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“Policymakers 
must understand 

both the possibility of 
potential savings as well 

as the risk of future costs, 
when contemplating 

the eff ects of 
expanding medicaid 

in Louisiana.”
DHH Report - March 2013



The 
Expansion 
Question

Should Louisiana expand its Medicaid program? We would 

call it the $10 million dollar question, but just how many 

millions are at stake and whether they represent a cost or 

a savings for Louisiana is at the very heart of the Medicaid 

expansion debate. Also in question is whether it is the right thing 

for our state’s large uninsured and under-insured population, whether 

or not the state can afford it, and the motives behind the Governor’s 

unfaltering position, even under increasing fi re, that Louisiana will not 

expand its Medicaid program. As more groups come forward in support 

of expanding Medicaid in our state, there is growing criticism that 

Governor Bobby Jindal’s stand may be too politically motivated. He is 

not alone, Republican governors in several other states also continue to 

oppose Medicaid expansion, while others, most notably in Florida and 

Arizona, have backed off. e

Administration 
Maintains Stance 
on Medicaid

m e d i c a i d  e x p a n s i o n
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Th e Governor’s position on expansion 
has been clear from the start. In fact the state 
was one of 26 that fi led suit against the fed-
eral government concerning the legality of 
the Patient Protection and Affordable Care 
Act (PPACA), specifi cally focusing on two 
parts: § 1501 (the individual mandate) and 
Title II (the mandatory expansion of the Med-
icaid eligible population to 138 percent of 
the federal poverty level). In June, 2012, the 
Supreme Court, after hearing arguments on 
NFIB v. Sebelius and Florida v. HHS, ruled that 
Congress had exceeded its power by threat-
ening to withhold existing federal Medicaid 
funding to states that did not comply with 
the requirements to expand their programs 
in compliance with PPACA and allowed each 
state to determine on its own whether to 
expand the Medicaid program. Th e Louisiana 
Department of Health and Hospitals (DHH) 
announced that Louisiana was electing not 
to expand its Medicaid program based on 
the costs associated with this expansion, its 
unwillingness to expand an outdated and 

imperfect program, and concern about the 
sustainability of such an expansion.

Th is March, amid growing criticism of 
the state’s decision, DHH quietly published 
a new report “outlining previous analyses of 
the impact of an expansion in Louisiana, the 
considerations and assumptions included, 
updates to these assumptions, and con-
tinuing uncertainties.” Th e report garnered 
immediate attention as it suggested for the 
fi rst time that under certain scenarios Med-
icaid expansion might actually save the state 
money. DHH countered these new fi ndings 
somewhat by reiterating in the report that 
it had not reversed its position. “Louisiana 
does not believe that simply enrolling an 
individual in Medicaid guarantees their abil-
ity to access high quality health care ser-
vices. State policy makers cannot afford to 
ignore the fact that expanding an ineffi cient 
1960s-era entitlement program limits choice 
and fails to fully integrate its recipients into 
the broader health care system. Without 
fundamental reform, expanding Medicaid 

e
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release entitled “Top Reasons Not to Expand 
Obamacare in Louisiana” (see Sidebar pg. 
16). “If Obamacare is expanded, it means 
that 41 percent of Louisiana’s population 
would be put on a Medicaid program that 
is antiquated, poorly run, and delivers infe-
rior healthcare,” says Jindal.

What does expansion entail?
Currently in Louisiana, Medicaid is automati-
cally available to those who receive Supple-
mental Security Income (SSI) and families 
who receive assistance through Louisiana’s 
Temporary Aide to Needy Families (TANF) 
program. Individuals not automatically eli-
gible must fi t within certain income ranges 
within one of four major categories: 

•  Aged – individuals age 65 or older
•  Blind – individuals who have corrected 

vision not exceeding 20/200
•  Families with Children – individuals 

who are pregnant or a caregiver of a child 
under age 18, a child under age 19,

•  Disabled – individuals who meet Social 

to millions of additional Americans is not 
the victory many envision. Louisiana con-
tinues to seek market-driven solutions to 
strengthen its existing Medicaid program, 
regardless of any past or future consider-
ations of expanding the program.” 

According to DHH, states should have 
greater ability to design programs that meet 
the needs of their people based on their expe-
rience and knowledge of their unique pop-
ulations. DHH has been pleased with the 
implementation of its managed care model 
which has, according to the agency, saved 
money and improved care. In its report, DHH 
argues that states should be given the option 
to administer this program through block 
grants to, “save both the Federal and State 
taxpayers money and eliminate the perverse 
incentives created by federal rules and fund-
ing streams.”

Even after the DHH released its revised 
report, in early April Governor Jindal 
restated his position on Medicaid expan-
sion, and “Obamacare” in general, in a press 

Security Administration (SSA) disability cri-
teria and have a terminal condition or condi-
tion that prevents employment for a period 
of 12 consecutive months, or a woman in 
need of treatment for breast or cervical 
cancer.

Th e individual or family must meet all of 
the eligibility requirements of one or more 
Medicaid programs. Louisiana Medicaid 
offers generous eligibility for children and 
pregnant women, and moderate eligibility 
for people with disabilities. 

Th e State generally offers coverage up 
to about 11 percent of the federal poverty 
level (FPL) for parents and caretakers, and 
does not offer coverage for childless adults 
without a disability or some other qualifying 
event. Still, approximately 1.3 million indi-
viduals are already covered by Medicaid in 
our state.

Under PPACA, states are asked to consider 
expanding Medicaid to all eligible individuals 
with household incomes up to 138 percent 
FPL. Currently Louisiana has anywhere from 

THe FeDerAL eNHANceD MATcHING rATe 
ScHeDuLe For NeWLY eLIGIBLe INDIVIDuALS: 
• 100 percent FMaP for benefits for newly eligible individuals 

in calendar quarters 2014, 2015, and 2016,

• 95 percent FMaP for calendar quarters 2017,

• 94 percent FMaP for calendar quarters 2018,

• 93 percent FMaP for calendar quarters 2019, and

• 90 percent FMaP for calendar quarters 2020 and future years.
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290,000 to 420,000 uninsured adults in that 
income bracket, depending on whose esti-
mates you accept. Medicaid expansion would 
cover these individuals as well as those who 
qualify for that income bracket and who cur-
rently have private insurance. DHH says there 
are three primary populations to consider 
in the context of determining the impact of 
PPACA and Medicaid expansion: 

1. Currently eligible individuals who 
are not yet enrolled. These are commonly 
referred to as the “woodwork” population as 
they are expected to enroll for the first time 
under the pressure of an individual mandate 
and/or an improved eligibility determination 
and application process.

2. Newly eligible individuals who were 
previously uninsured. Residents who fall into 
this category are likely to be adults between 
19 and 65 who currently receive healthcare 
through the LSU system.

3. Newly eligible individuals who previ-
ously carried some form of private insurance 
(commonly referred to as “crowd-out” pop-
ulation). DHH anticipates that a significant 
number of individuals with private cover-
age will enroll in Medicaid due to the richer 
benefit offering and the fact that Medicaid 
is almost completely free with the excep-
tion of minimal cost-sharing. This group 
may also be increased by employers opting 
not to provide health insurance any more 
(although many companies will be subject 
to penalties if they do so). 

One factor that makes it difficult to 
estimate expansion costs is trying to pre-
dict behavior and gauge enrollment. DHH 
notes that is important to remember that an 
expansion of Medicaid eligibility does not 
directly correlate to an expansion in enroll-
ment. However enrollment is expected to 
increase based on simplification of eligibil-
ity determinations, the individual mandate 
that all Americans be insured, and creation 
of health insurance exchanges designed to 
both simplify and subsidize the purchase of 
health insurance. 

In 2010, DHH based its cost estimates on 
an assumption that 80% of the newly eligible 

would participate in an expanded Medicaid 
program the first year. Since then, the depart-
ment has created two scenarios, a Low Im-
pact model where just 30% would apply the 
first year and a High Impact version where 
75% of the newly eligible would be enrolled. 
Similarly, in 2010, DHH anticipated a mini-
mum of 50% of the “woodwork” population 
and 80% of the “crowd out” population to 
participate the first year of expansion. In the 
Low Impact scenario, DHH now only antici-
pates a 25% woodwork participation and a 
40% crowd out participation by 2019. Even in 

the High Impact scenario, which could cost 
the state much more, DHH only anticipates 
a 50% woodwork and 75% crowd out rate 
by 2019.

Many of the state’s uninsured will be 
able to take advantage of the availability 
of advanced premium tax credits through 
the Federally-Facilitated Exchange. DHH 
anticipates that approximately 213,897 of 
the currently uninsured adults (about 34 
percent) have incomes beneath the federal 
poverty level and would likely remain part of 
Louisiana’s safety-net population without an 
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expansion of Medicaid. The department also 
estimates that 78,000 individuals who will 
qualify for subsidies through the Exchange 
would otherwise have qualified for Medic-
aid through expansion. Governor Jindal has 
repeatedly questioned why we would expand 
Medicaid to cover individuals who will have 
access to private insurance.

One of the primary arguments for Med-
icaid expansion is the fact that for the first 
three years the federal government will 
pick up the tab. Proponents of Medicaid 
expansion urge the state not to miss out 
on this funding. While it is true that the feds 
would pick up the majority of costs for add-
ing newly eligible individuals, there are a 
couple of points that DHH emphasizes. The 
first is that in 2017, the federal enhanced 
matching rate (FMAP) drops to 95% and 

continues to drop each subsequent year until 
leveling out at 90% in 2020 and subsequent 
years. Since that is still a better match than 
the state currently receives for the Medic-
aid program, many wonder why DHH is so 
hesitant. Opponents to expansion fear that 
PPACA funding is unproven and if the money 
dries up, the state is left with expanded Med-
icaid rolls and a potentially reduced federal 
match. The second point DHH makes is that 
the 100% FMAP only applies to those made 
newly eligible by expansion and not to those 
currently covered by Medicaid. Any cost esti-
mates related to individuals who enroll as 
a result of the “woodwork” effect must take 
this lower FMAP rate into account. In addi-
tion, administrative costs will continue to 
be matched according to the current match 
rates for those costs (approx 50%).

Cutting Costs
In the spring of 2010, DHH worked with its 
contract actuary, Mercer Government Health 
Services Consulting, to complete a projection 
of the state fiscal impact of Medicaid expan-
sion. This analysis, which showed the state 
would incur significant costs, supported the 
state’s position against expanding Medic-
aid. However, since the 2010 analysis, there 
have been several developments that impact 
the original cost estimates, although DHH 
repeatedly notes that the exact numbers are 
hard to estimate. Here are a few of the areas 
where the state has identified potential ben-
efits from Medicaid expansion:

•  Expanding Medicaid offers opportuni-
ties to leverage enhanced federal matching 
dollars for limited benefit populations cur-
rently being cared for at lower match rate. 

Jindal’s Arguments against 
Medicaid Expansion

1. The expansion of Medicaid under obamacare 
could cost Louisiana taxpayers $1.7 billion over the 
first ten years, and the cost will keep rising in the long-
term. obamacare was passed under the promise it 
would cost less than $1 trillion. However, the congres-
sional Budget office now says that obamacare will 
cost $1.76 trillion. 
2. The expansion of Medicaid under obamacare 

will move up to 171,000 Louisianians who would 
otherwise be on private insurance and prevent 

another 77,000 people from going into private 
insurance. That means about 248,000 people 
are being forced out of private coverage and 

into the Medicaid program. The congressional 
Budget office said that as many as 20 million ameri-

cans could lose their employer provided health plans.
3. If obamacare is expanded, it means that 41 per-
cent of Louisiana’s population would be put on a 

Medicaid program that is antiquated, poorly run, 
and delivers inferior health care.
4. There’s too much uncertainty in obamacare.

