samples 
by LSU researchers Smith et al. found high 
numbers of Toxocara canis eggs in Baton 
Rouge back yard soil samples, highlight-
ing the importance of teaching children 
hygienic practices, including the avoidance 
of putting their fingers in their mouths. 
Another condition, ocular toxocariasis, 
results when the larvae migrate to the eye, 
and can lead to blindness. A survey during 
2009-2010 found 68 patients newly diag-
nosed with ocular toxocariasis, the major-
ity of whom were children from the South. 
One child was from Louisiana. 

Toxocariasis occurs most commonly 
through ingestion of contaminated soil, 
unfortunately a common practice among 
children. This worm is found in all regions 
of the United States; however, development 
of Toxocara larvae does not occur below 
50ºF (10ºC), making soil in warmer cli-
mates such as that of Louisiana more hos-
pitable to infectious Toxocara. 

Like Toxocara, hookworm larvae live in 
soil, especially sandy soils such as beach 

sand. They enter the body by piercing the 
skin, often of a bare foot. Human-infecting 
hookworms  (Necator americanus in North 
America) travel through the bloodstream 
via a circuitous route, eventually hooking 
into the wall of the small intestine where 
they feed off of blood and produce eggs 
that are released in the feces.  While these 
hookworms were historically a very seri-
ous problem in Louisiana, improvements 
in hygiene have all but eliminated them as 
a local disease.  

Instead, the more common local hook-
worm disease is, like toxocariasis, a zoo-
nosis, caused mainly by the dog- and 
cat-infecting hookworm, Ancylostoma 
braziliense. When infected dogs or cats 
defecate on soil, such as beach sand, that 
humans walk on with bare feet, the lar-
vae penetrate the skin of the humans but 
cannot establish an intestinal infection.  
Instead, they migrate aimlessly within the 
epidermis, sometimes several centimeters 
each day. This condition is called cutane-
ous larva migrans, also known as “creeping 
eruption”, and is characterized by snake-
like, raised red tracks under the skin that 
mark the path of the migrating worms. 
The larvae eventually die in the skin, never 
reaching adulthood, but cause intense 
itching along their paths of migration. 

“even though i understand 
how kids get them and 
that being dirty is not the 
cause, it felt like a parenting 
failure. i quickly learned 
that misinformation is 
rampant...” –A New Orleans Mom

p a r a s i t e s
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Sandboxes contaminated with dog or cat 
feces have long been considered a risk 
factor for toxocariasis, but the increas-
ing problem of dog feces in public parks in 
New Orleans begs speculation about the 
risk to children by this route as well, espe-
cially since children here often play bare-
foot in parks frequented by dogs. 

Another roundworm parasite occasion-
ally seen here is Strongyloides stercora-
lis. As with hookworm, strongyloidiasis is 
acquired when larvae in contaminated soil 
come into contact with and penetrate the 
skin. Unlike hookworms, though, newly 
hatched Strongyloides larvae that emerge 
from the anus can also immediately pen-
etrate the skin to cause a re-infection of the 
same host, and this causes red, hive-like 
areas around the anus that can be painful. 
However, while very dangerous for chil-
dren with an impaired immune system, 
like many helminthiases, most infections 
with this well-adapted worm are mild or 
symptomless.  

Finally, flatworm parasites can also 
occasionally infect children in Louisi-
ana. This recreational infection, known as 
Swimmer’s Itch, is transmitted by mem-
bers of the schistosome family, which 
includes the genus Schistosoma, a very 
serious parasite of humans in develop-
ing countries that lack modern hygienic 
infrastructure. Schistosomatid parasites 
have a complex life cycle that involves a 
definitive host (generally a mammal or 
bird) and an intermediate snail host. 
The infectious stage consists of swim-
ming worms known as cercariae that 
are released from the snail host into 
a body of water. When the definitive 
host steps into the water, the cer-
cariae pierce the skin and enter the 
blood stream, where they become 
adult worms. Birds are the defini-
tive hosts of schistosomatid par-
asites of the genus Trichobilharzia. When 
the cercariae of these parasites penetrate 
the skin of humans, they, like zoonotic 

hookworms, cannot proceed past the skin 
to complete their life cycle. Instead, itchy 
red bumps form at their sites of entry, 
hence the name Swimmer’s Itch. The con-
dition is better known in colder, Northern 
lakes, since the snail hosts tend to die off 
if temperatures exceed 30 °C (86 °F), but 
cases have been reported occasionally in 
Southern Louisiana (in Cameron Parish, 
among others).   

Our son has strongy-loides stercoralis...

All in all, eradication programs and 
improvements in hygiene have all but 
eliminated metazoan parasites of humans 
that cause serious health problems, such 
as the hookworm Necator americanus. The 
remaining arthropod and helminth para-
sites that commonly infect New Orleans 
children are for the most part harmless, 
leading to plenty of annoyance and disgust, 
but, fortunately, not to serious illness. n



Access to primary care is a hot topic across the nation.  
An aging baby boom generation is anticipated to increase the burden 

on an already under-represented practice area. The physicians 

themselves are aging out with too few choosing primary care 

in medical school to replace them. Increasing costs, decreasing 

reimbursement, and uncertainty about healthcare reform have added 

to concerns that access to primary care, particularly for low-income 

populations, is endangered. Here in New Orleans, access to primary 

care faces all of those same challenges, yet it is also one of the most 

shining success stories in the years following Hurricane Katrina’s 

devastating impact on the city’s healthcare infrastructure. j 
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school-based clinics, residency training 
sites, and providers who serve the home-
less community and patients with HIV. The 
city boasts 28 Patient Centered Medical 
Homes.

How was this achieved? The initial 
response after Katrina involved a series of 
makeshift volunteer clinics that popped up 
around the region to provide care to those 
who remained in the city, returning evacu-
ees, and the responders that were helping 
to protect and rebuild the city. Since then, 
grants, Medicaid waivers, and other incen-
tives were awarded to the city to rebuild a 
primary care network for the underserved. 
Access to primary care for that population 
improved significantly under a local $100 

since Katrina, the primary care safety net 
in the Greater New Orleans area has grown 
rapidly and currently reaches nearly 80% 
of the low-income population. Accord-
ing to County Health Rankings, the city 
ranks in the top 10% nationally of primary 
care providers per capita. The care model 
includes innovations that improve access 
to primary care and mental health ser-
vices, increase affordability, and create 
health information technology capability. 
The previous dependence on emergency 
departments for primary care has been 
significantly reduced. Instead, Greater 
New Orleans now offers 102 service sites 
for uninsured, under-insured, and low-
income residents, including mobile units, 

Sustainabi lity
Success &
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million initiative, the Primary Care Access 
and Stabilization Grant (PCASG: 2007-
2010) established by the U.S. Department 
of Health and Human Services to support 
the grass roots community health clin-
ics. The funding enabled providers to offer 
treatment to patients who lacked insur-
ance or couldn’t pay. 

“Under PCASG, the health delivery 
system shifted from episodic hospital-
based care to a community-based sys-
tem of integrated primary care and men-
tal/behavioral healthcare services,” said 
Eboni Price-Haywood, MD, MPH, Associ-
ate Professor of Clinical Medicine and Co-
Executive Director and Chief Medical Offi-
cer of Tulane Community Health Centers. 
“A major accomplishment of this program 
was an increase in the number of nation-
ally recognized patient-centered medical 
homes.” Health and Human Services Sec-
retary Kathleen Sebelius described New 
Orleans’ network of community clinics as 
a national model, particularly for its suc-
cess in developing Patient Centered Medi-
cal Homes.

In 2010, the PCASG evolved into a Lou-
isiana Section 1115(a) Medicaid Demon-
stration and Research Waiver program 
known as the Greater New Orleans Com-
munity Health Connection (GNOCHC). 
“These programs have expanded cover-
age for the underinsured to include pri-
mary care, behavioral health, case and 
care management, disease management, 
better coordination of service, educa-
tion, and wellness all under one roof,” said 
Michael Griffin, President and CEO of 
the Daughters of Charity Services in New 
Orleans. “The expansion of two new fed-
erally qualified health centers (FQHCs), as 
well as two new look-alike health centers 
following Katrina can also be attributed 
to that improvement.” Griffin also gives 
credit to political leadership in the city, 
which he said has been a driving force in 
keeping primary care as one of the main 
focuses. “Bettering the health status of our 

community continues to be vitally impor-
tant,” stressed Griffin.

But how has New Orleans successfully 
tackled a problem that plagues other parts 
of the country? “We have successfully 
integrated concepts of public health into 
primary care,” explained Price-Haywood. 
“As a community we have redesigned the 
healthcare delivery system to promote: (1) 
community-based, patient-centered med-
ical homes; (2) integration of primary care 
with mental/behavioral health for a com-
prehensive approach to care; (3) high qual-
ity care through use of health informa-
tion technology to coordinate care within 
the medical home and across healthcare 
systems. Our focus has been on quality 
of care largely due to innovative finance 
models under the PCASG which encour-
aged providers to manage care for specific 
populations of patients.” 

 Griffin points out that through post-
Katrina reinvestment, New Orleans has 
focused on the development of the primary 
care infrastructure and that the current pri-
mary care providers continue to collaborate 
with all aspects of the healthcare industry. 
“Due to the past emergencies of the region 
the entire New Orleans area market con-
tinues to be a federally designated primary 
care health provider shortage area. This 
designation gives primary care providers 
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We have 
successfully 
integrated 
concepts 
of public 
health into 
primary 
care. –Dr. Eboni Price-Haywood
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federal loan repayment incentives to come 
practice in New Orleans.” HHS contributed 
$35 million to help fund the expansion and 
retention of the primary care and men-
tal health workforce in the Greater New 
Orleans area. Griffin also cites a major 
focus on strengthening a community-wide 
disease registry and the development of 
a Health Information Exchange with the 
hospitals. “Focusing on infrastructure 
development and coordination of care as 
a whole, anchored by medical homes and 
primary care, sets us apart from other cit-
ies,” said Griffin.  

Despite the success of primary care in 
the New Orleans area, challenges remain 
to make the network more sustainable and 
more resilient. The primary-care safety 
net is unstable and heavily reliant on pub-
lic funding – particularly for the care of 
the uninsured. Health rankings remain 
low, and there are still issues with con-
necting residents with the services avail-
able to them. For example, thousands of 
uninsured children in the New Orleans 
area qualify for Medicaid or LaCHIP, but 

are not enrolled. Similarly, although num-
bers are down from 34% in 2006, 27% of 
Orleans Parish residents polled by the 
Kaiser Family Foundation in 2010 still 
reported that their usual place of care was 
in the emergency room, or that they did 
not have a usual source of care.  For the 
uninsured, 51% report their usual source 
of care is the emergency room, despite 
other resources being available to them.

Last year, the City of New Orleans 
Health Department, with assistance 
from HHS and the Robert Graham Cen-
ter, undertook an effort to understand 
the current and projected capacity of the 
primary care safety net in New Orleans. 
Health Commissioner Dr. Karen DeSalvo 
and Dr. Anjum Khurshid from the Louisi-
ana Public Health Institute (LPHI) assem-
bled an advisory group of 15 community 
members, consisting of leaders from non-
profit organizations, hospital systems, pri-
vate insurance, and government entities, 
with the goal of developing a comprehen-
sive overview and set of policy recommen-
dations for healthcare access in the New 

Orleans area. The resulting greater New 
Orleans Primary Care Safety Net Plan, 
released by the City of New Orleans Health 
Department, identifies several opportuni-
ties to enhance the primary care safety 
net, to create one more resilient for disas-
ter, everyday life, and ready to compete in 
the 2014 marketplace. Key findings and 
areas of focus to strengthen the primary 
care safety net include the following: 

Primary Care Sustainability: The net-
work of primary care safety net clinics is 
not financially stable. Therefore, there is 
the need to build stronger business func-
tionality and expand capacity in order to 
meet the current and growing demand and 
to remain competitive in 2014. 