• Premiums were supposed to go down, but  
they are now going up:

     –  The law was passed on a promise to lower health 
insurance premiums. But recent reports show that most 
people are seeing health care premium increases. a 
study by the well-respected Society of actuaries sug-
gests that premiums for health insurance are likely to 
increase by 32 percent for individual and small group 
policies as a result of this law.

   –  a study recently released by america’s Health 
Insurance Plans and the Louisiana association of Health 
Plans estimates that the obamacare premium tax will 
force policyholders in Louisiana to pay over $2,000 
more for single coverage and over $4,500 more for 
family coverage for individuals over the next ten years. 

There’s 
Too much 

uncerTainTy 
in 

obamacare.
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eligible for the program, the State could 
potentially lower its costs by claiming fed-
eral share for inpatient hospitalization ser-
vices for eligible incarcerated individuals. 

•  To the extent that any individuals who, 
as a result of a Medicaid expansion, enroll in 
the Bayou Health prepaid MCOs, the state 
would receive revenue based on the gross 
annual premiums paid to those plans. 

•  The original analysis included aggres-
sive participation, or “take-up”, rates for 
individuals who would become eligible for 
Medicaid under an expansion. Observa-
tion of implementation of the Greater New 
Orleans Community Health Connections 
waiver, which provides limited coverage 
for individuals beneath 200 percent of FPL 
in the Greater New Orleans area, as well as 
other expanded programs, has led to revised 

participation rates.
•  For the newly eligible population, the 

cost of coverage diminishes to the state 
over time if fewer individuals enroll based 
on revised participation rates. Furthermore, 
Bayou Health provides for savings over ini-
tial projects as the program has lowered 
costs and provided DHH with a more sta-
ble and accurate assessment of the Medical 
costs the Department could expect to incur. 

•  DHH has eliminated consideration of 
costs associated with the procurement and 
build out of a new Medicaid MMIS system 
and a new eligibility system since these costs 
are being incurred regardless. 

•  The Federally- Facilitated Exchange will 
have the ability (if state chooses) to make 
Medicaid eligibility determinations. This will 
lower the overall staffing and outreach costs 

These populations include the breast and 
cervical cancer program, medically needy 
spend down, disability Medicaid, and chil-
dren aging out of foster care. In addition, 
beginning in 2014, PPACA will provide sub-
sidized health insurance options for some 
adults who are currently eligible for Med-
icaid coverage in Louisiana, so some may 
drop off the current rolls. 

•  Many uninsured Louisianians currently 
utilize state and locally supported behav-
ioral health services. In many cases, these 
services are funded purely with state and 
local resources. By gaining Medicaid cover-
age, there could be a decline in demand for 
these safety-net services and federal funding 
would become available. 

•  To the degree that a Medicaid expansion 
makes incarcerated individuals otherwise 

Similar increases are noted for small and large group 
employers.

• States have a great deal of uncertainty because 
obamacare leaves decisions up to political appointees:

   –  The original law itself included nearly 1,000 dif-
ferent instances of the phrase “The Secretary Shall”, 
granting enormous power and discretion to a politi-
cal appointee, and leaving states with a great deal of 
uncertainty with regard to how the law will be inter-
preted and implemented.
5. obamacare is being rushed for implementation 
with insufficient guidance and inadequate timelines. 
For instance, with the obamacare exchanges, major 
problems have unfolded. There is now less than six 
months remaining until october 1, when open enroll-
ment begins. Both states and insurers have expressed 
major reservations about meeting these deadlines 
without serious market disruption. only since Novem-
ber have states received thousands of pages in reg-
ulations that should have been released months 
before. There are still many outstanding questions 
and uncertainties.
6. The actual uninsured population that should be 
focused on is about 214,000, but obamacare would 

actually add triple that number of folks to the Med-
icaid rolls.
7. Funding for obamacare is unstable. The payment 
for obamacare continues to unravel which will encour-
age cost-shifting to states putting Louisiana on the hook 
for additional spending. The instability could threaten 
the state’s ability to fund education and transportation, 
and could force future tax increases on Louisianians.

• For instance, a few weeks ago, the u.S, Senate 
voted on a budget amendment to scrap a controversial 
2.3% excise tax on medical devices, which is expected 
to generate $30 billion to help pay for obamacare.

• In the past, President obama has proposed a 
blended Medicaid rate, which would generate federal 
savings at the expense of states. even the liberal cen-
ter for Budget and Policy Priorities said a blended rate 
could “shift significant costs to the states.”

• With a $16 trillion debt, promises of more federal 
money are a risky bet. Louisianians know from expe-
rience that federal funding can’t be counted on. For 
example, congress recently cut $1.8 billion in Medicaid 
funding for FY 2014.

SourCe:  Governor Bobby Jindal, http://gov.louisiana.gov
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associated with a Medicaid expansion. 
•  Original estimates by Mercer did not fac-

tor in savings in Disproportionate Share Hos-
pital (DSH) funding as the number of unin-
sured declined. Regardless of the decision to 
expand, DHH says it can be reasonably antici-
pated that DSH needs will decrease because of 
three externalities: A reduction in the number 
uninsured due to the availability of subsidized 
coverage in the Exchange; an improving econ-
omy that increases the number of individu-
als with employer sponsored coverage or the 
ability to purchase coverage, and efficiencies 
in the state public hospital system through an 
ongoing system redesign that reduce the need 
for DSH funding. Of course the reduced need 
for DSH funds may be essential as the federal 
government plans to significantly reduce DSH 
payments to states.

Despite its acknowledgement that there 
are cost savings to be gained from Medicaid 
expansion, DHH reiterated that it does not 
support expansion for Louisiana. Instead, the 
department stated, “We believe that Medicaid 
must be reformed before it can effectively be 
used as a vehicle for coverage expansion.” 
Below are the tenets of reform that DHH 

believes should guide these efforts: 
1. First, the process to determine Medicaid 

eligibility should be simple, accurate and fair. 
The process should be easier for consumers 
to navigate and states to administer. States 
must maintain the authority for setting eligi-
bility rules to protect the program’s integrity. 

2. States should be allowed to design 
their program to promote value and indi-
vidual ownership in healthcare decisions. 
This includes using consumer-directed prod-
ucts, flexible benefit design, and reasonable 
and enforceable cost-sharing requirements. 

3. States should be able to make use 

of their private health insurance market 
through their Medicaid eligibility levels, pro-
gram design, and ability to offer premium 
assistance. States should have the ability to 
set eligibility requirements for both their cur-
rent enrollees and expansion population. For 
example, states should be allowed the flex-
ibility to set their Medicaid eligibility limits at 
less than 138 percent Federal Poverty Level 
and still receive the enhanced FMAP. 

4. HHS should allow a state to grant “pre-
mium assistance” for individuals to buy-into 
the exchange market place at any income 
level, rather than be forced into the Medicaid 
system simply because they are low-income. 

5. Finally, HHS should streamline Medic-
aid financing and improve the waiver process 
to give states more flexibility, coupled with 
greater accountability tied to improvements 
in health outcomes.

“Policymakers must understand both the 
possibility of potential savings as well as the 
risk of future costs, when contemplating the 
effects of expanding Medicaid in Louisiana,” 
concluded the DHH report. n

SourceS:  “Medicaid expansion needs better analysis 
to project long-term impact in Louisiana,” Public affairs 
research council of Louisiana, March 2013, http://www.
parlouisiana.org/s3web/1002087/docs/aca_eligibil-
ity_expansion_web_version.pdf; “Top reasons Not 
to expand obamacare in Louisiana,” Governor Bobby 
Jindal, april 9, 2013, http://gov.louisiana.gov/index.cfm
?md=newsroom&tmp=detail&articleID=3989; “under-
standing the impact of a Medicaid expansion in Louisi-
ana,” March 13, 2013, Louisiana Department of Health 
and Hospitals, http://www.dhh.louisiana.gov/assets/
medicaid/docs/MdcdexpntnImpct_Mrch13.pdf.

WhaT oThers are saying...
•  The Louisiana Hospital Association released a statement that was 
regarded to be cautiously supportive of Medicaid expansion. “While it is critically 
important for Louisiana to take advantage of the significant federal resources 
available to expand healthcare coverage, such an expansion must be done in a 
thoughtful manner,” said John Matessino, president of the Louisiana Hospital 
association. “Louisiana has its own set of issues; a ‘one size fits all’ approach 
toward Medicaid expansion is not necessarily the best course for our state.” 

•  The Public Affairs Research Council issued a brief in March that questioned 
some of the earlier analyses conducted by DHH, and urged further study before a 
final decision was made, but stopped short of endorsing expansion. The analysis 
stated, “The decision to expand Medicaid coverage should weigh several key 
factors. The impact to health outcomes for Louisianians should be a significant 
consideration. additionally consideration should be given to the impact of a 
Medicaid expansion on private businesses, employer-sponsored health insurance, 
and the availability and pricing of coverage in the private insurance market.”
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SUMMER
 TIME,

when the living is...
 itchy?

Ah, summertime! With its brightness and 
time for play, summer has been exalted as the 

season of sun, sea, and trees in full bloom. 
Th e infl uential landscape artist Gertrude Jekyll once said, 

“What is one to say about June, the time of perfect young 

summer, the fulfi llment of the promise of the earlier 

months, and with as yet no sign to remind one that its 

fresh young beauty will ever fade?” Notably, however, Ms. 

Jekyll was British. In subtropical South Louisiana, the 

gentle summers of England are the stuff of dreams—here, 

there may be fresh young beauty in March, but by June it 

has transformed into a wild and steamy visage. e  

Insects, Parasites, Plants, and Heat Pose Hazards

BY CLAUDIA S. COPELAND, PhD



22  MAY / JUN 2013  I HealtHcare Journal of neW orleanS  

s u m m e r  h a z a r d s

Simmering in our swampy heat and humid-
ity, a number of serious health hazards 
intrude into the lazy bliss of summer nights 
and joyful sounds of delighted children. 
Insects mediate some of the most serious 
of these. Biting and stinging insects, such as 
hornets and fi re ants, cause not only pain, 
but also allergic reactions that can be deadly 
in sensitive persons. Other reactions can 
also occur, such as a case of eosinophilic 
fasciitis described by Ochsner physicians 
Mallepalli et al.; a rare swelling of the muscle 
layer just under the skin that developed in 
a New Orleans woman bitten by fi re ants in 
her back yard.  

Th e most dangerous insect, by far, how-
ever, is the mosquito. While they do not sting 
and their bites are fairly benign, mosquitoes 

are notorious carriers of viruses and other 
pathogens. For Louisianans, the most men-
acing of these is West Nile virus (WNV). 
While most WNV infections are mild, a sub-
stantial number cause a syndrome known 
as West Nile fever (WNF). WNF generally 
lasts a few days, with fever, headache, body 
aches, and fatigue, and occasionally swol-
len lymph glands, eye pain, and skin rash. 
Of greater concern is a much more seri-
ous, albeit less common, condition: West 
Nile-based neuroinvasive disease (WNND). 
WNND can include encephalitis, meningitis, 
poliomyelitis (infl ammation of the spinal 
cord), and acute fl accid paralysis (sudden 
weakness in the arms, legs, or breathing 
muscles). WNV cases had been steadily 
declining in Louisiana from 2002 to 2011, 
when only 4 cases of WNF and 6 cases of 
WNND were seen. However, cases suddenly 
spiked up again in 2012, with an alarming 
191 cases of WNF and 160 cases of WNND, 
according to the Louisiana DHH. Th e vast 
majority of these were reported during the 
mid-summer months.

Another vector-borne infection, Lyme 
disease, results from transmission of Bor-
relia burgdorferi bacteria by Ixodes ticks 
(deer ticks). Lyme disease spikes in the 
summer, when people spend more time 
in nature. During this season, Ixodes ticks 
are in their nymph (immature) stages, and 
are very small, effectively invisible, so they 
are very hard to detect and remove. While 
not nearly as common in Louisiana as in 
Northern states, which often report hun-
dreds (or even thousands) of Lyme dis-
ease cases annually, a few Louisianans do 
become infected every year. Early signs 
include a red, expanding “bullseye” rash, 
fatigue, chills, fever, headache, muscle and 
joint aches, and swollen lymph nodes. Since 
untreated Lyme disease can lead to very 
serious neurological sequelae, the presence 
of these signs after possible exposure to 
ticks warrants a visit to the doctor’s offi ce 
to get tested for Borrelia burgdorferi.