Specialty Care: Low-income patients 
have long wait times for access to specialty 
care services, or no access at all. There is a 
need to develop a more systematic way of 
using available specialty services efficiently. 

Health Information Technology (HIT): 
The primary care safety net has a high 
adoption of HIT but requires continued 
investments and upgrades in the HIT 
infrastructure to enable improved care 
coordination, to reduce system fragmen-
tation, and to improve the public’s health. 

Coverage and Finance: More than 
130,000 adults and children are uninsured 
in the New Orleans area and will need help 
with viable long term options for public 
and private financing of their healthcare. 

Behavioral Health: New Orleans needs 
additional capacity and resources for 
behavioral health services in the primary 
care, community, and inpatient settings. 

Focusing on 
infrastructure 
development and 
coordination of 
care as a whole, 
anchored by 
medical homes 
and primary 
care, sets us apart 
from other cities. –

Michael Griffin
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Workforce: New Orleans will need to 
train, recruit and retain the primary care 
workforce including physicians, health 
professionals, and other members of a 
healthcare team. A detailed study should 
be conducted to propose a long-term 
action plan for developing the healthcare 
workforce. 

Reducing the Burden of Chronic Dis-
ease: The City, State, and local providers 
should support evidence-based best prac-
tices, policies, and programs that enhance 
health and the impact of the healthcare 
system by addressing social and non-
medical determinants of health, rather 
than medical services alone. 

Primary Care and Public Health Inte-
gration: The City of New Orleans should 
collaborate with the healthcare system, 
including the local information exchange, 
to build the evidence base for developing 
and evaluating public health policy. 

Communication and Outreach: The pub-
lic is generally unaware of the available 
primary care safety net and the challenges 
faced by this safety net to provide essen-
tial healthcare services. The City of New 
Orleans and its partners should aggres-
sively work to increase the awareness of 
services and healthcare funding options 
for area residents. 

Emergency Preparedness: The primary 

care safety net should ensure that it is pre-
pared for all hazards through hardening of 
facilities and through building technology 
and other infrastructure that can assure 
continuity of care. 

Price-Haywood believes that Medicaid 
expansion is the first step for sustaining 
primary care in the Greater New Orleans 
area. “New Orleans suffers from a dispro-
portionate share of uninsured, low income 
working population who currently do not 
qualify for Medicaid in Louisiana. Subse-
quently, they have traditionally relied on 
high cost hospital-based care such as local 
emergency rooms. Access to primary care 
that focuses on preventing chronic medi-
cal conditions and proactively treating 
those with chronic conditions is the only 
reasonable and feasible way to shift funds 
towards creating a healthy population,” 
she explained. 

“Over the last seven years, a network 
of local federally qualified health cen-
ters and other neighborhood-based clin-
ics have had unprecedented success in 
developing sustainable models of care 
through the PCASG and more recently the 
Greater New Orleans Community Health 
Connection. GNOCHC funds primary care 
and mental health services for patients 
living below 200% of the federal poverty 
level. The majority of the patients we see 
are below 133% of the federal poverty level 
and most are employed in jobs that sup-
port the local tourist economy. It is our 
hope that these patients will eventually 
qualify for Medicaid under the provisions 
of the Affordable Care Act to continue 

Fig. 2 Usual source of care for Adults in Orleans Parish

Today, what kind of place, if any, do you usually go when you are sick or when you need 
advice about your health?

40%
Doctor’s

office
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ALL RESiDENtS tHOSE WHO SAy tHEy ARE uNiNSuRED

Dr. eboni Price-Haywood, associate 
Professor of clinical medicine 
and co-executive Director and 
chief medical officer of tulane 
community Health centers, and 
michael Griffin, President and 
ceo of the Daughters of charity 
Services in New orleans. 
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cost-effective primary care.”
Griffin agrees that a permanent pay-

ment source for these services needs to be 
implemented. “Expansion of state-wide 
Medicaid and healthcare exchange pro-
grams through the Affordable Care Act 
will assist with financial sustainability,” 
he said. “For example Daughters of Char-
ity Health Centers has 40% of its 25,000 
patients covered by the GNOCHC.  If the 
Medicaid expansion of the ACA is not 
enacted all of these patients will lose 
coverage.” Coverage is the main issue, 
says Griffin. Although grant and Medic-
aid waivers cover primary care, it is not 
a readily affordable mechanism to cover 
specialty care, he explained. “Expand-
ing traditional Medicaid through Bayou 
Health plans would make access to spe-
cialty care readily available; 100% cover-
age helps to foster increased access.”

Price-Haywood pointed out that 
without insurance coverage, patients 
are limited to seeking care through the 
state hospital system which has limited 
resources to meet the needs of such a 

“To circumvent the 
problems we face 
with non-procedural 
referrals, many clinics 
are now seeking access 
to remote care through 
telemedicine service 
similar to how providers 
who work in remote, 
rural areas of the state 
seek subspecialty care. 

large uninsured and underinsured pop-
ulation in New Orleans. “For example, 
the demand for screening colonoscopies 
for the prevention of colorectal cancer 
exceeds the local state hospital’s ability to 
perform such screening in a timely man-
ner in accordance with national standards 
of care,” she said. According to Price-Hay-
wood, some referrals to subspecialty care 
may only require medical visits with a 
doctor; however, the wait time for face-to-
face visits can be extremely long, depend-
ing on the volume of referrals to select 
subspecialties. “To circumvent the prob-
lems we face with non-procedural refer-
rals, many clinics are now seeking access 
to remote care through telemedicine ser-
vice similar to how providers who work in 
remote, rural areas of the state seek sub-
specialty care. Telemedicine is an excel-
lent alternative for medical visits, but it 
does not solve the need for access to pro-
cedures. Low cost insurance or Medicaid 
coverage would allow patients to access 
care in healthcare systems that can meet 
the demand for service.”

The primary care safety net in New 
Orleans will have many challenges to 
weather in the coming years. Additions to 
the local care delivery infrastructure, the 
state’s transition into managed Medicaid 
and behavioral health services, imple-
mentation of  health exchanges and other 
aspects of the PPACA, the drive toward 
more public-private partnerships, and 
many other factors will affect the city’s 
efforts in sustaining and improving on the 
success already realized.  n

FOR mORE DETaIlS on how the city plans to 
meet these challenges we encourage you to read 
the Greater New Orleans Primary Care Safety Net 
Access Plan for yourself. You can download the 
report at http://new.nola.gov/health-department/
health-care-access/policy-work/.

Telemedicine is an 
excellent alternative 
for medical visits, but 
it does not solve the 
need for access to 
procedures. Low cost 
insurance or Medicaid 
coverage would allow 
patients to access care 
in healthcare systems 
that can meet the 
demand for service.”
–Dr. Eboni Price-Haywood
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Briefs State & LocaL HeaLtHcare NewS

State

eQHealth Solutions Names New Leadership
eQHealth Solutions announced that Edie Castello has been appointed Chief Executive Officer of the 
company effective Jan. 1, 2013, Gary Curtis has been named President, and Patrick Ryan has been 
named Chief Operating Officer.

Castello has been with eQHealth Solutions since 1987, serving as Chief Operating Officer for the 
past five years where she headed all corporate operations, budgeting, and resource allocation. She 
also led the organization’s efforts to develop an array of healthcare services and health information 
technology products. 

Curtis co-founded eQHealth and has led its growth into a major healthcare management and qual-
ity improvement organization. He has spent his career in healthcare where he has held executive and 
senior management positions. He has also advised the Centers for Medicare and Medicaid Services 
(CMS) on national healthcare quality projects.

Ryan was previously the Director of Operations for eQHealth’s operations inFlorida. Prior to joining 
eQHealth, he served as a healthcare consultant, managed care executive, and has worked with sev-
eral quality improvement organizations. He will be directly responsible for executive management 
of the company’s corporate operations.

improvement for care transitions in communi-
ties and re-hospitalizations among Medicare 
beneficiaries.” The article discussed whether 
care transition interventions conducted 
between 2008 and 2011 impacted the rates at 
which Medicare beneficiaries were admitted to 
acute-care hospitals and returned to those hos-
pitals within 30 days of discharge. 

eQHealth Solutions participated in these 
interventions, which took place in 14 communi-
ties across the country, including Baton Rouge. 
The approach has since been expanded nation-
wide. In Louisiana, the key intervention focused 
on patient coaching. The researchers con-
cluded, “Among Medicare beneficiaries in inter-
vention communities, compared with those in 
uninvolved communities, all-cause 30-day re-
hospitalizations and all-cause hospitalization 
declined.”

LSUHSC’S Gee Appointed to 
Medicaid Drug Committee
Rebekah E. Gee, MD MPH FACOG, Assistant 
Professor of Public Health and Obstetrics and 
Gynecology at LSU Health Sciences Center New 
Orleans’ Schools of Public Health and Medicine, 
has been appointed by Governor Bobby Jindal 
to the Medicaid Pharmaceutical & Therapeutics 
Committee. The committee is composed of 21 
members who serve to develop and maintain a 
legal pharmacopoeia, a list of preferred drugs, 
for Louisiana. The pharmacopoeia is publically 
available and is formulated after evidence-
based analysis of each drug.

Dr. Gee, who also serves as Director of the 
Louisiana Birth Outcomes Initiative, completed 
a Robert Wood Johnson Clinical Scholars pro-
gram at the University of Pennsylvania and 
there received a Master of Science in Health Pol-
icy Research. She studied history and obtained 
an MPH at Columbia University in Health Policy 
and Management, obtained her medical degree 
at Cornell, and trained in Obstetrics and Gyne-
cology at Harvard at the Brigham and Women’s 
and Massachusetts General Hospitals. 

Greenstein Selected for  
Long-Term Care Commission
Louisiana Department of Health and Hospitals 
Secretary Bruce D. Greenstein has been selected 
to be a member of the recently created National 
Commission on Long-Term Care. Greenstein is 
the only representative thus far from Louisiana 
appointed to the bipartisan, 15-member com-
mission, which is tasked with studying how to 
effectively reform long-term care supports and 
services and submitting recommendations to 
Congress.

The Long-Term Care Commission will have six 
months once all appointments are made to exam-
ine how best to reform and restructure these 

services for the elderly and people who have dis-
abilities and their caregivers, then develop a com-
prehensive report on recommended changes. 
The commission will look at how long-term care is 
delivered, both in home/community and institu-
tional settings, who provides these services, and 
how they are funded, to better define the appro-
priate roles of Medicare, Medicaid, and private 
insurance in covering long-term care.

JAMA Features Louisiana 
Healthcare Success
The January 23, 2013 issue of the Journal of 
the American Medical Association (JAMA) fea-
tured the article, “Association between quality 

Shown left to right are:  
Edie Castello, Gary Curtis,  

and Patrick Ryan.
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DHH and LSU Announce  
New Partnership
The Louisiana Department of Health and Hospi-
tals Secretary Bruce D. Greenstein and LSU Sys-
tem Executive Vice President for Health Care and 
Medical Education Redesign Dr. Frank Opelka 
have announced a public-private partnership 
agreement for Walter O. Moss Regional Medical 
Center with Lake Charles Memorial Hospital and 
its partner, West Calcasieu Cameron Hospital.

This agreement is similar to the public-private 
partnerships previously announced for Interim 
LSU Hospital and its successor University Medi-
cal Center in New Orleans with Louisiana Chil-
dren’s Medical Center; Leonard J. Chabert Hos-
pital in Houma with Ochsner Health System and 
Terrebonne General Medical Center; and Univer-
sity Medical Center in Lafayette with its neighbor, 
Lafayette General Medical Center. The first such 
partnership for the LSU System was the agree-
ment between Earl K. Long in Baton Rouge with 
Our Lady of the Lake Regional Medical Center.

LocaL

New Orleans’ First Care 
Coordination and HIE 
System Unveiled
In February New Orleans publicly unveiled a new 
care coordination system for the region, enabled 
by the Greater New Orleans Health Information 
Exchange (GNOHIE), thus becoming the city’s 
first Health Information Exchange (HIE).

The GNOHIE is a community-shared Health 
Information Technology (HIT) infrastructure 
that will facilitate care coordination and chronic 
disease management by enhancing information 
and process linkages across the health system to 
improve the quality of care. The GNOHIE is linked 
to electronic medical records and health infor-
mation systems of community health clinics and 
hospitals to allow seamless exchange of health 
information in a HIPAA-compliant, encrypted 
and secure manner to benefit patient care while 
maintaining the privacy and confidentiality of 

personal health information. 
Currently, the Interim LSU Hospital, along 

with the following clinics, are partnered in the 
exchange:
	 •	 Common	Ground	Health	Clinic	
	 •	 Daughters	of	Charity	Services	of	New			

 Orleans 
	 •	 EXECLth,	Inc.	
	 •	 Healthcare	for	the	Homeless	(City	of	New		

 Orleans Health Department) 
	 •	 Jefferson	Community	Healthcare	Centers	
	 •	 Mary	Queen	of	Vietnam/New	Orleans	East,		

 Louisiana Community Health Center 
	 •	 NO/AIDS	Task	Force	
	 •	 Odyssey	House	Louisiana	
	 •	 Access	Health	Louisiana	
	 •	 St.	Thomas	Community	Health	Center	
	 •	 Tulane	Ruth	Fertel	Community	Health	Center

Leaders of the GNOHIE are in substantive talks 

with other major hospitals including West Jeffer-
son Medical Center, Tulane Medical Center, and 
Children’s Hospital about participation in the 
exchange, which will continue to expand the 
footprint of the HIE throughout the region.

For more information about the GNOHIE, 
please visit www.gnohie.org. 

Student Homeless Clinics Win 
Brees Foundation Funding
The LSUHSC Student-Run Homeless Clinics 
successfully competed for funding during the 
Super Service Challenge in the run up to Super 
Bowl	XLVII.	The	clinics,	where	LSUHSC	medical	
students under faculty supervision take care of 
patients at the New Orleans Mission and Ozanam 
Inn, were awarded $2,000 by the Brees Dream 
Foundation and Companies with a Mission, and 
then $2,000 more for being voted the People’s 

Shown left to right are: 
Kimberly Holmes, Volunteer 
and Community Outreach 
Manager; Martha Benson, 
Program Coordinator for the 
National Alliance on Mental 
Illness and Effie Schmersahl, 
Ochsner Auxiliary Vice 
President.

Ochsner–North Shore Auxiliary Partners with NAMI
Members of the Ochsner Medical Center – North Shore Auxiliary recently formed a partnership with the 
National Alliance on Mental Illness (NAMI). The group became interested in such a partnership after the 
Sandy Hook Elementary tragedy. 

NAMI is the nation’s largest grassroots mental health organization dedicated to building better 
lives for the millions of American affected by mental illness. NAMI advocates for access to services, 
treatment, support, and research and is steadfast in its commitment to raise awareness and build a 
community for hope for all of those in need. Through the partnership Ochsner will provide meeting 
space for NAMI events, such as CONNECTION Peer to Peer Support Group and educational seminars 
for healthcare workers.

///////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////

///////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////
///////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////////



50  MAR / APR 2013  I HealtHcare Journal of new orleans  

B r i e f s

Choice Award Winner.
The LSUHSC Student-Run Homeless Clinics 

offer basic medical care including a thorough 
history and physical examination, diabetes 
screening, hypertension screening, basic wound 
and skin care, cold relief, STD testing, HIV test-
ing, TB testing, flu vaccines, and referrals to 
health resources for continued care. 

Zapata Joins North Oaks 
Neurology Clinic
Neurologist Socrates Zapata Campusano, MD, 
has joined the practice of North Oaks Neurol-
ogy Clinic in Hammond. Dr. Zapata has practiced 
medicine in the New Orleans area for more than 
seven years. He also served as Clinical Instructor 
of Medicine at Louisiana State University in New 
Orleans for three years. He is board certified in 
Neurology by the American Board of Psychiatry 
and Neurology.

Along with fellow North Oaks Neurology Clinic 
Physician Patricio Espinosa, MD, MPH, Dr. Zapata 
specializes in the diagnosis and treatment of 
neurological conditions including seizures, head-
aches, movement disorders, dementia, and neu-
romuscular conditions. Dr. Zapata has a special 
interest in treatment of stroke and neuromuscu-
lar diseases. 

Roth Joins Avita Drugs Pharmacy 
Mark Roth has joined Avita Drugs Pharmacy as 
Account Manager for the company’s Louisiana 
and Texas markets. In this role, Roth will lead 
efforts to expand and improve stakeholder rela-
tionships in new and existing geographic mar-
kets. He will focus on HIV/AIDS, Hepatitis C, and 
other chronic diseases. 

Roth joins the Avita pharmacy team from 
Boehringer Ingelheim Pharmaceuticals. As a 
senior HIV consultant, he was directly respon-
sible for an increase in product market share, 
launching new drugs and formulations within a 
multi-state territory through the development 

and maintenance of key provider relationships, 
clinical data utilization, and successful speaker 
programs. Additionally, Roth has over 15 years 
of experience in chronic disease specialization, 
sales, and key account management capabili-
ties throughout the state of Louisiana, Missis-
sippi, and Texas. Roth received his Bachelor of 
Science	 in	Pharmacy	 from	Xavier	University	 in	
New Orleans.

LSUHSC Physician Assistant 
Program Begins
LSU Health Sciences Center New Orleans has 
launched the inaugural class of the Master of 
Physician Assistant Program at the School of 
Allied Health Professions. The intense, 29-month 
Master’s degree program will prepare students 
to practice as healthcare providers and assume 
leadership roles within the medical community. 
Admission to the program is highly competitive. 

The program seeks to educate a diverse stu-
dent body that will provide culturally sensitive, 
patient-centered healthcare, and to increase the 
number of primary care healthcare providers for 
the State of Louisiana. Students will have oppor-
tunities to learn in a variety of healthcare set-
tings including hospitals, out-patient clinics, and 
physician offices.

Researcher Finds Perceived 
Risk Linked to Cost
When it comes to calculating their odds of get-
ting the flu, consumers look to an unlikely gauge 
– the price of the flu shot – to measure their risk, 
according to a study co-authored by Tulane Uni-
versity researcher Janet Schwartz. The study 
found that consumers make judgments about 
their risk of catching an illness based on the cost 
of its medication. The higher the price, the less 
they think they’re at risk, said Schwartz, who is 
an assistant professor of marketing at the A.B. 
Freeman School of Business at Tulane.

Researchers conducted several surveys to 

gauge consumers’ reactions to different medi-
cations based on cost and perceived risk. For 
example, they presented different health mes-
sages about getting a flu shot, emphasizing indi-
vidual risk in one scenario and the larger public 
health risks in another. They told some that the 
vaccine cost $25 and others $125. Even though 
all were told the cost would be covered by insur-
ance, those in the high-price group felt that they 
were at a lower risk of getting the flu.

Researchers found that consumers instinc-
tively believed that important medication like flu 
vaccine should be affordably priced to be widely 
accessible. When priced high and perceivably 
out of reach for some, consumers inferred that 
the medicine must not be all that necessary and 
the risk of getting the illness must be lower. The 
results of the study, “Price Inferences for Sacred 
versus Secular Goods: Changing the Price of Med-
icine Influences Perceived Health Risk,” which is 
co-authored by Adriana Samper of the W.P. Carey 
School of Business at Arizona State University, 
will be published in the April issue of the Journal 
of Consumer Research. 

LSUHSC Clinical Research 
Fully Accredited
The Council on Accreditation of the Association 
for the Accreditation of Human Research Protec-
tion Programs (AAHRPP) has awarded full accred-
itation to the LSU Health Sciences Center New 
Orleans Human Research Protection Program.

To earn accreditation, organizations must pro-
vide tangible evidence – through policies, proce-
dures, and practices – of their commitment to 
scientifically and ethically sound research and 
to continuous improvement. 

In conjunction with numerous private and 
public partners, 300 LSUHSC faculty are currently 
conducting more than 900 human research stud-
ies on a broad range of health issues from drug 
and device studies to behavioral and educational 
studies. 

LeBlanc Given Hero 
Award by CME Group
Kim Edward LeBlanc, MD, PhD, Professor and 
Head of Family Medicine, Director of Rural Edu-
cation, and Professor of Orthopaedics at LSU 
Health Sciences Center New Orleans School 
of Medicine, is one of ten recipients of the 2012 
Robert Raszkowski, MD, PhD, ACCME Hero 
Award. Presented by the Accreditation Council 
for Continuing Medical Education (ACCME), the 

Left Neurologist Socrates Zapata 
Campusano, MD, has joined the practice of 
North Oaks Neurology Clinic in Hammond. 

Right Mark Roth has joined Avita Drugs 
Pharmacy as Account Manager for the 
company’s Louisiana and Texas markets.
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award honors “extraordinary commitment and 
generosity of time and expertise enabling the 
ACCME to fulfill its mission of setting standards 
for quality continuing medical education (CME) 
and assuring that accredited CME providers meet 
those standards.”

Dr. LeBlanc, the only recipient from Louisiana, 
has worked with the Accreditation Council of 
Continuing Medical Education since 2001, serv-
ing on the Board of Directors since 2010.

Peoples Health and LSUHSC 
Announce Alliance
Peoples Health and LSU Health Sciences Cen-
ter have joined forces to launch the Center for 
Healthcare Advancement, a new alliance focused 
on improving the care delivered to Peoples 
Health Medicare Advantage plan members. The 
Center combines Peoples Health’s resources and 
community outreach with the latest research 
available from the healthcare leaders at LSU 
Health Sciences Center. 

The new features provided by the alliance 
will facilitate seamless transitions and consis-
tent healthcare management for Peoples Health 
plan members. A unique feature of the alliance 
will help inform and educate plan members on 
ways to take a more active role in managing their 
own healthcare needs. 

Through the Center for Healthcare Advance-
ment, network physicians will connect with 
Peoples Health’s case managers, chronic care 
improvement nurses, social workers, medical 
directors, nurse practitioners, dietitians, fitness 
instructors, and health and wellness educators. 
Physicians will have access to advanced research 
which will aid in the development of best practices 
for the treatment of certain conditions plaguing 
thousands of seniors in southeast Louisiana. 

For more information about The Center for 
Healthcare Advancement, please visit: www.cen-
terforhealthcareadvancement.com.

Tennis Tourney to Benefit 
Aneurysm Awareness
Aces Against Aneurysms, an initiative started by 
aneurysm survivor Rebecca Winchell, has sched-
uled its fourth annual tennis tournament for April 
15, 2013 at Pelican Athletic Club in Mandeville. 
Proceeds from the tournament will fund aneu-
rysm medical research. Proceeds from the ten-
nis tournament are earmarked for the National 
Brain Aneurysm Foundation and aneurysm 
research. Last year’s tournament raised $10,000 

for the National Brain Aneurysm Foundation’s 
research fund.