In addition to arthropod-borne viruses 
and bacteria, Louisianans enjoying summer-
time recreation are subject to infection with 
two protozoan parasites: Cryptosporidium 

e
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and Giardia. Both cause diarrheal illness, 
and both are transmitted via recreational 
water. Cryptosporidiosis is characterized by 
watery diarrhea, stomach cramps, vomiting, 
and fever. Symptoms last from a few days to 
four or more weeks in persons with healthy 
immune systems (it is a serious disease for 
the immune-compromised), but can also 
recur after a brief period of recovery. The 
thick-walled oocyst, the infectious form of 
the parasite, can survive for several days 
even in well-chlorinated pool water. It is 
therefore one of the most common causes 
of recreational water illness in the United 
States. The parasite is ingested when people 
(often children) swallow pool water or put 
their fingers into their mouths after touch-
ing contaminated surfaces. Children who 
attend day care centers are also at elevated 
risk, and young children are more likely to 
become seriously ill from Cryptosporidium. 
In Louisiana, the rate of cryptosporidiosis 
went from a low general incidence (about a 
dozen cases each year from 1999 to 2004) to 
a sudden rise to high levels in recent years 
(more than 80 cases per year in 2005 and 

2006 and over 50 cases per year from 2007 
to 2010), due largely to outbreaks in chil-
dren’s splash parks in southern Louisiana, 
according to the Louisiana Office of Pub-
lic Health.

Like Cryptosporidium, Giardia can cause 
a diarrheal illness that can lead to severe 
gastrointestinal symptoms. Giardia, like 
Cryptosporidium, has an infectious cyst 
stage that is protected by an outer shell, 
allowing survival outside the body and 
facilitating environmental transmission. 
Since this parasite can infect a broad range 
of animals, it is often transmitted zoonoti-
cally. In line with this, Giardia infection rates 
are higher in rural Louisiana parishes than 
in urban ones. This may reflect a common 
transmission route, via water from lakes 
or streams where infected animals have 
left their waste. Another common route is 
direct person-to-person contact in day care 
centers, but outbreaks originating in day 
care centers may be underreported, since 
diarrheal illness in young children is very 
common.

While Louisiana has relatively low rates 

of giardiasis, case numbers here appear to 
be rising. Infection rates peak during the 
summer months, coinciding with more fre-
quent outdoor recreation. Between 1992 
and 2005, according to the Louisiana DHH, 
there were fewer than 75 cases per year, and 
fewer than 50 cases per year before that. 
Starting in 2006, however, reported cases 
of giardiasis began to rise steeply, reaching 
over 200 cases in 2009. Interestingly, this 
rise has been much more dramatic among 
White Louisianans than Black Louisianans, 
and this begs the question of whether there 
might be a cultural difference in recreational 
behavior between these two groups.    

Summertime recreational illness here is 
not limited to infectious microorganisms; 
several plant species also afflict Louisiana 
residents spending time outdoors enjoying 
nature. One of the most famous of these 
is Toxicodendron radicans, or poison ivy. 
This plant secretes a poison called urushiol 
in its sap, and this allergenic liquid causes 
an intensely itchy, often painful, blistering 
rash.  The type of poison ivy that grows in 
Louisiana, Eastern poison ivy, is typically 

The Thick-walled oocysT, The 
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a hairy, ropelike vine with groups of three 
leaves budding from one small stem, hence 
the warning to hikers, “leaves of three, let it 
be!” While a visit to the doctor is warranted 
in the case of rash around the eyes, face, or 
genital area, most poison ivy rashes can 
be simply treated with over-the-counter 
anti-itch creams such as calamine lotion 
or hydrocortisone cream.  

Two other Louisiana plants, Atlantic 
poison oak and poison sumac, also secrete 
urushiol. Atlantic poison oak, like poi-
son ivy, has leaves in groups of three, but 
it is a shrublike plant, rather than a vine. 
Poison sumac is a shrub with 7-13 leaves, 
arranged in pairs. Rashes resulting from 
either of these plants will generally resolve 
on their own.  

The invasive plant Pastinaca sativa, the 

wild parsnip, causes a 
different type of der-
matitis. Wild parsnips 
contain furanocou-
marin, a photosensi-
tive chemical that, when 
activated by sunlight, causes 
a kind of chemical burn known as 
phytophotodermatitis. The red, sometimes 
blistering, rash feels like a sunburn, often 
turns brown afterwards, and can remain 
brown for months. Boasting cheerful yel-
low flowers, wild parsnip grows in sunny 
areas, often along highways, and has been 
confirmed by the USDA to be growing in 
Washington Parish.

Finally, the heat itself can cause illness. 
Heat rash, or miliaria, appears as clusters 
of small, blister-like bumps that develop 

when the sweat ducts become blocked, trap-
ping perspiration under the skin. This con-
dition is not serious, and can generally be 
prevented through wearing light clothing 
and limiting physical activity in the heat.  

Heat stroke, in contrast, can be deadly 
serious. Overexposure to heat first leads 
to heat exhaustion, which includes nausea, 
dry skin, dizziness, and a rapid heartbeat. 
If exposure continues, and body tempera-
ture rises above 104 °F, the body can lose 
its ability to regulate temperature. At this 
point, heat stroke sets in. This is a truly 
dangerous condition that can damage the 
brain, heart, kidneys, and muscles, and can 
be fatal. Small children (and pets) are par-
ticularly susceptible, and this risk cannot 
be overemphasized. In 2012, 29 children 
died of heat stroke after being left in cars, 
including an 11-month-old from Lafayette 

and a 6-month-old from Shreve-
port. It is vitally important to 

never leave a child in a car. 
The elderly are also at 

increased risk of heat 
stroke, as are adults 
drinking coffee or 
alcohol, which cause 
dehydration, and ath-

letes or soldiers who 
continue to exercise in 

the heat after the symp-
toms of heat exhaustion set 

in. According to the Louisiana 
Environmental Public Health Tracking 

Program and the CDC, between 5 and 25 
people die of heat stroke in Louisiana each 
year, and thousands are admitted to the 
emergency room annually because of heat 
stress. 

Clearly, awareness of Louisiana’s sum-
mertime health hazards is vitally important. 
Taking reasonable precautions can not only 
prevent minor discomforts like itchy skin, 
but can also save lives as well. n
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‘‘‘‘I don’t think we can hold 
ourselves out there as 

an open heart facility or 
some kind of oncology 

center. We need to focus 
in on those things that 

we can do well, that meet 
the need, and produce 

good outcomes that make 
money for this facility.
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Chief Editor Smith W. Hartley Tell us a little bit 
about how this hospital came to be. What 
was the intention?

Wayne Landry Th is hospital has a really 
unique story. I was Johnny Joe Citizen, like 
everyone else in St. Bernard Parish after 
Katrina, looking at the devastation. Th ere 
had been a private hospital here that obvi-
ously felt the demographics weren’t right 
for them to come back after the storm, so 
they just bailed out. I was watching the older 
population and those demographics move 
out because they need healthcare and other 
things. I’m at home one day fl ipping through 
the channels and watching a Council meet-
ing where they were going to spend $27 mil-
lion to build a ballpark. I remember think-
ing, “Don’t you think we need a hospital 
around here fi rst?” I had no interest myself 
in coming in here and doing business, I am 
on the winding down side of my career, but I 
decided to go talk to those guys about a hos-
pital. Not even a week later, a councilman 
that was at large resigned from the Coun-
cil for health problems. So I decided, “I’m 
going to run for Council and I am going to 
show these people how to build a hospital.” 
Obviously there’s a need for our community 
and to make people come back and get our 

community to thrive again, it’s going to be 
a key part of it. It’s also going to be a great 
economic engine because we lost almost 
all of our tax base. So I’m thinking all these 
things and in my infi nite wisdom I run for 
the Council and win. 

At fi rst I tried to give the hospital board 
that was in place all the tools they needed 
to run a hospital because they were foun-
dering…they just couldn’t accomplish any-
thing. So I said, “Okay, well, I’ll get them 
money, but the problem was it was basi-
cally a political board and nobody on the 
board had much healthcare experience. In 
fact, as a councilman, I sat in when they 
were interviewing management compa-
nies. We went into the room before they 
invited the fi rst group in and the chairman 
says, “I don’t even know what questions to 
ask.” Th at’s when it hit me that these guys 
needed a lot more than tools; they needed 
a lot of direction. 

As it turned out, there were two physi-
cians on the hospital board and the attor-
neys felt it would be a confl ict of interest 
for those two physicians to select some-
body they would ultimately be working for. 
So those two physicians resigned from the 
hospital board. I had garnered four votes 
to appoint me and another councilman to 

e



  HealtHcare Journal of neW orleanS I MAY / JUN 2013  29

the hospital board. From there, you have 
to remember we had no access to FEMA 
money, because in order for FEMA to pay for 
it, there would have to have been a publicly 
owned hospital prior to Katrina, but it was 
private. It was very diffi cult politically, but I 
started moving money that we had available 
to the parish towards the hospital. At the end 
of the day we had about a $91 million pot 
of community development money for the 
parish, of which I wound up garnering about 
$41 million. Th en we put together about $17 
million of state capital outlay funds, which 
is basically a grant from the state with obli-
gated bond money, so I had around $57 mil-
lion. Believe it or not I did all this math on a 
yellow napkin from Wendy’s coming from 
Cameron Parish back to St. Bernard. 

Th ere was a lot of resistance on the Coun-
cil for two reasons. One was political and the 
other was just truly lack of comprehension 
of what was involved with building a hos-
pital. We had people who are lawyers and 
ex-school administrators trying to tell us 
it’s going to cost $800,000 a bed to build a 
hospital—well it depends on what services 
you provide. But there was this mentality 
that they all knew better so it was always 
a fi ght to move money. Th ey brought up 
Cameron, which was a FEMA reimbursed 

facility after Katrina, so I went there to see 
what they had built for $25 million. Basi-
cally it was a bunch of trailers and I thought, 
“It’s not like a building, it’s not going to last 
long. Th at’s not going to be the right thing 
to make people, physicians, and specialists 
say, ‘Oh you’ve got a professional facility, 
we’re coming.’” 

On the way back from Cameron with the 
other councilman, George Cavignac, who 
has been a tremendous help, I’m calculat-
ing this money we need. I knew I had an 
HRSA grant coming in for about $1.1 mil-
lion and we were about $10 million short. 
So we started talking about new market tax 
credits. Th e parish had an allocation that 
they were actually going to lose. We decided 
we were going to take those tax credits and 
use the CDBG money and leverage it. When 
I brought that idea to the State they said I 
was out of my mind. Th ey said you can’t use 
CDBG money as the seed money to leverage 
new market tax credits. I asked, “Why not? 
If we had cash we’d put it up, well here’s our 
cash.” We went through a big long process 
with the disaster recovery unit and fi nally 
got approval to sign off on this thing and 
were able to generate an additional $10 mil-
lion using new market tax credits that were 
going to expire anyway. 

So now we have all the money we think 
we need to build the hospital…we knew it 
would be about $35 million for the building 
and about $10 million for the medical offi ce 
building. We fi gured about $16 million for 
all the equipment and furnishings. So we 
have the money, but it is still a pipedream, 
because we don’t know if all of these other 
things are going to be approved. Before 
we began construction, we pulled that $1 
million HRSA grant to pay for all the site 
preparation. We did that work and I said, 
“You know what, we’ve got to stop. We’ve 
got to work out a plan for the cash fl ow to 
open this puppy up, because it’s going to 
burn a lot of jet fuel.” Now we are in a pickle, 
because while we struggled and were suc-
cessful in obtaining all the money to build 
everything, these things burn jet fuel. We 
need cash fl ow for payroll, insurance, the 
light bill, and all that and there were no other 
avenues to get the cash fl ow so I said, “Look 
we are just going to have to go to the people 
and tell them if they want a hospital they are 
going to have to pass a millage.” We calcu-
lated exactly what we needed. We didn’t go 
out there and take a penny more. In going 
to the people, we ran into a lot of political 
resistance because nobody wants to go out 
and ask for a tax. 
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So we were 
l iteral ly on 
our own, George 
Cavignac and myself. 
We put it out to the people. 
We got lucky in a midterm congressio-
nal election where everybody was against 
Obama “tax and spend” and we were able 
to pass that millage with 53% of the vote. In 
fact in my office is the framed newspaper of 
when it passed because without the people 
passing that, this could not have been a real-
ity. Otherwise my vote would have been to 
kill the deal, and surrender the money back 
to where it needed to go. 

Long story short…the millage we passed 
was for ten years and would produce about 
$2 million a year. I could take that success-
ful passage and turn it into a revenue bond. 
So I had a revenue stream and I could then 
go and parlay that because I needed cash 
to start up today, not over the course of ten 
years. We ran into another political prob-
lem when the assessor didn’t collect it in the 
first year. It reduced the amount of cash I 
expected it to bring to me by $2 million. So 
when all was said and done, we are sitting in 
a hospital that basically has no debt and it 
had $11 million to work with to get it to where 
it’s breaking even. I pulled every trick in the 
book that I could think of along the way.

I have to tell you I think this is the first 
hospital to my knowledge, since ’85 for sure, 
that ever opened up with a survey date of 
August 1st, but didn’t have to activate until 
August 20th. The problem was Joint Com-
mission couldn’t come in until September 
14th. They only needed 20 charts in order 

to survey us. If I opened on August 1st when 
DHH gave me the license I would be burning 
up a lot of cash because I couldn’t get reim-
bursed until Joint Commission blessed me. 
But if I sat dormant for 24 hours, DHH takes 
the license back. I had to ask for a special 
favor and they granted it. I asked them not 
activate this until the 20th and the State did 
that for us. To reschedule them would mean 
having to reschedule Joint Commission and 
it would put us way behind. In the meantime 
we are already sitting here burning jet fuel 
because we already had our core staff hired 
and trained for the survey and to be open. 
DHH worked with us and it made a huge 
difference in terms of cash flow. We were 
lucky that everybody cooperated with us. I 
think there was a lot of support from those 
agencies because I think they recognized 

what the effort was. They saw a parish that 
was totally devastated, and they just worked 
with us. 

Chief Editor Can you explain the involve-
ment of FMOL (Franciscan Missionaries of 
Our Lady) with this hospital?

Wayne Landry In the beginning I made a 
mention about the initial board interview-
ing management companies. Way back then 
a company was selected—it was the Fran-
ciscans. There are a lot of misconceptions 
out there about what happened in terms of 
the Franciscans and with this particular 
hospital. As we went through the process of 
building the facility and getting it preactiva-
tion ready there were a lot of things we felt 
could have been done differently primarily 

So when all waS 
Said and done, we are 
Sitting in a hoSpital  

that baSically haS no 
debt and it had $11 

million to work with 
to get it to where 
it’S breaking even. 

i pulled every trick in 
the  book that i could 

think of along 
the way.



p - performance
o - optimization
p - process
e - experts

Does your hospital need a visit from the P.O.P.E.?

If any of the following items are keeping you up at night:
• ECU/OR Throughput
• Patient Throughput
• Predictive financial modeling
• Core Measure abstraction outsource
• Outsource my 30 day readmission 
     prevention and management

• Clinical outcomes improvement
• Patient Satisfaction
• VBP scores
• RAC recoupment
• The  What, When, and How of HEN
• How do I increase my revenues?

Contact 6SigmaTek for a no cost assessment or complete the 
interest for no cost assessment form located on our home page 
at www.6sigmatek.com.

704.604.9470

CALL 
6SIGMATEK 
FOR A 
NO COST 
ONSITE 
ASSESSMENT



d i a l o g u e

32  MAY / JUN 2013  I HealtHcare Journal of neW orleanS  

because of my experiences in healthcare 
and there are also two other members of our 
board with healthcare backgrounds. We’re 
not just a regular lay board; we understand 
how these things eat, live, and breathe. There 
were budgets put in front of us that involved 
$8 million in payroll being spent before we 
ever opened the doors and I had $11 million 
to work with total so that was not going to 
work. I had a budget of about $1.5 or $1.6 
million. So anyway, we had a lot of philo-
sophical differences in terms of how many 
layers of management we needed, timing 
of certain implementations, strategies for 
payroll, things of that nature. 

So, long story short, back in January, 
2012 we met with the Franciscans and we 
were scheduled to open the facility in March 
and they hadn’t recruited one physician. 
We had some concerns, too, in terms of the 
talent they had sitting here. When we look 
back those concerns were actually valid 
ones. That coupled with the budgets, and 
the fact they are a benevolent organiza-
tion. There’s a huge, philosophical differ-
ence between a benevolent organization and 
one with a shoestring budget. So we came to 
the table and said, “Look, we think we can 
open this facility up.” We said that from the 
time the contractor gave it to us we felt like 
we could get it licensed within a week. That 
was another difference in our thinking. The 
Franciscans basically said, “If y’all think 
you can do that, y’all be responsible for it. 
We’ll wait when you get it certified by Joint 
Commission and we’ll take it from there.” 
Long story short, three days after the con-
tractor gave us the hospital it was licensed. 
We did everything we said we would do, 
recruited all the physicians, negotiated all 
the third party contracts. That was another 
disagreement. We had paid them, as part of 
that management agreement to negotiate 

third party contracts, but they had zero. 
So we had to do all that. I have a letter from 
the Franciscans that basically says, “It was 
unbelievable what y’all did.” 

I think that sort of straightens out the 
story. People think we were fighting with 
the Franciscans, but it wasn’t like that. It was 
truly just philosophical differences about 
how we would move forward, and how we 
would move cash, and how we would use 
staffing patterns. It’s not that either one 
was right or wrong, but one’s coming from 
a 400-bed mentality, a benevolent company 
and the other’s coming from a 40-bed hos-
pital in a rural setting with a finite amount 
of cash. We’re coming from two different 
arenas there. 

I don’t have anything bad to say about 
the Franciscans—I don’t think it has any-
thing to do with that. I think it’s just a true 
philosophical difference. 

Chief Editor So where do things stand now?

Wayne Landry We’re satisfied, we’re excited. 
All of this work I’ve done for the last three 
years, you have to remember in addition to 
all my healthcare stuff I also have a general 
contractor’s license. It’s like God made me 
to build this thing. I had everything I needed 

in terms of the knowledge base to put this 
together. I worked on this hospital before it 
was built, I sat with the architects for two 
months in a room killing each other. But I 
do this for free. I don’t get anything out of 
this. I literally did this for my community. 
It’s real hard for people to believe that. I’m 
chairman of the board and acting as the 
CEO for free. Who does that? I ought to have 
my head examined—that’s why they won’t 
let me in the pharmacy. 

But what I would like to see the facility do 
is to continue the path it’s on, make sure it’s 
successful, and then let it go. I have a life, too, 
but I’m real proud of the accomplishment, 
not for me personally, but for my commu-
nity. It’s not just me that did this—George 
Cavignac and I were like Batman and Robin 
on this mission. It was a good fit, we worked 
hard, hearts were in the right place. We’ve 
had a lot of obstacles. Every obstacle you 
can throw at somebody we had thrown at 
us. In that new market tax credit transac-
tion Goldman Sachs wound up buying it. 
Goldman Sachs manages a $600 million 
portfolio or better for the Franciscans. So in 
the language there were some issues about, 
“We’re buying this but we want you to have 
them for third party management.” We don’t 
have any debt, we don’t feel like we need to 
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emergency room, a beautiful state-of-the-
art facility that’s going to be here to take 
care of the people in our community when 
they need it. So I’m really satisfied with my 
small investment of four years of my time. 
Meanwhile I’ve totally neglected all of my 
businesses and if you calculate that cost I’ve 
actually paid to come here. But that’s kind 
of the story of this hospital—how I came to 
be, how the financials came together. I can’t 
say enough about it. It’s an incredible thing 
when you look back—it’s an amazing story 
of how this place came to be. 

I’m not a real religious person, but at 
times I’d look and say there has to be some 
kind of divine intervention, because there 

are some things I can’t explain how 
the pieces came together when 

all the indicators were there 
was no way. There was just 

one thing after another. 
It was incredible, and 
it was an incredible 
journey. 

Chief Editor How did that 
separation with the Fran-

ciscans settle out? 

Wayne Landry There’s a misconception out 
there about money. And the separation 
under those circumstances was as amicable 
as it could be. We had community develop-
ment block grant money and in the sources 
or uses of those funds a lot of those dol-
lars are restricted. For example, the capital 
outlay money I couldn’t use for anything 
other than bricks and sticks. The commu-
nity development block grant money, at that 
time, I could only use basically for equip-
ment. We got them to change their program 
to allow us to use some of that money for 
what I term delivery costs, which included 
labor and the management component. 

But the Franciscans didn’t want to accept 
community development block grant 
money because in doing so, any vendor 
needs to keep records, because it is basically 
HUD originated money. Had they accepted 
those funds they’d have been paid all the 

way through. But they chose way back then, 
“No we are going to wait until you get your 
new market tax credit money,” because 
those are unrestricted, with no records. 
They said, “Just pay us when you get that 
money.” Well that money came in within 
a week of them bailing out. What wound 
up happening is we ended up with close 
to $900,000 accumulated over time that 
we owed. But that was the agreement they 
wanted, that they would wait. It wasn’t the 
agreement we wanted, because I needed to 
eat up that CDBG money in order to get to 
the threshold for obtaining the new market 
tax credit money and I needed that money to 
finish off the construction and have a couple 
thousand left over for salaries. 

What winds up happening is we are a 
public hospital, we have to go through their 
bills and in doing that we see things like a 
person, we don’t even know who they are, 
who supposedly came down and met with 
us, and things of that nature. I am sure some 
of those are just errors, right? But we can’t 
pay a bill without confirming certain things. 
On top of that we wind up getting a bill from 
some computer company for $260,000, but 
they never had authority to spend $260,000. 
Our board only approved them to spend 
up to $25,000. Now what am I going to do, 
I am a public facility, there’s a bill I didn’t 
authorize, who is going to pay? So there 
are some issue like that. We sent them a 
couple of thousand dollars in good faith 
and then we said we have to comb through 
these things before we can settle up. So I 
wouldn’t call it arbitration, but we are in 
meetings, CFO to CFO to try and resolve 
those issues. Unless they feel that way, I 
don’t feel like it was adversarial. I think it 
was just a necessity that had to occur. And 
I don’t know of a nicer way to say it and be 
accurate than saying major philosophical 
differences existed.

Chief Editor So is the relationship with FMOL 
officially over?

Wayne Landry Oh yes. The only thing that’s 
not resolved is whatever the balance is now 

there’S 
a huge, 

philoSophical 
difference between 

a benevolent 
organization 

and one with a 
ShoeString 

budget.

hire a management 
company, we feel 
like we need to hire 
a competent CEO 
who reports to the 
board, but we have 
councilmen that called 
Goldman Sachs saying, 
“Landry’s running down the hall 
micromanaging. He threw the Franciscans 
out and now we have no manager.” Because 
they don’t understand the concepts. 