To register for the tournament, contact Bar-
bara Fisher at bfisher@thepac.com before April 
8. The cost of entering the tournament is $50. For 
more on Aces Against Aneurysm visit brainsup-
portnola.com.

LSU Opens Clinic for Seniors
The LSU Health Sciences Center New Orleans 
School of Nursing, in partnership with the LSU 
Healthcare Network and Volunteers of America 
Greater New Orleans, has opened the LSU Health 
School of Nursing-Healthcare Network Clinic at 
The Terraces on Tulane. The clinic is a nurse-
managed clinic and is staffed by LSU Health Sci-
ences Center nurse practitioners. 

The clinic, which is not open to the public, is on 
the first floor of the Terraces and has two exam 
rooms. Services at the clinic include Chronic Ill-
ness Management, Blood Pressure Monitor-
ing, Blood Glucose Testing, Well Visits, Health 
Screenings, Nutritional and Health Education, 
Fall Prevention, and Monthly Health Talks with 
an emphasis on the unique needs of the elders. 
Besides keeping New Orleans seniors healthier, 
this clinic will also contribute to LSUHSC’s mis-
sion to educate Louisiana’s health care profes-
sionals by providing clinical opportunities for 
LSUHSC nursing and other health professions 
students.

Kaye Tapped by FDA  
for Advisory Board
Dr. Alan David Kaye, MD, PhD, was recently one 
of a small group of nationally recognized experts 
appointed to the Federal Drug Administration 
Advisory Board on Anesthetics and Analgesics. 
He serves as Professor and Chairman of the LSU 
School of Medicine Department of Anesthesiol-
ogy and Professor within the LSU School of Medi-
cine Pharmacology Department in New Orleans. 
He also holds Clinical Professor positions in 
Anesthesiology and Pharmacology at Tulane 
School of Medicine.

Crescent City Beacon 
Community Receives Healthcare 
Informatics Innovator Award
The Crescent City Beacon Community (CCBC) 
and its numerous partners, convened by the Lou-
isiana Public Health Institute (LPHI), was recently 
awarded the 2013 Innovator Award from Health-
care Informatics for its efforts to transform the 

healthcare delivery system in the Greater New 
Orleans area.

The CCBC program and the Greater New 
Orleans Health Information Exchange (GNOHIE) 
are part of a larger healthcare improvement rev-
olution that demonstrates how health informa-
tion technology investments and meaningful 
use of electronic medical records advance the 
vision of patient-centered care, while achieving 
the triple aim of better health, better care, and 
lower costs.

In April 2010, the U.S. Department of Health 
and Human Services’ Office of the National 
Coordinator for Health Information Technology 
chose the Greater New Orleans area as one of 
only 17 federally funded Beacon communities. 
Since then, CCBC has advanced several innova-
tive projects, including creating a new patient-
centered care coordination system for the New 
Orleans area, enabled by the GNOHIE, the city’s 
first Health Information Exchange.

“What makes this collaboration worthy of 
Innovator Awards recognition is the combination 
of vision and scope on the one hand, and the suc-
cessful leveraging of HIT to achieve those vision-
ary goals, on the other,” said Mark Hagland, Edi-
tor-in-Chief of Healthcare Informatics.

CCBC was recognized at the Healthcare Inno-
vator Awards reception at Palace Cafe in New 
Orleans, during the annual HIMSS Conference.

For more information about CCBC and its 
respective projects, please visit www.crescentc-
itybeacon.org.

Ochsner ACO Selected
The Ochsner Accountable Care Network has 
been selected as one of 106 new Accountable 
Care Organizations (ACOs) in Medicare. Doctors 
and healthcare providers can establish ACOs in 
order to work together to provide higher-qual-
ity care to their patients. Since passage of the 
Affordable Care Act, more than 250 ACOs have 
been established. ACOs share with Medicare any 
savings generated from lowering the growth in 
healthcare costs, while meeting standards for 
quality of care.

The new ACOs include a diverse cross-sec-
tion of physician practices across the country. 
Roughly half of all ACOs are physician-led orga-
nizations that serve fewer than 10,000 beneficia-
ries. Approximately 20 percent of ACOs include 
community health centers, rural health cen-
ters, and critical access hospitals that serve low-
income and rural communities.
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LSMS Honors Local Physicians
The Louisiana State Medical Society (LSMS) honored several physicians at its annual House of Del-
egates meeting. Among them were local physicians Samuel A. “Andy” Leonard, MD of Slidell, Carlos 
Rodriguez-Fierro, MD, of Metairie, and Mrya A. Kleinpeter, MD, of New Orleans.

Leonard was elected into the LSMS Hall of Fame, established to recognize members, both living 
and deceased, who have contributed long-term meritorious service and valuable leadership to the 
LSMS.

Leonard graduated from Tulane University School of Medicine, New Orleans, in 1960. He then went 
on to complete his internship, residency in internal medicine, and residency in urology at Touro Infir-
mary from 1960-1965 in New Orleans. He was in private practice from 1965-1993. He has been a mem-
ber of the LSMS since 1973 and served as president from 1992-1993. 

Drs. Rodriguez-Fierro and Mrya A. Kleinpeter were presented with the LSMS Physician Award for 
Community Service. The award was established to provide recognition to a member who is actively 
involved in community and civic activities above and beyond their responsibilities in the practice of 
medicine.

Rodriguez-Fierro participates on the Board of Hearts of the Americas, an organization that pro-
motes cardiovascular medicine in underserved areas of Latin America. In 2005 on a visit to Nicaragua, 
he traveled with a group that performed that country’s first bypass surgery. Afterwards, he founded 
the organization, Doctors to the Rescue. Doctors to the Rescue organized a trip to Honduras to pro-
vide medical care following Hurricane Mitch. The organization continued annual visits to Honduras 
for the following five years and eventually expanded into other areas of Latin America. The organiza-
tion also provides care for the homeless and uninsured in the New Orleans area.

Kleinpeter serves as the director of the Peri-
toneal Dialysis Program for Tulane/Dialysis Clin-
ics, Inc., and is director of the Tulane Nephrology 
Clinic at the Medical Center of Louisiana. She also 
serves on the Board of Trustees of the American 
Kidney Fund, serving as chair of medical affairs 
of the American Kidney Fund. She serves as 
current president of the board for the National 
Kidney Foundation of Louisiana; is a past presi-
dent of the Orleans Parish Medical Society and 
currently serves as a commissioner for Hospital 
District A in Orleans Parish. Kleinpeter conducts 
research on chronic disease management, out-
come, assessment, modifying patient education 
programs to improve health outcomes, and pro-
viding healthcare to underserved populations.

LSUHSC Research Finds Protein 
to Prevent Degeneration
Research led by Minghao Jin, PhD, Assistant 
Professor of Ophthalmology and Neuroscience 
at the LSU Health Sciences Center New Orleans 
Neuroscience Center of Excellence, has found a 
protein that protects retinal photoreceptor cells 
from degeneration caused by light damage. This 
protein may provide a new therapeutic target 
for both an inherited retinal degenerative dis-
ease and age-related macular degeneration. The 
paper is published in the February 13, 2013 issue 
of the Journal of Neuroscience.

RPE65 is a key enzyme involved in the visual 

cycle. RPE65 mutations have been linked to 
early onset vision loss, retinal degeneration, and 
blinding eye diseases. Despite such importance, 
the mechanisms that regulate the function of 
RPE65 are unknown. To identify and character-
ize previously unknown inhibitors of RPE65, the 
scientists tested five candidate proteins. Using 
gene screening, the LSUHSC research team dis-
covered that one of them – fatty acid transport 
protein 4 (FATP4) – is a negative regulator; it 
inhibits RPE65. 

“These findings suggest that FATP4 may 
be a therapeutic target for the inherited reti-
nal degenerative disease caused by RPE65 

mutations and age-related macular degenera-
tion,” concludes Dr. Jin.

The LSUHSC research team also included Drs. 
Songhua Li, Yongdong Zhou, William C. Gordon, 
and James M. Hill. Researchers from Cellerant 
Therapeutics and Washington University School 
of Medicine also participated. n

Above Samuel A. “Andy” Leonard, MD, of Slidell, was 
recently elected to the LSMS Hall of Fame at the annual 
LSMS House of Delegates meeting. 

Below Carlos Rodriguez-Fierro, MD, Metairie, and Mrya 
A. Kleinpeter, MD, New Orleans, were both presented 
with the LSMS Physician Award for Community Service.
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Providers Gain EHR 
Help from Peers

In Louisiana, that transition is gaining 
momentum through the efforts of the 
Louisiana Health Information Technology 
(LHIT) Resource Center. Established as 
part of the American Recovery and Rein-
vestment Act (ARRA) of 2009 and funded 
through ONC, the Resource Center serves 
as Louisiana’s Regional Extension Center 
(REC). It provides on-the-ground assis-
tance, guidance, and information to health 
care providers and critical access/rural 
hospitals in the adoption, implementation, 
and meaningful use (MU) of EHRs.

By mid-January 2013, almost 1,300 pri-
mary care providers were receiving help 
from the Resource Center. Of that number, 
830 are live, and 374 have achieved MU. The 
center is also helping more than 200 other 
providers, with 190 of them now live with 
EHRs and almost 50 having achieved MU. 
In total, the Resource Center is assisting 
providers in 55 of Louisiana’s 64 parishes 
in meeting MU requirements.

In 2011, the Office of the National Coordinator for Health 
Information Technology (ONC) set dual goals for the U.S.: 
to help more than 100,000 American health care providers 
meaningfully use electronic health records (EHRs) by 2014, 
and to provide all Americans with access to their personal 
EHRs by 2014. Those goals made clear that the question is 
not whether providers will transition to EHRs, but rather 
when they’ll make the transition.

Before attesting to MU, however, provid-
ers must first make the transition to EHRs 
– a process that may be confusing without 
the assistance of the LHIT Resource Cen-
ter team, says Elsie Colin, MD, with Bayou 
Physical Medicine in Baton Rouge. Colin 
explains that although the transition to 
EHRs ultimately “worked out well” for her 
office, her staff initially found it difficult to 
navigate their EHR software.

“It was very frustrating in the beginning,” 
she says. 

Through the LHIT Resource Center, 
Colin established contact with another 
Louisiana provider who was successfully 
using the same software and began work-
ing with Frances Johnson, office manager 
for Robert T. Kenny, MD, in LaPlace.

Colin says, “When we saw Frances using 
it so easily, we learned the problems we’d 
been having that we thought were very big, 
were actually very small. It was good to have 
the help of someone familiar with the soft-
ware, and the LHIT Resource Center made 
that possible.”

Johnson says she understood the diffi-
culties Colin was experiencing. 

“We started the transition to EHRs right 
after Katrina, and it was horrible,” John-
son recalls. “We’d lost almost everything. 
Dr. Kenny was able to restore some of our 
paper records, but one-fifth of them were 
too damaged. We really struggled with the 
software, but because of our experience in 
Katrina, we knew it was something that had 
to be done. Having gone through that strug-
gle, I was able to help Dr. Colin’s office in 
understanding and running the software.”

Johnson says her office sought the help 
of the Resource Center in attesting to MU of 
EHRs, and adds, “They were very helpful to 
us in accomplishing that.”

Colin, whose office attested to MU in 
2012, agrees. “It was so valuable to have the 
Resource Center because they are inter-
ested in us using EHRs and always believed 
we could do it.”

Nadine Robin, LHIT Resource Center 
Program Manager, says, “The Resource 
Center is playing an instrumental role in 
the implementation of an electronically-
enabled health care system for Louisiana 
by supporting providers as they make the 
transition from paper-based systems. We 
are committed to helping clinicians provide 
safer, better care for their patients through 
the meaningful use of EHRs.”

The primary components of MU are: use 
of a certified EHR in a meaningful manner; 
use of certified EHR technology for elec-
tronic exchange of health information to 
improve quality of care; and use of certified 
EHR technology to report quality measures. 
There are five priorities of MU: improving 
safety, quality, and efficiency while reduc-
ing health disparities; engaging patients and 
families in their care; improving care coor-
dination; improving population and public 
health; and ensuring privacy and security of 
personal health information.

quality
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Now that her office is live with EHRs, 
Colin is seeing the benefits of having the 
system in place. “It’s so easy to review the 
patient’s previous visits and to e-prescribe 
to the pharmacies. There’s less paperwork 
because everything is right there in front of 
you. Once you get into it, you start to see the 
benefits.”

The key to a successful transition to 
EHRs and attestation to MU, according to 
Colin and Johnson, is the expertise of the 
LHIT Resource Center.

“Doctors need to be connected with oth-
ers who are using the same software. You’re 
going by your imagination until you see 
someone else doing it, and the Resource 
Center coordinated that for us,” Colin says. 
“They’re right there with you on any prob-
lems you have and when you’re looking for 
answers.”

“It’s important to get someone in the 
office who can get the program running, 
someone who knows what to do and how to 
manage EHRs,” adds Johnson.

Brandi Jobes, Vice-President of Clinic 
Operations at St. Elizabeth Physicians in 
Gonzales, says her office, too, found the 
help it needed through the LHIT Resource 
Center. St. Elizabeth Physicians partnered 
in 2012 with Our Lady of the Lake Physi-
cian Group and The Baton Rouge Clinic in 
creating the Capital Area Shared Services 
Organization, or CASSO, which enables the 
participating entities to share records with 
each other. St. Elizabeth Physicians was the 
first of the three to go live in June 2012, and 
is now in the process of attesting to MU, 

says Jobes.
“The Resource Center has been invalu-

able to us in making the transition to EHRs 
and meeting the requirements of MU,” says 
Jobes. “We wouldn’t have been able to do it 
without them. From reviewing our work-
flow, support during go live, and prepar-
ing for MU, LHIT Resource Center always 
led us in the right direction and walked 
through the process with us step by step. It 
has been fantastic and comforting to have 
those resources.”

According to Jobes, St. Elizabeth Physi-
cians now enjoys a “streamlining of pro-
cesses,” thanks to EHRs.

“Our workflows have changed,” she 
explains. “From a quality perspective, the 
improved continuum of care allows our 
providers to deliver better care in real time.”

Jobes encourages providers who have 
not yet made the transition to EHRs to first 
seek out available resources. “It is important 
to know your resources and to find those 
who can help you. We cannot be experts in 
every field, which is why we wanted to part-
ner with the LHIT Resource Center. They’ve 
been a huge benefit to us. We would be in a 
very different place had they not been here 
to support us.”

Craig T. Doyle, Director/Chief Informa-
tion Officer at St. Tammany Parish Hospital 
in Covington, says that process begins with 
acknowledging the importance of quality. 
“We recognize that it’s a journey, and at its 
heart, this journey is about quality. How are 
we making our patients safer and improv-
ing their outcomes? How are we using tech-
nology and innovation to accomplish this?”

For St. Tammany Parish Hospital, that 
journey began more than 10 years ago, and 
today, the hospital remains committed to 
leading the Northshore in EHR utiliza-
tion and using that technology to enhance 
patient care, says Doyle.

“At our hospital and in our outpatient 
and primary care areas, from clinical noti-
fication of patient care to electronically 

placing records, every electronic inno-
vation improves quality, speeds service 
or simplifies processes,” he says. “This is 
about improving patient care, and we’re 
seeing at every step that EHR innovation 
improves quality.”

Doyle encourages other providers to 
remember that quality of patient care is a 
key component and a key benefit in achiev-
ing MU of EHRs. “It’s easy to get focused on 
launching innovations into your work pro-
cesses and training people on applications, 
but the core reason you do this, the core rea-
son any of us in health care innovate, is to 
improve quality and safety for our patients.”

He adds that the LHIT Resource Center 
has been an integral component in achiev-
ing that improved quality of patient care 
through EHR utilization. “We have relied 
heavily on the professional expertise of 
the LHIT Resource Center in attesting to 
meaningful use stage one for both our pri-
mary care network and our hospital. The 
Resource Center has been a true ally for us 
in our process. They educate and challenge 
us to consider the ‘what-if’ scenarios, and 
they have a wealth of resources to help plan 
the journey and stay focused on the real rea-
son for doing it.”

Robin says, “The LHIT Resource Center 
serves as an advocate for the providers who 
are adopting EHRs, and our experience in 
navigating EHR adoption and attestation 
for more than 1,500 providers in Louisi-
ana is an invaluable advantage for those 
providers.”

Improving health care in Louisiana – 
and the United States – is a major initiative 
today. The LHIT Resource Center is commit-
ted to working with Louisiana’s providers to 
achieve a health care system that provides 
more accurate, accessible patient informa-
tion, improves the quality of care and lowers 
health costs for the state’s residents. n  

Cindy Munn is Executive Director, Louisiana Health Care 
Quality Forum

From left, Nadine Robin and Brandi Jobes.

by Cindy Munn



56  MAR / APR 2013  I HealtHcare Journal of new orleans  

The (Fiscal) Elephant 
in the Room
Anyone paying even minimal attention to the never-end-
ing news coverage of the “fiscal cliff” over the past few 
months would have noticed that the prime culprit in our 
nation’s deficit woes is (you guessed it): HEALTHCARE! 
More precisely: Government-run healthcare. According 
to some, government itself can do nothing right and only 
knows how to waste taxpayer money. At least that’s the 
message from the right side of the political spectrum. 

in the economy as a whole. 
Healthcare is one of the most vibrant 

sectors of the U.S. economy. An increasing 
population provides growing numbers of 
people who are elderly, obese, diabetic or 
have numerous other diseases and condi-
tions, thereby assuring a lucrative custom-
er base for the healthcare industry. While 
most medical providers entered the field to 
make a contribution toward helping those 
who need care, we can’t escape the fact that 
the profit motive is alive and well and not 
always beneficial.

And that brings us to “the elephant in 
the room,” meaning that we (or more accu-
rately, our policymakers) are aware of the 
healthcare budget problem but pretend it 
doesn’t exist or refuse to do anything about 
it. What most of us don’t realize is that the 
elephant is growing and could conceivably 
overshadow the entire U.S. economy. 

The Atlantic recently published an article 
explaining a Congressional Budget Office 
report from June 2012 that projects feder-
al spending and deficits out to 2087. These 
projections are measured as a percentage 
of economic activity or Gross Domestic 
Product (GDP) defined as the market value 
of all goods and services produced within 
a country including government spending. 
CBO projects the deficit will shrink to 5 per-
cent of GDP (from 10 percent in 2009), but 
then will begin a relentless climb upward. 

What is startling is total federal spend-
ing (including deficit spending plus health-
care, social security, defense, etc.) will 
climb from about 23 percent of GDP cur-
rently to around 77 percent by 2087, more 
than three-quarters of domestic economic 
activity. 

Furthermore, all other government 
spending (Social Security, Defense, educa-
tion, etc.) will account for only 11 percent 
of GDP in 2087. Subtract that from total 
spending and that still leaves just health-
care (Medicare, Medicaid, etc.) and deficit 
spending combined at about 66 percent of 

I’m not sympathetic to that viewpoint, but 
it’s just about the only perspective on gov-
ernment that is heard these days. Those 
who dare to speak their minds in favor 
of more government intervention in our 

healthcare system are likely to be 
flogged in public, verbally or 

otherwise.
How does healthcare 

spending figure into 
the fiscal woes of the 
United States, the 
wealthiest nation in 
the history of the 
world? The “health-
care problem” did 
not arrive overnight. 
It has been building 

up over the past three 
or four decades with 

medical inflation rates 
typically two or three times 
as high as general inflation 

policy



  HealtHcare Journal of new orleans I MAR / APR 2013  57

GDP in 2087. 
Should we be worried about this? First of all, projections that 

look 75 years into the future are mostly an academic exercise. It 
seems very unlikely that our leaders in Washington would allow 
deficits and healthcare to get out of control as the CBO predicts. 
Maybe that’s being too kind to our leaders. 

Focusing on healthcare alone, we can say that we have recog-
nized and dealt with a number of problems. The Affordable Care 
Act (Obamacare) was a big (but imperfect) step in the right di-
rection. Coverage will be expanded, insurance reforms are being 
made and many other systemic flaws are being addressed. How-
ever, it may well be that ACA’s biggest shortcoming could be insuf-
ficient attention to cost containment. 

While certain items such as expanded coverage and more em-
phasis on primary care are welcome and will provide long-term 
cost savings, there is still widespread debate about fundamental 
issues that are not broached in the reform act. One of those issues 
is a so-called free-market for healthcare. While this has received 
attention in academic circles and the blogosphere, for most people 
knowledgeable about healthcare this is the proverbial “elephant in 
the room,” not to be discussed in polite company. Dr. Uwe Rein-
hardt, Professor of Political Economy at Princeton University and 
a leading authority on healthcare economics, outlines the terms of 
this debate as follows:

The view from the left. In the ideal world envisaged by the policy-
making elite left of center of the ideological spectrum, the individu-
al’s healthcare experience is independent of that individual’s socio-
economic class, and the individual’s financial contribution to pay for 
healthcare is based on that individual’s ability to pay and completely 

divorced from that individual’s health status. Access to needed and lo-
cally available healthcare is viewed as an individual’s inherent right. 
This dream makes the financing of healthcare in the country a collec-
tive responsibility in which relatively healthier and/or wealthier people 
subsidize the healthcare used by relatively sicker and/or poorer mem-
bers of society. Rationing healthcare by income class has no place in 
this picture. Heavy government involvement to enforce the implied re-
distribution of income does.

The view from the right. By contrast, the policy-making elite right of 
center of the ideological spectrum dreams of a world in which the indi-
vidual’s use of healthcare is, in the first place, his or her own financial 
responsibility, although some collectively financed subsidies should be 
granted low-income families to help them afford at least a bare-bones, 
minimal package of healthcare services. In this view, it is not only ac-
ceptable but entirely proper that sicker individuals should be charged 
higher health insurance premiums than are charged healthier individ-
uals. Furthermore, rationing a good part of healthcare by income class 
– especially primary and secondary care — is countenanced with equa-
nimity, because healthcare is viewed as basically not different from 
other basic commodities, such as food, housing and clothing, whose 
quantity and quality also is rationed by income class. Access to needed 
healthcare is decidedly not viewed as an individual’s right. It is, at most, 
a privilege bestowed on the less fortunate by the more fortunate. Gov-
ernment’s role in healthcare in this vision is to be kept to a minimum.

The U.S. healthcare system with its split between private and 
public insurance will have to decide which path to take in the fu-
ture. Cost containment will be a major goal and, for a change, we 
should look to other countries that have successfully held costs 
well below the U.S. while covering 100 percent of their popula-
tions and provided outcomes as good or better than our own. The 
trouble is that their health systems are government-run, which is 
how they keep costs low. Ezra Klein, a Washington Post staff writer, 
expressed it succinctly on the newspaper’s health blog:

Obamacare will mostly fix the universal coverage problem, but it 
won’t fix the cost problem. The reason other countries spend less is that 
their governments set the prices, and they set them low. The reason we 
spend so much more is largely because our prices are higher, and by 
leaving private insurers and medical providers in charge of deciding 
prices, we’re not doing anything about that in Obamacare.