Goldman Sachs says, “Before we will 
excuse you from that clause of having a 
third party manager we want to have you 
evaluated.” So they have us evaluated at 
our expense. The company spent months 
evaluating us and walked away saying, “I 
don’t know what they are complaining 
about.” We get this wonderful clean bill of 
health and now they don’t know what to 
say. So the next thing is they throw darts 
about our procurement process. They call 
the legislative office investigative divi-
sion. They come in, and again a clean bill 
of health. So, over all the politics and the 
obstacles we come out of it with glowing 
remarks, but more importantly than that, 
we come out of it with a hospital for our 
community that’s a full service 24-hour 
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on that $900,000. Until that’s reconciled 
we can’t simply say, here’s a check, when 
there’s no justification to support what the 
check was for. 

Chief Editor And you really don’t take a sal-
ary? It’s a pretty big job.

Wayne Landry Look, I’m not kidding you. 
When George Cavignac and I went to New 
York to meet with Goldman Sachs I paid 
for our tickets, all the expenses, person-
ally. Every trip I went on, recruiting doctors, 
and such, I paid for personally. I probably 
spent about $80,000 of my own money. Yet 
you have politicians worrying. It’s probably 
a couple of hundred thousand easily that 
I’ve lost in my businesses by not overseeing 
them. But I didn’t do it for my ego, I didn’t 
do it for me. I didn’t do it for anything other 
than, honest to God, I must have got hit in 
the head with a stupid brick, because when 
I was looking and I was thinking about the 
priorities for our parish, it was something 
about that ballpark over the hospital that got 
to me. Now my mother, who is very religious, 
said, “God gave you all those experiences 
and you have a general contractor’s license 
and you did all the old buildings for the last 
twenty-five years…he was just shaping you 
up so you could go build that thing.” I’m 
not that religious, but there are just some 
things that I just can’t sit here and articulate 
to you with comprehension of how we were 
able to accomplish certain thresholds; they 
just fell into place. 

Chief Editor So are you running at break 
even right now?

Wayne Landry What I would rather say is 
that all the indicators are that we are way 
ahead of schedule to break even by the year’s 
end. And I want to keep us on that path. A 
lot of things have happened. For example, 
just this morning, the Medicare pipeline 
was cleared. When CMS reported to their 
intermediary system there was one num-
ber transposed, so they got that corrected. 
Then they assigned somebody from New 
Jersey’s provider number to our account. 
All of these things take like 21 days to clear, 
so just today we are going to run a test bill 
to see if it can clear. We’ve got about $12 

million just waiting for this to be resolved. 
It interrupted my plan for cash flow. This 
month I sweated the whole time wondering 
where the money was going to come from 
because I also took advantage of upper pay-
ment limit programs. Those payments are 
an intergovernmental transfer; they need to 
happen when they need to happen and that 
happens to be today. So I have a $700,000 
payment to make today. I have the money, 
but by sending the $700,000 I only have one 
payroll left and I don’t ever like to be in a 
situation where I have one payroll left. That 
makes me nervous, but if I had to, I could 
hold vendor payments and cover the payroll 
and by that time the money hits. 

So it’s just juggling cash. You are liter-
ally managing this property. It’s like rid-
ing a wild bronco. You can’t really keep his 
head steady. He’s going to go to the left, he’s 
going to go to the right, but as long as I can 
keep him pointing somewhere near the right 
direction we’re good. That’s really the way 
I look at it.

As far as the politics I became extremely 
popular as a councilman by doing this mis-
sion. That’s a problem locally for people who 
really want to be career politicians. So they 
have to shoot at me. I understand that; I’ve 
got a target on me politically. I asked them at 
a recent Council meeting, “If I came to your 
house every day, woke you up brushed your 
teeth made your breakfast, pressed your 
clothes, put the clothes on you, washed your 
car, put you in your car, cut your grass—if 
I did that every day how would you treat 
me?” Well that’s what I have been doing 
every day here for four years, but I get my 
teeth kicked in. Hopefully one day they’ll 
get it when they really learn that they should 
worry about what’s going to come behind 
them in years to come as opposed to that 
next election. Then they’ll see what the rest 
of us see; that if you are fortunate enough 
to be in a position to do something good 
for others, you do. That’s simply luck and I 
really believe I was fortunate to be in this 
position because along my road I’ve taken 
care of some people—and I’m referring pri-
marily to the nursing home business—and 
I really feel that way and I think when you 
do things like that you become success-
ful; it’s not about money. It’s measured by 
those accomplishments and how they affect 

others. I think that’s what’s happened here. 
We have a bunch of people that work real 
hard for the good of the community. I think 
it’s a nice place. It should be here a long time. 
I can’t wait to find the right CEO so we can 
bail out though. I need a break and my only 
vacation was the surgery and then I got to 
sit up in here for three days. 

Chief Editor Other than hiring a CEO, any 
big plans or things you are trying to accom-
plish here first?

Wayne Landry I think what we’re used to is 
long term care and this is the background 
for our teaching and thinking, but the reim-
bursement methodologies are changing so 
much that the days of hiring somebody who 
understand cost plus reimbursement are 
over. You need somebody that’s a good oper-
ator and understands how things work now. 
The reimbursement is going to be pretty 
much what the reimbursement is going 
to be. There’s no critical thinking like we 
had to do back in the day. I’ve reached out 
to some of the local hospitals about doing 
some different partnerships and joint ven-
tures with different areas of the operation 
and I think we still need to pursue some of 
those things because I think we have to have 
some synergy of cost and find ways to get a 
little bit more creative than we have been in 
the industry, to reduce costs without nega-
tively affecting the outcomes.

I think long term we need to study our 
market. The demographics are changing 
here in St. Bernard. We have got to find out 
what those product lines are that are needed 
and then we can perform efficiently and 
create the facility to an ever-evolving niche 
market. I don’t think we can hold ourselves 
out there as an open heart facility or some 
kind of oncology center. We need to focus 
in on those things that we can do well, that 
meet the need, and produce good outcomes 
that make money for this facility. 

I have to remind the staff that this is a 
business at the end of the day. Whether we 
like it or not, it’s a business. It’s a business 
where you take care of people’s lives, so you 
have to have a quality product, but at the end 
of the day it doesn’t have to make huge prof-
its. If it breaks even that’s fine, there are no 
stockholders here. n 





Getting 

In our ever more connected world, it makes sense that healthcare providers 
are increasingly exploring connectivity as a pathway to delivering quality care. 
Most hospitals, clinics, and even private practices are adopting electronic health records (EHRs) 

to better track patient information and in many cases provide patients with improved access to 

both that information and their healthcare providers between visits. In some cases, providers have 

agreed to adopt the same electronic health record (EHR) to improve communication as patients 

move between care settings, but for the most part, physicians and healthcare facilities have 

shopped for and implemented a wide variety of EHRs based on a number of factors, such as cost, 

ease of implementation, user friendliness, and more. So while they may have improved quality and 

effi ciency within their own practice, they remain part of a fragmented system of healthcare delivery 

that few believe is best for patients, providers, quality or cost containment. e
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n November, with the launch of 
the Greater New Orleans Health 
Information Exchange (GNOHIE), 
a group of partners made signifi -
cant strides toward addressing 
this problem in New Orleans. 
Th e Greater New Orleans Health 

seamless exchange of health information in 
a HIPAA-compliant, secure manner, even 
between different EHR platforms. “What it 
basically does is take all the great assets we 
have built in the community like the commu-
nity health centers and their strong quality 
of care and the resurgence of our hospitals 
and systems and linked them together. Not 
just with the data, but with the vision that 
we are going to improve population health,” 
said New Orleans Health Commissioner Dr. 
Karen DeSalvo.

Th e GNOHIE got its start in 2010 as a 
result of the American Reinvestment and 
Recovery Act of 2009 and its Health Informa-
tion Technology for Economic and Clinical 

I
Information Exchange is a community-
shared HIT infrastructure that will facili-
tate care coordination and chronic disease 
management by enhancing information and 
process linkages across health systems with 
the goal of improving the quality of care 
at the population level. Community driven 
and community designed, the GNOHIE pro-
vides an IT infrastructure or hub that allows 

‘‘The greaTesT 
BenefiT of The 
gnohie To The 

communiTy will 
Be improVed 

healTh ouTcomes 
and a reducTion 

in healTh 
dispariTies.’’

BY KAREN STASSI
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“Th e GNOHIE is an essential resource for 
New Orleans providers, that will improve the 
quality and safety of healthcare provided in 
this community,” said Keith Winfrey, MD, 
MPH, Chief Medical Offi cer, New Orleans 
East Louisiana Community Health Center. 
“Th is groundbreaking technology will posi-
tively impact clinical and patient-reported 
outcomes, as well as improve population 
health management while reducing the per 
capita costs of care.” Winfrey said providers 
will benefi t from the timely sharing of criti-
cal patient information, such as emergency 
department visits and inpatient admissions, 
over a secure network. “Th is exchange is in 
contrast to the previous practice of discov-
ering during an offi ce visit that the patient 
was recently seen in the ED and then hav-
ing to wait for medical records to be sent to 
the offi ce for review. Th is effi cient exchange 
of information results in improved coor-
dination of care and decreased risk of 
readmission.” 

“I think the key thing about this program 
is that is has been community driven, com-
munity designed, and community run,” said 
Khurshid. “When I say community driven I 
mean the community partners, the hospi-
tals, and the clinics came together and said, 
‘How can we use the federal funding in the 
smartest way to make investments into the 
healthcare system that will go beyond the 

Health Act. Th e Offi ce of the National Coor-
dinator for Health Information Technology 
(HIT) at the U.S. Department of Health and 
Human Services allocated over $13 million 
dollars to establish a Beacon Community 
Cooperative Agreement Program in New 
Orleans, one of just 17 communities across 
the country to receive such an award. As lead 
recipient, Louisiana Public Health Institute 
(LPHI) was made responsible for convening 
and coordinating collaborative activities in 
the community to successfully achieve the 
goals of the project. 

Th e LPHI-led Crescent City Beacon Com-
munity (CCBC), under the direction of Dr. 
Anjum Khurshid, Director of LPHI’s Health 
Systems Division, began searching for stra-
tegic technical and clinical partners who 
shared this strategic vision. Pilot partners 
included the Interim LSU Hospital, Daugh-
ters of Charity, NO/AIDS Task Force, and 
Tulane University. In December, 2011, LPHI 
and the Crescent City Beacon Community 
selected Mirth Corporation to provide the 
HIT infrastructure for the health informa-
tion exchange. By July of the following 
year, patients began consenting to join the 
GNOHIE and within a month information 
exchange about patients began between 
the partners. Currently more than 250,000 
patients are benefi tting from the system 
according to Khurshid.
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duration of the project to help improve the 
system of delivery of care?’” Given Louisi-
ana’s routinely poor health rankings and the 
high prevalence of chronic conditions, the 
community partners decided to focus on 
improving the chronic care management 
system. “As part of that improvement, one 
of the key things the community identified 
as needed was connecting the various set-
tings in which people get care so that we 
can provide more coordinated care to our 
patients,” said Khurshid. “This is particularly 
true of chronic conditions because patients 
usually see more than one physician for vari-
ous aspects of their disease or diseases. Not 
having the capability for the physicians to 
know what happened in the patient’s visit to 
another facility severely limits the ability of 
the physician to provide the best care and to 
some extent, also the safest care.”

The health information exchange allows 
these different information systems within 
primary care facilities, hospitals, and other 
facilities to talk to each other in a seamless 
manner, so that a physician or a provider at 
any of these sites can see a complete pic-
ture of the patient and therefore be able to 
provide the best care, Khurshid explained. 
“With this infrastructure, we can ensure that 
the system is treating the patient in all these 
various settings in a coordinated fashion and 
not in a fragmented fashion, which currently 
is the default. The system as a whole benefits 
because we are able to reduce unnecessary 
tests and diagnostics, increase efficiency, 
and save costs so that those resources can 
be used elsewhere to support better care 
for patients.”

The benefits of connectivity among 
healthcare providers include improved 
patient safety, reduction in the duplication 
of services (labs, radiology test, etc), reduced 
disparities, and less need to give repeated 
medical histories to providers at each set-
ting, explained Winfrey who believes the 
uninsured and underinsured population of 
New Orleans will benefit the most from the 
improved coordination.