Sooner or later, we’ll get it right. Let’s hope we don’t have to wait 
too long. n

by David W. Hood

David W. Hood is former Secretary (1998-2004) Louisiana Department of Health and Hospitals
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dBe Heard

answer I I believe that the Louisiana 
healthcare system should marshal its resources 

to counter the increasing impact mental 
disorders will have in the future by establishing 

programs to a) reduce stigma towards the 
mentally ill by increasing education, b) 

foster centers of excellence in treatment/
care and research into mental disorders and, 

c) provide opportunities for caregivers and 
healthcare professionals to better interface, 

in the hopes of creating treatment that is a by-
product of shared knowledge/experiences.

Vijeth Iyengar 
Graduate Student, Duke University

we would love to hear your 
thoughts and opinions about 
issues facing the healthcare 
industry today.

Question I If you could change 
one thing about healthcare, what 
would it be?

answer I The myth that healthcare is a 
privilege. Accessible, quality care is a function 
of a healthy, civilized society. Unfortunately, 

insurance and drug companies have so 
ruined our system that we’ve been reduced 
to our premiums rather than our symptoms. 

The system has indoctrinated society to 
believe that without a member number, we’re 

dispensable. The reality is the woman with 
breast cancer or the man with shingles still 
needs treatment, whether or not insurance 

and drug companies acknowledge it.

Brooke Arceneaux Iglesias 
Editor, The Southern Jesuit

answer I I think pharmaceuticals and 
other items should be marketed to doctors 

only. I don’t think patients should see a 
commercial and in turn request that Rx. 

In dentistry everything is marketed to 
the consumer now. I have no clue about 

new mouth rinses, toothbrushes, etc. 

Tina Tanner 
Registered Dental Hygienist

Question I Considering we live in one of the 
world’s wealthiest nations, why do you suppose 
we are so unhealthy?

To respond, email to: editor@ushealthcarejournals.com and put “Be Heard N.O.” 
in your subject line. To be published, include your name, job title, and a head 
shot of yourself; we want to see your smiling face! Please keep your responses to 
no more than 75 words. We will publish up to 3 responses per issue.
dQuestion 
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of Ochsner’s Accountable Care Network and 
serves as Chairman of the Board of Ochsner Phy-
sician Partners, a clinically integrated network of 
more than 1,000 physicians serving Southeast-
ern Louisiana. 

A board certified nephrologist, Dr. Bisordi is 
a graduate of Manhattan College and George-
town University School of Medicine. He trained 
in Internal Medicine at Geisinger Medical Center 
and in Nephrology as a National Kidney Founda-
tion Fellow at the Albert Einstein College of Med-
icine. Becker’s Hospital Review recently named 
Dr. Bisordi one of the “100 Hospital and Health 
System CMOs to Know.”  

LSU HCSD Physicians 
Named Best Doctors 
Several physicians affiliated with hospitals of the 
LSU Health Care Services Division appear on the 
Best Doctors in America® List for 2013. Only five 
percent of doctors in America earn this presti-
gious honor, decided by impartial peer review. 
These LSU doctors are at the Earl K. Long Medi-
cal Center in Baton Rouge, Interim LSU Public 
Hospital in New Orleans, Leonard J. Chabert 
Medical Center in Houma, University Medical 
Center in Lafayette, and W. O. Moss Regional 
Medical Center in Lake Charles.

The following Interim LSU Public Hospital 
physicians made the list:
	 •	 Juzar	Ali,	Pulmonary	Medicine
	 •	 C.	Barrett	Alldredge,	Otolaryngology
	 •	 Hans	Christoph	Andersson,	Medical	 

  Genetics  and Pediatric Specialist
	 •	 Ramesh	S.	Ayyala,	Ophthalmology

Hospitals Launch Smoking 
Cessation Initiative 
The Louisiana Hospital Association (LHA) has 
launched the second phase of its Smart Choices, 
Better Health Hospital Campaign, a hospital 
workplace wellness initiative. While hospitals 
continue to work on implementing phase one of 
the campaign, which focuses on healthy eating, 
exercise, and weight loss, they will begin strate-
gically planning for phase two, which focuses on 
smoking cessation. 

Hospital CEOs throughout the state 
appointed Campaign Champions who attended 
an orientation in Baton Rouge to receive the 
training and resources needed to help employ-
ees and the public quit smoking and to help 
their hospitals become tobacco-free campuses, 
if they are not already. The Louisiana Depart-
ment of Health and Hospitals’ Tobacco Con-
trol Program and the Louisiana Campaign for 
Tobacco-Free Living (TFL) provided resources 
for hospitals to use in the planning and imple-
mentation of their programs. 

To learn more about the campaign, visit www.
SmartChoicesBetterHealth.org. 

Ochsner Named Consumer 
Choice Award Winner 
The National Research Corporation (NRC) 
announced that New Orleans residents have 
named Ochsner Medical Center the Consumer 
Choice Award winner for the 17th consecutive 
year – a feat accomplished by only 41 other 
hospitals in the country. The Consumer Choice 
Award identifies hospitals that healthcare con-
sumers have chosen as having the highest qual-
ity and image in over 300 markets throughout 
the United States.  

Winners are determined by consumer per-
ceptions on multiple quality and image ratings 
collected in the company’s Market Insights/
Ticker survey. This study surveys over 250,000 
households representing over 450,000 consum-
ers in the contiguous 48 states and the District 
of Columbia. From the households surveyed, 

3200 hospitals named by consumers are ana-
lyzed	 and	 ranked	 based	 on	 their	 Core	 Based	
Statistical Areas (CBSAs) as defined by the U.S. 
Census Bureau, with the winning facilities being 
ranked the highest. 

Heart Clinic of Louisiana 
Joins West Jefferson
The Heart Clinic of Louisiana has joined West Jef-
ferson Medical Center’s physician services. Board 
Certified Cardiologists Brian Cospolich, MD; 
Edmund K. Kerut, MD; Stephen LaGuardia, MD; 
Robert D. Matheney, MD; Louis Glade, MD; Freder-
ick G. Kushner, MD, Leslie Levenson, MD, and Mau-
reen W. Stein, MD were part of an independent 
physician’s group (Heart Clinic of Louisiana) on the 
medical staff and campus of West Jefferson Medi-
cal Center (WJMC) for many years. The group is 
now part of the WJMC family of physician services.

Existing patients will continue to receive care 
from the practice which will now be called West 
Jefferson Heart Clinic of Louisiana. The offices 
will remain at 1111 Medical Center Blvd. Suite 
N-613, Marrero and 120 Meadowcrest St., Suite 
410, Gretna.

Ochsner CMO Named 
to AMGA Board 
Dr. Joseph E. Bisordi, MD, FACP, Executive Vice 
President and Chief Medical Officer, Ochsner 
Health System, has been named to the Ameri-
can Medical Group Association’s (AMGA) Board 
of Directors. The AMGA represents some of the 
nation’s largest, most prestigious medical prac-
tices, independent practice associations, account-
able	care	organizations,	and	integrated	healthcare	
delivery systems. More than 130,000 physicians 
practice	in	AMGA	member	organizations,	provid-
ing healthcare services for 120 million patients.

As Ochsner’s Chief Medical Officer, Dr. Bisordi 
is responsible for overseeing all aspects of physi-
cian performance and clinical operations within 
Ochsner’s eight hospitals, 38 health centers, and 
860-physician multispecialty group practice. 
Additionally, Dr. Bisordi is the Executive Director 

Dr. Joseph E. Bisordi, 
MD, FACP, Executive 
Vice President and 
Chief Medical Officer, 
Ochsner Health System, 
has been named to the 
American Medical Group 
Association’s (AMGA) 
Board of Directors. 

Rounds Regional Hospital news
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	 •	 Vecihi	Batuman,	Nephrology
	 •	 Marcelo	Blaya,	Medical	Oncology	and	 

  Hematology
	 •	 Patricia	S.	Braly,	Obstetrics	and	 

  Gynecology
	 •	 Robert	Stephen	Bulat,	Gastroenterology
	 •	 Rebecca	Adair	Clark,	Infectious	Disease
	 •	 Randall	Douglas	Craver,	Pathology	and	 

  Pediatric Specialist
	 •	 	Philip	J.	Daroca,	Jr.,	Pathology
	 •	 	Patrice	Delafontaine,	Cardiovascular	 

  Disease
	 •	 Chi	P.	Dola,	Obstetrics	and	Gynecology
	 •	 Hosea	Joseph	Doucet	III,	Pediatrics
	 •	 	Jane	M.	S.	El-Dahr,	Allergy	and	 

  Immunology and Pediatric Specialist
	 •	 	Luis	R.	Espinoza,	Allergy	and	Immunology	 

  and Rheumatology
	 •	 	Paul	L.	Friedlander,	Otolaryngology
	 •	 	David	Lucas	Glancy,	Cardiovascular	 

  Disease
	 •	 	Melvin	Herman	Gold,	Jr.,	Gastroenterology
	 •	 	Robert	Allen	Gordon,	Pediatric	Specialist
	 •	 	W.	Scott	Griffies,	Psychiatry
	 •	 	Michael	Edward	Hagensee,	Infectious		

  Disease
	 •	 	Stanley	Martin	Hall,	Pediatric	Specialist
	 •	 	Mara	A.	Haseltine,	Dermatology
	 •	 	Roland	Benton	Hawkins,	Radiation	 

  Oncology
	 •	 	Robert	Lee	Hopkins,	Pediatric	Specialist
	 •	 	John	Patrick	Hunt	III,	Surgery
	 •	 	Stephen	Phillips	Kantrow,	Pulmonary	 

  Medicine and Critical Care Medicine
	 •	 	Alan	David	Kaye,	Anesthesiology
	 •	 	Katherine	M.	Knight,	Pediatrics
	 •	 	Rebecca	Kruse-Jarres,	Medical	Oncology	 

  and Hematology
	 •	 	Kim	Edward	LeBlanc,	Family	Medicine
	 •	 	Brian	David	Lee,	Dermatology
	 •	 	Donna	M.	Mancuso,	Psychiatry
	 •	 	David	H.	Martin,	Infectious	Disease
	 •	 	Carol	M.	Mason,	Pulmonary	Medicine	and		

  Critical Care Medicine
	 •	 	Elizabeth	Innes	McBurney,	Dermatology

	 •	 	James	Jude	McKinnie,	Cardiovascular	 
  Disease

	 •	 	Geraldine	E.	Menard,	Internal	Medicine
	 •	 	Joseph	Matthew	Miller,	Jr.	Obstetrics	and	 

  Gynecology
	 •	 	Timothy	Blake	Molony,	Otolaryngology
	 •	 	Theodorus	Johannes	Mulder,	Pediatric	 

  Specialist
	 •	 	David	Michael	Mushatt,	Infectious	Disease
	 •	 	Lee	T.	Nesbitt,	Jr.,	Dermatology
	 •	 	William	Proctor	Newman	III,	Pathology
	 •	 	Piotr	Wladyslaw	Olejniczak,	Neurology	and		

  Sleep Medicine
	 •	 	Guy	R.	Orangio,	Colon	and	Rectal	Surgery	
	 •	 	Howard	Joseph	Osofsky,	Psychiatry
	 •	 	Gholam	Ali	Peyman,	Ophthalmology
	 •	 	Anna	Maria	Pou,	Otolaryngology
	 •	 	Gabriella	Pridjian,	Obstetrics	and	 

  Gynecology
	 •	 	Robert	Winn	Romero,	Dermatology
	 •	 	Leonardo	Seoane,	Critical	Care	and	 

  Pulmonary Medicine
	 •	 	Ricardo	U.	Sorensen,	Allergy	and	
   Immunology and Pediatric Specialist
	 •	 	Aluizio	Roberto	Stopa,	Pediatric	Specialist
	 •	 	Austin	John	Sumner,	Neurology
	 •	 	Mack	Anthony	Thomas,	Critical	Care	 

  Medicine and Anesthesiology
	 •	 	L.	Lee	Tynes,	Jr.,	Psychiatry
	 •	 	Russell	Barrett	Van	Dyke,	Pediatric		 	

  Specialist
	 •	 	Rohan	R.	Walvekar,	Otolaryngology
	 •	 	Stephen	M.	Weimer,	Pediatrics
	 •	 	Roy	Samuel	Weiner,	Medical	Oncology	and	 

  Hematology

	 •	 	David	Allen	Welsh,	Pulmonary	Medicine
	 •	 	Daniel	Keith	Winstead,	Psychiatry
	 •	 	Jack	Christian	Winters,	Urology
	 •	 	Ellen	(Elly)	Zakris,	Radiation	Oncology	and	 

  Pediatric Specialist
	 •	 	Charles	Henry	Zeanah,	Pediatric	Specialist
	 •		 Joan	Wojak,	Radiology.