Among its many functions, the GNOIE 
provides:

Emergency Department (ED)/Inpatient 

Notification: When a provider admits or 
discharges a patient from an ED/Inpatient 
setting to a patient’s Primary Care Provider 
(PCP), the GNOHIE enables the notification 
of the patient’s PCP and the transmission of 
relevant clinical information between the 
ED/Inpatient setting and the PCP. The inpa-
tient setting has a more complete back-
ground on which to base treatment and 
the PCP is apprised not only of the 
fact that his/her patient has been 
admitted, but also how the patient 
was treated and when the patient 
is discharged. That primary care 
physician can then actively pursue 
any necessary follow-up treatment.

Electronic Specialty Care Referral: 
When a provider refers a patient to spe-
cialty care, the referral requests and sup-
porting documentation from the referring 
provider is transmitted electronically to the 
specialist. The appointment confirmations 
and notifications of no shows and/or spe-
cialty consult summaries are then transmit-
ted back to the originating provider’s EMR 
system. This interface allows the specialist 
to know exactly why and when the refer-
ral was made and the referring physician 
to know if the patient saw the specialist and 
what transpired. 

Chronic Care Management: MirthCare, 
the health information technology provider 
selected by GNOHIE partners, provides the 
community with the ability to track and man-
age population-level health needs through 
community-wide disease registry functions. 
These registries contain built-in guidelines 
and algorithms to facilitate evidence-based, 
community-defined standards and protocols 
and also collaborative care models among 
providers, care managers, and patients. Addi-
tional features of this infrastructure include 
a complete patient history, summary views, 
data entry templates, shared care plans, 
medication data, drug interaction checks, 
medication reconciliation, secure internal 
messaging between care providers, clini-
cal resource and patient education mate-
rial libraries, task management, and patient 
demographic data.

In addition, the GNOHIE will feature the 
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following services:
•  Clinical data repository and longitudi-

nal record services, with linked community 
provider web portal

•  Community master patient index and 
record locator service

•  Provider directory and secure direct 
messaging

•  Healthcare data warehouse, analytics, 
and reporting

•  Nationwide Health Information Net-
work gateway

•  Connection to the Louisiana Health 
Information Exchange

“One of the key aspects of this whole 
process was the fact that we had physi-
cians, nurses, IT experts, security experts, 
all from the community, who made this deci-
sion about which technology, which vendor, 
and what would be the purpose of this infor-
mation exchange,” said Khurshid. Because 
of that engagement of the community and 
the engagement of the end user of the infor-
mation system, there was rapid implemen-
tation and adoption of the exchange. It is 
a level of cooperation and collaboration 
that is unusual and somewhat unsung, said 
DeSalvo. 

Khurshid said the group continues to 
reach out to hospitals, clinics, and other pro-
viders to bring them on board. “Our hope is 

they all see the value of being con-
nected with the network and the com-
munity health system and the clinics 
so they can serve their population more 
effectively.” CCBC has also been in active 
discussions and testing with the Louisiana 
Health Information Exchange (LaHIE) and 
hopes to link to the larger, statewide system 
in the very near future. 

In addition, CCBC is exploring partner-
ships with schools, ambulance services, city 
and state government, and others to improve 
the health and wellbeing of the community. 
“One of the other areas that we’ve worked 
on, what we are talking about in the next 
generation, is how does this platform for 
data, this “big data” that we are creating with 
all the healthcare visits, help me in improv-
ing public health in some of the more tradi-
tional areas?” said DeSalvo. “Take emergency 
preparedness as an example. Can we, with 
patient permission, use this as a way to map 
the most high risk people in our community, 
who maybe have ambulatory challenges or 
have other special medical needs and who 
may need extra help during a power outage 
or a flood?” The city currently encourages 
people to register for that assistance, but 
data from GNOHIE could allow the city to 
be more proactive about identifying those 
with special needs. 

Similarly, the city is working 
on connecting the exchange 
with EMS services so when 
they get called out to people’s 

houses, they’ll have access to that 
person’s records, their last visit to a clinic 
or recent hospital discharge, and be able to 
provide a much more targeted intervention. 
Other applications might be to tie health 
providers in with other social services, said 
DeSalvo, such as linking the WIC clinic with 
the pediatrician’s office to provide more 
coordinated care and assistance. “There are 
some very concrete ways we can use this 
information exchange to share data not just 
for healthcare but between social services 
programs like this,” said DeSalvo.

Recognizing that some aspects of this 
information sharing can start to sound a 
little “Big Brother” to some people, the com-
munity partners opted for a conservative, 
patient opt-in approach, said Khurshid, and 
so far the response has been overwhelm-
ingly positive. Such an approach does 
require patient education as to what infor-
mation will be shared and how, and consid-
erable effort and resources have gone into 
educating both patients and staff. Patients 
must grant permission for their information 
to be shared and may choose to change their 
GNOHIE participation at any time. However, 

From left, Keith Winfrey, MD, MPH, Chief Medical 
Officer, New Orleans East Louisiana Community 

Health Center; Anjum Khurshid, PhD, MD, 
Director of LPHI’s Health Systems Division; 

and Karen DeSalvo, MD, New Orleans 
Health Commissioner.
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information may still be shared in an emer-
gency or where the patient is unable to speak 
for themselves. The GNOIE will never share 
psychotherapy notes, juveniles’ mental 
health records, records from drug, alcohol, 
and substance abuse treatment centers, or 
genetic testing information. HIV status may 
be shared if it is noted in a patient’s records, 
but only to assist in providing appropriate 
care.

Khurshid believes the system will be sus-
tainable because of the community involve-
ment in designing the infrastructure and in 
the savings that will result from better coor-
dinated care. “We have ensured that through 
a governance model that is governed by the 
community partners they take ownership of 
the infrastructure and of the system of care 
that they have established,” said Khurshid. 
LPHI has also been in talks with major payers 
to help them see the value of the system. “We 
are very hopeful that there will be a partner-
ship developed between payers and provid-
ers that will support the sustainability of this 
infrastructure going forward. Because all of 
them benefit from a coordinated system,” 
said Khurshid. “I think it just speaks volumes 
about how well our community works col-
laboratively and it is going to continue on 
and be successful in the future because it’s 
not just one organization,” said DeSalvo. 
“LPHI is the leader, but they have been able 
to make it so that everybody has a hand in it 
and that will help with sustainability.”

“The greatest benefit of the GNOHIE to 
the community will be improved health 
outcomes and a reduction in health dispari-
ties,” said Winfrey. “The collaborative effort 
between the safety net systems, LPHI, and 
the City of New Orleans has been unique to 
this community and has played a pivotal 

role in the success of the exchange.” DeSalvo 
agreed. “I am excited that we have built a 
format for healthcare and that we are making 
progress on some of the core indicators and 
more importantly that everyone is working 
together. That is how we are going to make 
the most impact—if we get people sharing 
information, sharing ideas, sharing data all 
around the goal of making people and the 
population healthier.”  Khurshid said that by 
setting up this system through the Greater 
New Orleans Health Information Exchange 
they have insured that the transitions that 
happen from one healthcare setting to the 

The gnohie parTners currenTly include: 
•	 The	Interim	LSU	Hospital

•	 West	Jefferson	Medical	Center

•	 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

•	 Jefferson	Parish	Human	Services	Authority

e

FOR	MORE	INFORMATION	GO	TO	www.gnohie.org.

other are seamless, are immediate, and 
are meaningful, but there is still room for 
improvement. “I think the biggest barrier 
is meeting people’s ability to change and to 
be early adopters. The technology has actu-
ally improved much faster than the delivery 
system changes that we have seen. So it is 
time for the delivery system to catch up to 
the tremendous opportunities the new tech-
nology provides us.” n 
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Briefs
$800,000 in public funds by depositing checks 
made payable to DHH into a non-DHH account, 
then withdrawing funds from that account for 
personal use.

Upon their investigation, DHH immediately 
placed the employee on leave and took steps to 
terminate the employee according to Louisiana 
Department of State Civil Service guidelines. DHH 
swiftly enacted measures to prevent similar in-
cidents in the future, enforcing more stringent 
internal accounting and reporting procedures.

In addition to continuing its internal investiga-
tion, DHH notified the Louisiana Legislative Audi-
tor’s Office and the Office of the District Attorney 
for East Baton Rouge Parish to conduct an external 
investigation and prosecute those involved. DHH 
will also work with the investigating agencies to 
recover the funds.

Blue Cross VP Testifies 
in Washington
Darrell Langlois, vice president of Compliance, 
Privacy, and Fraud for Blue Cross and Blue Shield 
of Louisiana, testified at a recent hearing of the 
U.S. House Energy and Commerce Subcommittee 
on Health on strategies for fighting waste, fraud, 
and abuse in the healthcare system.

Langlois is a nationally recognized expert on 
fighting fraud, having served on the board of the 
National Health Care Anti-Fraud Association and 
on a special Anti-fraud Strike Force established by 
the Blue Cross and Blue Shield Association in 1994. 
Now called the Blue Cross and Blue Shield Na-
tional Anti-Fraud Department (NAFD), this group 
helps educate physicians, healthcare providers, 
and customers on how they can help with health-
care fraud detection and prevention.

Blue Cross and Blue Shield of Louisiana has 
operated a dedicated fraud unit since 1992, and 
its staff works with the Association as well as lo-
cal, state, and federal law enforcement to help 
them investigate and prosecute alleged healthcare 
fraud. As an example, the Louisiana State Police 
has an Insurance Fraud Bureau, and the company 
works very closely with them.

Langlois emphasized in his testimony that fraud 
has far-reaching implications for both healthcare 
cost and quality, and that Blue Cross and Blue 
Shield of Louisiana is continually developing new 

state 

Re-Enrollment for Louisiana  
Medicaid Providers Open
The Department of Health and Hospitals (DHH) 
announced that Medicaid provider enrollment 
through the new claims payment system, Provider 
Recipient Integrated System for Medicaid (PRISM), 
is available at www.medicaid.la.gov/PRISM. 

The PRISM claims system will replace the cur-
rent Medicaid Management Information System 
(MMIS) that is operated by Molina. PRISM will be 
implemented in phases, with full operations ex-
pected in fall 2014. One of the first phases is a 
required Medicaid provider re-enrollment, which 
began Feb. 28. All Louisiana Medicaid Provider 
Enrollment activity (new enrollments, changes, 
re-enrollment of all existing providers) will be 
performed by DHH contractors CNSI and Norid-
ian Administrative Services.

Every Louisiana Medicaid provider is required 
to re-enroll in the new Medicaid claims system 
to comply with Medicaid provider enrollment 
requirements of the Affordable Care Act (ACA) 
and to continue provider Medicaid reimburse-
ment after the 2014 transition to claims payment 
through PRISM.

This re-enrollment requirement applies to all 
providers, regardless of what type of Medicaid 
provider they are, and whether they are in the 
Bayou Health plans, the legacy fee-for-service 
system, or both. Providers can enroll in the new 
system entirely online, but DHH is offering both 
web-based and face-to-face enrollment training 
for those who would like more guidance.

The PRISM website, www.medicaid.la.gov/
PRISM, contains pertinent information for provid-
ers about the new system, including training ma-
terials, training schedules, answers to frequently 
asked questions, and PRISM Provider Enrollment 
Unit contact information. 

Blue Cross Board 
Announces Changes
A CPA and a CIO have joined the Blue Cross and 
Blue Shield of Louisiana Board of Directors, each 
bringing with them more than 30 years of expe-
rience in their respective fields. Elected at the 
board’s meeting were Judy P. Miller of Alexandria, 

senior vice president of corporate services and 
internal audit at Cleco Corporation, and Jerome 
“Jerry” K. Greig of Lafayette, chief information 
officer of Fugro Chance Inc.

Miller oversees the areas of human resources, 
corporate services, health, safety, and environ-
mental services and internal audit at Cleco, an 
energy services company based in Pineville, with 
approximately 1,200 employees and 281,000 cus-
tomers. She also is responsible for Cleco’s diversity 
program. 

Greig is CIO of Fugro Chance Inc., a member of 
the Netherlands-based Fugro Group of companies. 
Fugro Chance provides comprehensive marine 
survey solutions to the oil and gas industry, and 
Greig has led innovation across the IT spectrum, 
including on-premises and cloud-based applica-
tion deployment, networking, server virtualization 
and consolidation, technical support, telecom-
munications, mobility, business continuity, and 
infrastructure operations. 

Other members of the Board of Directors of Blue 
Cross and Blue Shield of Louisiana are Chairman 
Thad Minaldi of Madisonville, Vice Chairman Dan 
Borné of Baton Rouge, Secretary Ann H. Knapp of 
Lake Charles, Dr. C. Richard Atkins of Baton Rouge, 
Michael B. Bruno of New Orleans, Dr. Carl S. Luikart 
of Baton Rouge, Kevin McCotter of Shreveport, C. 
“Brent” McCoy of Baton Rouge, Virgil Robinson 
Jr. of New Orleans, and Blue Cross President and 
CEO Mike Reitz. 

Frances T. Henry of Baton Rouge retired after 
20 years of service on the Board.

DHH Internal Investigation 
Uncovers Misappropriation 
The Louisiana Department of Health and Hospi-
tals notified the Louisiana Legislative Auditor’s 
Office and the Office of the District Attorney for 
East Baton Rouge Parish that staff had gathered 
evidence that led them to believe a DHH employee 
had misappropriated public funds intended for 
the department and used these funds for per-
sonal activities.

A DHH investigation detected unusual ac-
counting practices involving an employee. DHH’s 
Bureau of Health Care Integrity conducted an 
internal investigation, which revealed that the 
employee allegedly misappropriated more than 
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and innovative strategies to identify fraud and halt 
practices that lead to substandard care. 

In his testimony, Langlois also expressed con-
cern that the regulations for the new medical loss 
ratio (MLR) requirements allow health plans to 
count only the recovery portions of anti-fraud ini-
tiatives as non-administrative expenses, while fail-
ing to recognize that fraud prevention programs 
play a key role in advancing quality improvement. 
During the Q&A portion of the hearing, Langlois re-
sponded to several questions from Subcommittee 
Chairman Joseph Pitts (R-PA), who raised concerns 
about the MLR requirements working at cross 
purposes with fraud prevention efforts and not 
recognizing the value of provider credentialing.

Mental Health Group Forms 
for Violence Prevention
Professionals from behavioral health groups have 
formed a coalition to promote safety in Louisiana 
by strengthening early identification of people at 
risk of committing a violent act. The group, named 
the Louisiana Coalition for Violence Prevention, 
includes members of the behavioral health com-
munity, a cross section of leaders from psychology, 
counseling, and social work.

Steering group member John Simoneaux, PhD, 
from Alexandria, said, “Recognizing that it is our 
responsibility, we want mental health profes-
sionals in Louisiana to ensure that we are trained 
in scientifically sound techniques for identify-
ing and intervening with potentially dangerous 
individuals.” 

Simoneaux is a licensed psychologist, an expert 
in forensic psychology, and also trains mental 
health professionals. “Proper risk assessment is 
analogous to CPR training,” he said, “and should 
be a basic skill held by virtually all behavioral sci-
ence professionals and many laypersons.”

The concept that mental health profession-
als can help reduce violence if they are better 
equipped to identify the risk factors and determine 
the correct next steps, stems from ideas voiced by 
several national experts who commented after the 
Sandy Hook tragedy that there was no effective 
mental health system in operation.

The group is planning to offer training for men-
tal health and related professionals in better de-
tection skills and accurate knowledge about the 

antecedents of violent behavior, with the goal of 
addressing problems before they escalate into 
tragedy. 

Along with Simoneaux, steering group mem-
bers of the Coalition include Cindy Nardini, MS, 
Licensed Professional Counselor from Alexan-
dria, Yael Banai, PhD, Certified School Psycholo-
gist and past president of the Louisiana School 
Psychological Association, and Bryan Gros, PhD, 
Licensed Psychologist and current president of the 
Louisiana Psychological Association, both from 
the Baton Rouge area. Also on the steering com-
mittee is Bobette Laurendine, MSW, a Licensed 
Clinical Social Worker from Covington. 

For more information go to Louisianacoalition-
forviolenceprevention.com. For information about 
the training programs contact Dr. John Simoneaux 
at 318-443-0845.

LA Receives Grant to Transform 
Healthcare Through Nursing
The Robert Wood Johnson Foundation (RWJF) has 
announced that the Louisiana Action Coalition will 
be part of a new $3 million initiative, the Future 
of Nursing State Implementation Program. The 
program is designed to help states prepare the 
nursing profession to address our nation’s most 
pressing healthcare challenges—access, quality, 
and cost. 

The program bolsters efforts already underway 
in 50 states and the District of Columbia—the Fu-
ture of Nursing: Campaign for Action—to transform 
healthcare through nursing and meet the chal-
lenges stemming from an aging and more diverse 
population. A joint initiative of AARP and the Robert 
Wood Johnson Foundation, the Campaign for Ac-
tion is working to implement the Institute of Medi-
cine’s (IOM) evidence-based recommendations on 
the future of nursing. The Campaign provides a 
voice and a vehicle for nurses at all levels to lead 
system change to improve care for patients and 
families by collaborating with business, consumer, 
and other health professional organizations.

The initiative will provide a $150,000 two-year 
grant to the Louisiana Action Coalition which is 
matched by a $150,000 grant from The Rapides 
Foundation, a health legacy foundation based in 
Central Louisiana. Grants were also announced 
in 19 other states.

Jobs Available for New RNs 
But May Take Time
The majority of new registered nurse graduates in 
Louisiana are able to find employment as an RN 
according to a study released by the Louisiana 
Center for Nursing in Baton Rouge, however it 
can take some time. National and regional level 
reports that indicate that it is getting increasingly 
more difficult for new registered nurse (RN) gradu-
ates to find employment. Many employers and 
healthcare workforce policy makers are feeling 
that there is no longer a nursing shortage which 
has in turn had an effect on the hiring practices 
related to newly licensed RNs. 

The report released by the Louisiana Center 
for Nursing (LCN), a division of the Louisiana 
State Board of Nursing, entitled New Graduate 
Survey: Finding Employment in Louisiana as a 
Newly Licensed RN (2013), revealed that 94% of 
the 1,137 newly licensed RNs that responded to 
the survey were able to find employment as an RN, 
although the length of time to find employment 
varied among the group. The majority of new RNs 
found employment within the first six months 
after graduation, whereas it took others up to 9 
months, and still others greater than 12 months 
to find initial employment as an RN. 

According to Dr. Cynthia Bienemy, Director for 
LCN, “Although the vast majority of newly licensed 
RNs responding to the survey were able to find 
employment in Louisiana, over a third indicated 
they were faced with significant challenges when 
seeking employment, many of which were attrib-
utable to employers filling positions with experi-
enced nurses, older nurses that were not retiring, 
hiring freezes, and in some cases hospitals closing 
departments, all resulting in a decreased number 
of positions available for new graduates.” 

According to the American Association of Col-
leges of Nursing (AACN), there appears to be a 
preference among employers for new hires to have 
a Baccalaureate Degree in Nursing (BSN). Findings 
from the New Graduate Survey revealed that a 
greater percentage of newly licensed RNs gradu-
ating from BSN programs were hired by hospitals 
when compared to graduates from Associate De-
gree (AD) programs, and that a larger percentage 
of BSN graduates found employment as an RN 
within the first six months after graduation when 
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compared to AD graduates. 
Two major recommendations from the report 

focus on developing community-based partner-
ships between nurse employers and nurse edu-
cators to formulate nurse residency programs 
in acute care settings as well as other specialty 
areas such as long-term care, to prepare new RNs 
to safely transition into these practice settings. 
Universities and community colleges will also 
need to create partnerships that will allow for 
seamless transition from one level of education 
to the next (Diploma and AD to BSN, Masters’ 
and Doctoral). 

Findings obtained from the New Graduate 
Survey will be shared with healthcare workforce 
policy makers, legislators, employers, educators, 
and other stakeholders that have a vested inter-
est in assuring that Louisiana has an adequate 
workforce that is prepared to administer high qual-
ity, safe, efficient, patient-centered healthcare to 
Louisiana’s citizens now and in the future. 

For more information please contact Dr. Cynthia 
Bienemy at the Louisiana Center for Nursing, lcn@
lsbn.state.la.us. 

Louisiana Youth STAND UP! 
to Tobacco Marketing 
Louisiana’s teen tobacco usage rates remain higher 
than the national average, with approximately 38.3 
percent of high school and 15.6 percent of middle 
school students in Louisiana using tobacco, ac-
cording to the 2011 National Youth Tobacco Sur-
vey (NYTS).

In light of these startling statistics, youth 
throughout the state are choosing to Stand UP! 
against the tobacco industry and its adolescent-
targeted direct marketing efforts. Twelve groups 
across the state were awarded grants from the 
Louisiana Campaign for Tobacco-Free Living (TFL) 
to engage and get youth involved with tobacco 
control and prevention efforts through the Defy 
the Lies initiative. As part of the grant, Defy teams 
participated in the point-of-purchase (also known 
as point-of-sale) project, which focused on to-
bacco products and advertising in stores where 
youth are likely to visit on a regular basis, like gas 
stations, grocery stores, pharmacies, and corner 
stores in their own communities.

Throughout spring 2013, numerous Stand 
UP! themed Town Hall style meetings are tak-
ing place where local youth present the results 
of their store assessments and begin discussing 
what their community can do to address the is-
sue. These meetings will be announced in each 

region as they happen and community members 
are invited and encouraged to attend. 

Each Defy team consisted of an adult coordinator 
and eight youth members, ranging in age from 11 
to 18. Each team was trained to recognize tobacco 
products, tobacco advertisements, and identify 
tobacco industry tactics designed to get kids’ at-
tention. TFL staff randomly selected 84 stores in 
each grantee’s region to conduct research. Four 
youth from each grantee were selected as “data 
collectors,” and visited approximately 16 stores 
a month from October 2012 to March 2013. Some 
even went to stores twice to make sure their counts 
were consistent and reliable. Overall, Defy youth 
visited more than 1,008 stores throughout the state.

The remaining four youth members were desig-
nated as “communicators”, and focused on engag-
ing community members, as well as raising aware-
ness on the issue of point-of-sale. They focused 
their efforts on a “letters to the editor” campaign 
and meeting with local elected officials to spread 
the word about the dangers of tobacco and how 
the industry specifically advertises to adolescents.

Blue Cross Rates Financial “A”
For the 16th consecutive year, Blue Cross and 
Blue Shield of Louisiana has been given an “A” 
financial strength rating by national rating service 
Standard & Poor’s (S&P), the world’s foremost 
provider of benchmarks for measuring corporate 
financial health.

The Blue Cross management team’s strategic 
plan, which is focused on healthcare reform imple-
mentation, was cited as a major contributor to 
the company’s continued strength and stability. 
While healthcare reform will present the company 
with “notable challenges,” the 2012 report states, 
“building toward 2014, it will focus on develop-
ing new products for the exchanges, realigning 
internal cost structures and distribution models, 
improving care and quality-related collaboration 
with hospitals and providers and enhancing its 
retail and consumer-facing capabilities.”

Other major ratings factors were Blue Cross’ 
competitive position in the Louisiana health in-
surance market, strong capitalization and liquid-
ity backed by high-quality investments, and a 
stable return on revenue that reflects its solid 
market position. 