Ochsner Baptist Names New CEO
Ochsner Health System announced that Dawn 
Anuszkiewicz	has	accepted	the	position	of	Chief	
Executive Officer of Ochsner Baptist Medical 
Center	 effective	 March	 4,	 2013.	 Anuszkiewicz	
joins Ochsner from St. Louis University Hospital, 
a 356-bed academic medical center, where she 
served as Chief Operating Officer for the past 
two years. She also held the positions of Senior 
Administrator, Administrator of Academic Ser-
vices and Director of Graduate Medical Education 
at the hospital. Prior to that, she was the Director 
of Medical Education at the Baltimore location of 
MedStar Health, Inc., a not-for-profit integrated 
healthcare delivery system with six hospitals in 
the DC/Baltimore area.  

Anuszkiewicz	received	her	Masters	of	Health	
Service Administration at the George Washing-
ton University School of Business Management 
and her Bachelor of Arts – Psychology at Rutgers 
University. 

Hymel Named RPH Assistant 
Administrator
River Parishes Hospital recently named Kristi 
Hymel, MSHA, RHIA, as its Assistant Administra-
tor. She previously served as Director of HIM and 

Left  Dawn Anuszkiewicz, Chief Executive Officer of 
Ochsner Baptist Medical Center. 

Right  Kristi Hymel, MSHA, RHIA, was recently named 
Assistant Administrator for River Parishes Hospital.

Regional Hospital news
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Administrative Assistant of Ancillary Services.
Hymel has been employed at River Parishes 

Hospital for 17 years. She received a Bachelor of 
Science Degree in Medical Record Administration 
from the University of Louisiana at Lafayette and 
a Master of Science Degree in Healthcare Admin-
istration from the University of Illinois. She has 
over 20 years of healthcare experience of which 
19 years are in a management capacity. She is 
a member of the American Chapter, Louisiana 
Chapter, and Greater New Orleans Chapter of the 
Health Information Management Association. 

Ochsner St. Anne Offering 
New MRI Technology
Ochsner St. Anne General Hospital’s new Wide 
Bore MRI with Caring Suite, reportedly the first 
of its kind in the region, offers a more comfort-
able, less clinical environment for patients need-
ing an MRI. The Caring Suite allows the patient 
to choose one of 16 different themes to set the 

room’s lighting, sound/music, and visual images. 
All together this gives the illusion that the patient 
is not in an MRI unit but somewhere relaxing and 
inviting.  

In addition to the Caring Suite technology, the 
new system boasts a range of other features to 
make the patient experience better:
	 •	 More	spacious	testing	area
	 •	 Quiet	technology	to	reduce	noise
	 •	 Precise	imaging	capability,	resulting	in	defini- 

 tive diagnoses and reduced exam times.

STPH Achieves NICHE Designation 
St. Tammany Parish Hospital has earned the 
NICHE (Nurses Improving Care for Health System 
Elders) designation from The Hartford Institute 
for Geriatric Nursing at New York University Col-
lege of Nursing. According to Louise Dill, depart-
ment head for the STPH inpatient rehabilitation 
unit,	 the	designation	 recognizes	STPH’s	ongo-
ing commitment to providing quality geriatric 

nursing care. STPH will have access to the most 
current evidence-based treatment protocols, 
network opportunities with other NICHE facili-
ties, and live webinars on various subjects that 
affect the aging population and their caregivers.

Out of two NICHE models available, STPH 
opted to implement the Geriatric Resource 
Nurse Model. In addition to improving clinical 
outcomes, this model includes training for exist-
ing staff, creating experts in geriatric care. Five 
STPH nurses have participated and completed 
the NICHE Leadership Training Program (LTP) 
which was a requirement prior to the hospital 
being designated as a NICHE facility. The STPH 
nurses who participated  in the program include 
Irvin Kuhn, RN; Karen Seal, RN; Louise Dill, MSN, 
CRRN; Shayna Hogan, BSN, RN, and Susan Pow-
ell, BSN, CRRN.

STPH Announces New 
Physician Associations 
St. Tammany Parish Hospital has announced the 
addition of the following physicians to its medi-
cal staff: 
	 •	 Michael	Cohen,	MD,	Plastic	&	 

 Reconstructive Surgery, Covington
	 •	 Michelle	Fish,	DO,	Family	Practice,	
  Mandeville Physicians Network
	 •	 Jill	Gibson,	MD,	OB/GYN,	Covington
	 •	 Victor	McCoy,	MD,	Radiology,	Covington
	 •	 Bekir	Melek,	MD,	Cardiology,	Covington
	 •	 Rebecca	Roques-Davis,	MD,	Hematology/
  Oncology, Hammond
	 •	 Peter	Van,	MD,	Nephrology,	Covington.

Ochsner Liver Transplant 
Program Named #1
CareChex, a division of The Delta Group special-
izing	in	rating	the	quality	of	hospital	and	physi-
cian care, has named the Ochsner Multi-Organ 
Transplant Institute number one in the country 
for liver transplants in its 2013 Hospital ratings. 
This	prestigious	distinction	recognizes	Ochsner	
as the top hospital in the nation out of over 100 
hospitals rated for liver transplants. 

The	CareChex	Medical	Quality	Rating	System	
incorporates multiple peer-reviewed methodol-
ogies which specifically address key components 
of the quality of inpatient care. The methods for 
the clinical category of Liver Transplant encom-
pass the following quality measures:

•	 Patient	Safety	Indicators
•	 Mortality	Rates
•	 Complication	Rates

Peanut Butter Drive Sets New Record
This year’s annual Krewe of Lul and Krewe of Des Allemands Parades saw St. Charles Parish Hospital 
celebrate the 20th Anniversary of its annual Peanut Butter Collection Drive. The Hospital’s 20th year 
of collecting peanut butter saw a record amount of donated peanut butter along with an impressive 
total in cash donations. 

Thanks to the overwhelming generosity of the community, the hospital was able to collect 581 jars 
of peanut butter along with $623.61 in cash. All donations collected through St. Charles Parish Hos-
pital’s Annual Peanut Butter Drive are donated to the St. Charles Social Concerns. St. Charles Social 
Concerns provides approximately 50 food baskets monthly to St. Charles Parish residents, and pea-
nut butter is a staple item in these baskets as it is high in protein and has a long shelf life.
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Ochsner’s comprehensive team consists of 
transplant surgeons, physicians and support 
specialists who have performed more than 4,500 
liver, pancreas, kidney, heart, and lung trans-
plants. In 2012, more than 2,900 patients were 
referred to Ochsner as potential transplant can-
didates and 356 of those transplant procedures 
were performed. 

Dodd Joins North Oaks as 
Patient Access Director
Deborah Dodd, RN, CHAM, has joined North Oaks 
Health System as Patient Access Director. In her 
new role, Dodd will lead the patient registra-
tion, scheduling, and insurance verification staff. 
She will help make it easier and more efficient 
for patients to register for healthcare services 
at North Oaks and ensure an excellent patient 
experience.

Dodd earned her bachelor’s degree in Nursing 
from Southeastern Louisiana University and is a 
Certified Healthcare Access Manager through the 
National Association of Healthcare Access Man-
agement. She has 36 years of experience in the 
healthcare industry, including clinical experience 
in the Emergency Room, Pediatrics, Neonatal 
Intensive Care, Post Acute Care, and Medical/Surgi-
cal settings. Prior to joining North Oaks, she served 
as Director of Nursing, Case Management Direc-
tor, and for the past 8 years, as Director of Patient 
Access with Baton Rouge General Medical Center.

Interventional Pain Specialist 
Joins Ochsner Baptist 
Ochsner Baptist Medical Center has welcomed 
a new interventional pain medicine specialist, 
Reda Tolba, MD, to its growing staff. Dr. Tolba 
completed his residency in anesthesiology fol-
lowed by a fellowship in Pain Medicine at Cleve-
land Clinic Foundation in Cleveland, Ohio.

Dr.Tolba	specializes	 in	a	variety	of	non	inva-
sive and minimally invasive treatment modali-
ties. He has a special interest in treating a vari-
ety of pain conditions including chronic neck and 

back pain, failed back syndrome, joint and spine 
pain, abdominal pain, peripheral neuropathy, 
and complex regional pain syndrome.

Ochsner-North Shore Auxiliary 
Offers Scholarships 
Two Lillian Lambour and Analea Miller Memorial 
Scholarships will be awarded to East St. Tam-
many Parish High School Seniors who are pursu-
ing degrees in the healthcare field. The annual 
scholarship program is a long-time project of 
North Shore’s Auxiliary and is funded by the Sun-
shine Gift Shop as well as other Auxiliary proj-
ects throughout the year. This year two $1000.00 
scholarships will be awarded.

Applications are available in the Sunshine 
Gift Shop located in the Main Lobby of Ochsner 
Medical Center – North Shore in Slidell or from 
any of the high schools in Slidell and Pearl River. 
All applications must be postmarked by April 5, 
2013. No hand delivered applications will be con-
sidered. Applicants will be judged by financial 
need and community stewardship.

Tulane Installs Low Dose, 
High Definition Scanner 
Tulane Medical Center announced the installa-
tion of a low dose, high definition CT scanner at 
Tulane-Lakeside Hospital. Tulane-Lakeside said 
its GE Healthcare’s Discovery CT750 HD with Veo* 
technology is the first high definition CT scanner 
of its kind in the state of Louisiana and the Gulf 
South. It provides low dose radiation technology 
with improved image clarity keeping in line with 
Tulane’s broad spectrum of state-of-the-art diag-
nostic tools. 

The new low dose, high definition CT scanner 
helps	physicians	more	clearly	visualize	anatomy	
in order to deliver informed, accurate and con-
fident diagnoses. The new Veo technology also 
reduces exposure to radiation by up to 50% 
beyond the limits of conventional CT scanners 
while providing unprecedented image quality. 
* Veo is a trademark of General Electric Company 

Fields to Lead North Oaks Hospice 
Dexter T. Fields has joined North Oaks Health 
System as Hospice Director. North Oaks Hospice 
ranks in the top one percent of providers in the 
nation for patient and family experience and 
expand the program to better serve community 
needs. 

Fields brings more than 12 years of experi-
ence to North Oaks. Most recently, he served 
as Executive Director of St. Margaret’s Home 
Health and Hospice Agencies in Gretna. Prior to 
that, he served as Assistant Director of Nursing 
at Woldenberg Village, an assisted living nurs-
ing facility in New Orleans. Other positions with 
hospice	organizations	in	Louisiana	have	included	
Community Liaison and Staff Nurse.

Fields is a registered nurse in Louisiana and 
Alabama, and a Certified Hospice and Palliative 
Nurse. Professionally, he belongs to the Hospice 
and Palliative Nurses Association, Louisiana and 
Mississippi Hospice and Palliative Care Organi-
zation	and	Home	Care	Association	of	Louisiana.	

Ochsner– Covington Oncology 
Nurses Achieve 100% Certification
The complete nursing staff at Ochsner Health 
Center – Covington’s Infusion Center recently 
achieved Oncology Nurse Society Certification. 
To achieve this feat the entire staff underwent 
rigorous testing on the best practices and treat-
ment methods for providing cancer care. Before 
the team, which has more than 120 years of com-
bined experience, could even take the test they 
had to also have significant experience in infu-
sion services.  

The Oncology Nursing Certification Corpo-
ration administers and evaluates the Oncology 
Nurse	 Society	 Certification.	 The	 organization	
began the certification program in 1984 with the 
goal of promoting excellence in patient care by 
validating	 specialized	 knowledge	 in	 oncology	
nursing.  n 

Left Deborah Dodd, RN, CHAM, has joined North 
Oaks Health System as Patient Access Director.

Center Reda Tolba, MD, Interventional Pain 
Specialist Joins Ochsner Baptist Center.

Right Dexter T. Fields has joined North Oaks Health 
System as Hospice Director.
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Ruth Abdul JAmAAl ChAng fished the skeleton key out of his pocket  
and wrestled with the lock on his office door until the bolt fell back. He pushed 

the steel door and it squeaked away on rusting hinges to total darkness. He 

whispered his little diatribe of a prayer next, “Jesus Christmas, please protect 

this Your servant on the day You have made, a man,” as he ran his hand along 

the wall on the inside of the jamb for the light switch. Most of the street lights 

had been working on the way over, but you never could tell really, everything 

was so old now, and the materials for repairs…well. His finger found the 

switch and he involuntarily winced as he flipped it down. Several times he’d 

gotten nasty stingers, but thankfully, not today. The fluorescents inside began 

their slow attempt at life, rippling back and forth through patterns of blue, 

white, and green.

new laws a year for the past three decades? Because 
with laws came fines and everyone needed more 
money. 

Ruth sat down at his desk and reached over to 
pull the blinds up. Still pretty dark outside, but it 
wouldn’t be long until the first patients began strag-
gling up. Businesses opened at sun-up; everyone 
had possession of a small laminated card which 
showed just what sun-up looked like, but just for 
safety’s sake, most except the most desperate wait-
ed a bit longer. Because of the fines. Ruth figured on 
enough time to sort through the papers on his desk 
and to wish for the lost days of coffee.

His ruminations were cut short when he heard 
the door open and Glen Paddy Shavers shuffled in 
from the night. Glen was a short, puffy woman with 
the personality of a rattlesnake and the regularity 
of an Income Share Sheet, but at least she showed 
up regular and talked little. Ruth had found a book 
written by some lost soul years ago that had really 
been a large list of names. Many were lost and silly 
now, but one thing that had stuck with him was the 
fact that names used to be based on sex. Incredible 

Book

He made his way inside, rubbing his hands 
together from the cold and once again 
thought about his warm bed back at 
his place. Small and crappy, sure, but at 

Corner

least he had heat. Here, though, was another story. 
Marilyn Twocheck, his boss, had recently come to 
the conclusion (supposedly) that the medicines se-
cured here were losing their potency because of the 
temperature, and with that sudden inspiration, off 
had gone the gas. Ruth half-suspected the only in-
spiration the man had received was a call from Up-
stairs that the heating bills were too high, and ulti-
mately, unnecessary. The rest was, as they used to 
say, academic.

Ruth Chang was a pharmacist for one of the 
numerous clinics that dotted Baton Red. 

Hospitals had mostly gone the way of 
the dinosaur; many had been requisi-
tioned as Public Facilities Operations, 

another moniker for holding tanks for the 
steady-rising glut of lawbreakers crowd-

ing the prisons these days. But what else 
could you expect with an average of 900 

Richard Futch, louisiana’s 
most interesting horror 
writer, presents a futuristic 
view of healthcare and 
society in his first series of  

“the PhARmACist”

Want to read more from 
Richard Futch? 
Visit www.richardfutch.com
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to think that people used to discriminate even down to something as 
personal as a ‘name.’ It boggled the mind. 

He looked over through the gloom (the lights hadn’t fully warmed up 
yet) and said, “Morning,” the standard greeting for this time of day since 
it was nobody’s right, really, to wish any good or bad on another if you 
didn’t truly know what that person wanted in the first place. Always bet-
ter safe than sorry.

“Yes,” she grumbled. “It is,” and shuffled back through the rows of 
medicines to her little perch back there where she did whatever it was 
she did. It was a major infraction to know someone else’s job descrip-
tion; that was very clearly outlined in the Universal Union Bibletorah-
koran (simply called the Union B because hardly anyone knew what the 
other letters meant anyway) that was now in its thirty-seventh printing, 
so it was always best to mind your own business. Just like praying to 
whoever this Jesus Christmas was could get you sacked. But, as was al-
ways the case with human nature, rules were made to be broken, even 
if you just quietly whispered the infractions within the depths of your 
mind. The chip in his arm couldn’t read that, or at least that’s what the 
Union said, and people had long since come to the realization that if 
They said it, it had to be true.

Ruth pulled his lapchip out and plugged it into the desk screen. Im-
mediately he had power, and not the grainy pattern that rolled through 
the Vid screens, but clear SensorFeed reception. Supposed to be able to 
pick up a mole on someone’s face from 10 miles out or something like 
that, but even Ruth had to admit it was a false analogy because every-
one also knew that anyone on TV or SensorFeed didn’t have such things 
to worry about anyway. After scrolling through See News and Celebrity 
Scoop for several minutes and not seeing anything besides the standard 
smoke and mayhem that was its usual fare, he put the lid away and went 
to work. 

His problems were growing, about that there was no doubt. His drugs 
were losing their efficiency and people were beginning to complain. Why 
there’d been several stories lately on SensorFeed and, usually, that was 
all it took for people to prick up their ears and take notice. On a nation-
wide field. Ruth put a knuckle to his mouth and worried with the prob-
lem. He, unlike most, still considered himself a researcher. He could still 
read and did, even now with the illiteracy rate in the country approach-
ing seventy-five percent. And the information was still out there, that 
wasn’t the problem. The problem was that not many could read it, and 
even if they could read, had little understanding. So, a problem indeed. 
But people didn’t like problems; they liked solutions. Problems without 
solutions could very easily put a person behind bars.

He stood up from his desk and walked over to the chiller. From the 
back he heard something go over and smash to the floor but pretended 
not to have heard as Glen bellowed and fumed from back there. “Not my 
business,” Ruth muttered, opening the small, dirty door. Dog, he was 
thirsty. He reached inside and pulled out of the cool, musty gloom an 
ounce of That’s Good. He “popped the pleasure top” (as the jingle went) 
and sprayed the drink into his mouth. As usual, there was an initial brisk 

“pop” and then a slight coolness on his tongue, followed by a thin wisp of 

something that could have tasted like the strawberries pictured on the 
label. Blue ones. “Ahh,” he said, closing his eyes and holding his head 
back. “That’s good.” Everyone knew the less of something you had, the 
better it must be. It said as much right there in the commercials. He 
tossed the empty into the bright orange recycle bin, among the fifteen 
others of differing colors (there was a chart on the wall that explained 
each one), and bent the blinds to peer outside. Almost time.

And now, regardless of the drink, he still felt…something. The news 
from Upstairs had not been inlifting, or what the 
hell was it…? Inspiring? Word had it that 
some big hair had recently flown in 
from Nancy Pro-Vince. The one 
in China, whatever that was. 
Some top-notch guy for 
an inspection. Ask some 
questions. Pilfer around 
in other people’s ar-
eas. That was not good. 
Ruth would have to call 
Upstairs soon and use 
the Button. The one 
with the little needles 
that made your finger 
bleed and made you not 
worry so much. But, of course, 
there would be paperwork and 
you could only use it if a Business 
Administrator conducted the whole oper-
ation. Because that was the way things were done here 
in the good old Usa.

He coughed into his hand and brought himself back On-Task. Of 
course, none of these ruminations did anything in the way of solving his 
problem. Mr. Twocheck had ordered the heat cut off to Ruth’s office (and 
that was way before there’d been any talk of this inspection character) 
as a way of prolonging the usefulness of the drugs stored there, but in 
the back of Ruth’s mind there was doubt that this edict would do any-
thing whatsoever. He was doing the best he could. He was an expert; 
his nametag said as much. He had just visited the Botanical Gardens 
scarcely a month ago. He’d been to the Zoo and planned on going back 
within the next two weeks. He shook his head and whispered another 
silent prayer to Jesus Christmas again. He was doing the best he could.

He rubbed his hands together, tightened up a notch on his Confidence 
Belt, and pulled his smock from the coat rack where it hung. There were 
a pile of prescriptions to fill and the mob would be at his door soon. His 
eyes scanned the racks of shelves before him: Hemlock, mushrooms, el-
ephant tusk powder, eye of newt, monkey hair, silver shavings, sulphur 
matches, tiger’s blood, Voodoo lily, hammerhead shark fin, Magnolia 
honey, toadstools, and all the other jewels of modern medicine were 
aligned in front of him ready to ease the evils of the world.

All he had to do was figure out how to make them work. n

Corner



Hospitals 

East Jefferson General  
Hospital • 3
4200 Houma Blvd.
Metairie, LA 70006
504.454.4000
www.ejgh.org 

Fairway Medical • 47
67252 Industry Ln.
Covington, LA 70433
985.809.9888
www.fairwaymedical.com

St. Tammany Parish Hospital • 7
1202 S. Tyler St.
Covington, LA 70433
985.898.4000
www.stph.org 

Touro Infirmary • 37
1401 Foucher St.
New Orleans, LA 70115
504.897.8651
www.touro.com

Tulane-Lakeside Hospital • 11
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 • 11
1415 Tulane Ave.
New Orleans, LA 70112
504.988.5263-Operator
504.988.5800-Appts.
www.tulanehealthcare.com

insurance - HealtH

Blue Cross & Blue Shield  
of Louisiana • 5
5525 Reitz Ave.
Baton Rouge, LA 70809
225.295.3307
www.bcbsla.com

Louisiana Health Plan • 43
P.O. Drawer 83880
Baton Rouge, LA 70884
225.926.6245
www.lahealthplan.org

insurance -  
professional 

The Physicians Trust • 19 
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 • 51 
6767 Perkins Rd.
Ste. 100  
Baton Rouge, LA 70808
800.375.9508
www.lsms.org

attorneys 

Breazeale, Sachse  
& Wilson, LLP • 8
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

consulting

6 Sigma Tek LLC • 27
1384 Prestbury Rd.
Concord, NC 28027
704.604.9470
www.6sigmatek.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 • 17
4204 Teuton St.  
Metairie, LA 70006
504.883.8111
www.doctorsimaging.com
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