S&P noted that Blue Cross saw favorable mem-
bership growth in full-year 2011 as well as the first 
three quarters of 2012 in almost all major market 
segments, including individuals, middle market, 
large groups, federal employees and national 

accounts. In addition, the report pointed out Blue 
Cross’ strong retention rates: the company re-
ported a 98% group renewal rate in 2011—the 
highest among all 38 independent Plans in the 
Blue Cross and Blue Shield Association.

local

LSUHSC Research Sheds 
Light on Common STI
Research led by David H. Martin, MD, Professor 
and Chief of Infectious Diseases at LSU Health 
Sciences Center New Orleans, has found that a 
common sexually transmitted infection-caus-
ing parasite “cultivates” bacteria beneficial to it, 
changing thinking about which comes first–infec-
tion or bacteria. The researchers also discovered 
a previously unknown species of these bacteria. 
The research was published ahead of print online 
in Advance Access in the Journal of Infectious Dis-
eases, and was published online April 2, 2013 in 
Research Highlights in Nature Reviews Urology.

CCBC Receives Healthcare 
Informatics Innovator Award
The Crescent City Beacon Community (CCBC) and 
its numerous partners, convened by the Louisi-
ana 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 Or-
leans Health Information Exchange (GNOHIE) are 
part of a larger healthcare improvement revolu-
tion that demonstrates how health information 
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 Coordina-
tor for Health Information Technology chose the 
Greater New Orleans area as one of only 17 fed-
erally funded Beacon communities. Since then, 
CCBC has advanced several innovative projects, 
including creating a new patient-centered care 
coordination system for the New Orleans area, 
enabled by the GNOHIE, the city’s first Health In-
formation Exchange.

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

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

For more information about CCBC and its re-
spective projects, please visit www.crescentci-
tybeacon.org.

CIS Opens in St. Charles Parish 
Cardiovascular Institute of the South (CIS) has 
opened a location in Luling at 1057 Paul Maillard 
Road, Suite 2220. CIS is partnering with St. Charles 
Parish Hospital to bring comprehensive cardiovas-
cular care to the community of St. Charles Parish. 
The clinic will operate five days a week providing 
ultrasound, nuclear, and treadmill services. CIS 
will offer quality patient care to St. Charles Parish, 
along with valuable resources in the diagnostics 
and treatment of cardiovascular disease. This 
location marks CIS’s 14th location in the state.

Dr. Christopher Paris will provide care for pa-
tients at the CIS Luling clinic. A native of Houma, 
Dr. Paris received his doctorate from the Louisi-
ana State University Health Sciences Center in 
New Orleans and completed his internal medicine 
residency at Vanderbilt University in Nashville, 
Tennessee. Both his cardiology and interventional 
cardiology fellowships were completed at Och-
sner Clinic Foundation in New Orleans. Dr. Paris 
also recently completed his board certification in 
nuclear cardiology.

LSUHSC Research Finds 
Critical PTSD Co-Factors 
Research led by Ya-Ping Tang, MD, PhD, Associ-
ate Professor of Cell Biology and Anatomy at LSU 
Health Sciences Center New Orleans, has found 
that the action of a specific gene occurring dur-
ing exposure to adolescent trauma is critical for 
the development of adult-onset Post-Traumatic 
Stress Disorder (PTSD.) The findings were pub-
lished in PNAS Online Early Edition the week of 
April 1-5, 2013.

“This is the first study to show that a timely 
manipulation of a certain neurotransmitter system 
in the brain during the stage of trauma exposure 
is potentially an effective strategy to prevent the 
pathogenesis of PTSD,” notes Dr. Tang. 

The research team conducted a series of experi-
ments using a specific strain of transgenic mice, in 
which the function of the gene can be suppressed 
and then restored. The model combined exposure 
to adolescent trauma as well as an acute stressor. 

Clinically PTSD may occur immediately following 
a trauma, but in many cases, a time interval may 
exist between the trauma and the onset of disease. 
Exposure to a second stress or re-victimization 
can be an important causative factor. However, 
the researchers discovered that exposure to both 
adolescent trauma and to acute stress was not 
enough to produce consistent PTSD-like behavior. 
When exposure to trauma and stress was com-
bined with the function of a specific transgene 
called CCKR-2, consistent PTSD-like behavior was 
observed in all of the behavioral tests, indicating 
that the development of PTSD does not depend 
only on the trauma itself. 

Lopez Awarded Mastership by 
American College of Physicians
Dr. Fred Lopez, Professor and Vice Chair of the 
Department of Medicine and Assistant Dean of 
Student Affairs at the LSU Health Sciences Cen-
ter New Orleans School of Medicine, has been 
elected to Mastership by the Board of Regents 
of the American College of Physicians (ACP). Dr. 
Lopez’s Mastership was presented on April 11, 
2013, during the Convocation Ceremony of the 
ACP annual meeting in San Francisco.

Chosen from among a number of distinguished 
physicians, Mastership is conferred only on a se-
lect number of worthy candidates who have been 
deemed distinguished through the practice of 
the specialty of internal medicine. They are se-
lected because of “personal character, positions 
of honor, contributions towards furthering the 
purposes of the ACP, eminence in practice or in 
medical research, or other attainments in science 
or in the art of medicine.” 

Dr. Lopez is on the editorial board of several 
journals and has written more than 100 journal 
articles, commentaries, and book chapters. He 
is co-editor of the textbook Infectious Diseases: 

Emergency Department Diagnosis & Management. 
In 2001, he was the recipient of the Copping Award 
for Excellence in Teaching, LSU Health Sciences 
Center’s highest teaching award. 

CIS Welcomes New Chief 
Information Officer
Cardiovascular Institute of the South (CIS) has 
welcomed Casey Bergeron to its corporate team 
as the Chief Information Officer. Bergeron earned 
his Bachelor of Science in Computer Science with 
a minor in Mathematics from Nicholls State Uni-
versity in Thibodaux. 

Bergeron previously worked at Terrebonne 
General Medical Center (TGMC), serving as the 
Technical Operations Manager. In this role, he was 
responsible for managing the hospital’s technical 
infrastructure as well as the individuals respon-
sible for the information technology operations. 
He also worked for TGMC as a database adminis-
trator, technical team leader, and systems analyst.

U.S. Surgeon General to Address 
2013 Xavier Graduates 
U.S. Surgeon General Dr. Regina Benjamin will 
deliver the commencement address at Xavier 
University of Louisiana’s 86th annual graduation 
ceremony Saturday, May 11. Dr. Benjamin, a 1979 
Xavier graduate, is expected to address more than 
550 undergraduate, graduate, and pre-professional 
students and their families at the commencement 
ceremony. She will receive an honorary degree.

Dr. Benjamin is the 18th Surgeon General of the 
United States. As America’s Doctor, she promotes 
good health and disease prevention based on up-
to-date information and scientific research. Her 
care and concern reaches beyond individuals and 
the public health of the nation to the operational 
command of 6,500 uniformed public health officers 
who serve in locations around the world to promote 
and protect the health of the American People.

In addition to her BS in chemistry from Xavier, 
she holds an MD degree from the University of 
Alabama at Birmingham, and an MBA from Tu-
lane University. She attended Morehouse School 
of Medicine and completed her family medicine 
residency in Macon, Ga. 

LSUHSC Faculty Honored 
By Their Students
The Aesculapian Society at the LSU Health Sci-
ences Center New Orleans School of Medicine has 
announced the names of its 2013 Outstanding 
Professors, Resident, Intern, and Junior Faculty 

Dr. Christopher Paris, left, will provide care for 
patients at the newly opened CIS Luling clinic.  
CIS has also named Casey Bergeron to its 
corporate team as the Chief Information Officer.
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Award recipients. Each year, the medical students 
select a professor from each pre-clinical year, as 
well as a professor, resident, and intern for each 
clinical year, to honor for teaching excellence. 

This year’s honorees are:
•  L1 Fall Professor - William Swartz, PhD, Pro-

fessor of Cell Biology & Anatomy 
•  L1 Spring Professor - Hamilton Farris, PhD, 

Research Assistant Professor of Neuroscience
•  L2 Fall Professor - Guido DeJesus, MD, Associ-

ate Professor of Medicine
•  L2 Spring Professor - Daniel Kapusta, PhD, 

Professor of Pharmacology
•  L3  Favorite  Intern  -  Julie  Gallois,  MD, 

Pediatrics
•  L3 Favorite Resident  - Kelly Kempe, MD, 

Surgery
•  L3 Favorite Attending - Pramilla Subrama-

niam, MD, Professor of Medicine 
•  L4 Favorite Intern - Carl Giffin, MD, Internal 

Medicine
•  L4 Favorite Resident - Casey Carlisle, MD, In-

ternal Medicine
•  L4 Favorite Attending - Angela Johnson, MD, 

Assistant Professor of Medicine
•  Junior Faculty Award - Lisa Campeau, PhD, 

Assistant Professor of Cell Biology & Anatomy
Founded in 1963, the Aesculapian Society is a 

service organization composed of LSUHSC medi-
cal students elected by their peers to evaluate all 
required clinical and pre-clinical courses from 
the students’ perspective. Serving as a liaison 
between the students and faculty, the Society 

prepares and submits Course Evaluation Summary 
Reports to the School of Medicine’s Curriculum 
Committee.

Ochsner Medical School 
Graduates Achieve 100% Match 
Along with all other medical school graduates 
across the United States, the nine members of 
the first The University of Queensland-Ochsner 
Clinical School (UQ-OCS) graduating class re-
ceived their match results on March 15, telling 
them if they were selected for a residency. The 
2012 class achieved a 100% match, and several 
of the graduates got their top choices.

•  Four UQ-OCS grads are returning to Och-
sner for residencies in internal medicine: Ronald 
Chong-Yik, Ross Hoffman, Usman Rahim, and 
Jonathan Lu.

•  Emily Sineway will pursue a residency in phys-
ical medicine and rehabilitation. She will do her 
preliminary year at the University of Louisville and 
then complete her residency program at Emory 
University in Atlanta.

•  Shaun Lawicki matched in pathology at the 
University of Hawaii in Honolulu.

•  Satvik Jhamb matched in general surgery at 
Wayne State University in Detroit.

•  Katherine Weyer matched in obstetrics/gy-
necology at Eastern Virginia Medical School in 
Norfolk. 

•  Steven Sushinsky matched in family medi-
cine at Exempla Saint Joseph Hospital in Denver.

The 9 UQ-OCS students graduated in December 

2012 and will begin their residencies in July 2013. 
This first graduating class of UQ-OCS students 
completed two years of study at The University of 
Queensland in Brisbane, Australia, followed by two 
years of clinical study at Ochsner. The innovative 
two-continent medical education program was 
established in 2009.

Majority of LSU Med 
Students Choose to Stay
Fifty-six percent, or 104 of 187 LSUHSC New Or-
leans graduating medical students participating 
in the National Resident Match Program this year 
chose to remain in Louisiana to complete their 
medical training. The LSU Health Sciences Cen-
ter New Orleans residency programs accepted 
138 new residents, and 51% of the 65% of 4th 
year medical students entering LSU residency 
programs will enter LSU Health Sciences Center 
New Orleans residency programs.

The residency programs at Earl K. Long Medical 
Center in Baton Rouge have accepted 32 new resi-
dents in Emergency Medicine, Internal Medicine-
Categorical, Internal Medicine- Preliminary, and 
OB/GYN. The residency programs at University 
Medical Center in Lafayette have accepted 16 new 
residents in Family Medicine, Internal Medicine-
Categorical, and Internal Medicine Preliminary.

The Match, conducted annually by the National 
Resident Matching Program (NRMP), is the pri-
mary system that matches applicants to residency 
programs with available positions at U.S. teach-
ing hospitals and academic health centers. The 
choices of the students are entered into a software 
program as are the choices of the institutions with 
residency programs. All U.S. graduating medical 
students found out at the same time where they 
“matched” and where they will spend their years 
of residency training.

The percentage of LSUHSC New Orleans medi-
cal graduates going into primary care is 43% this 
year. Primary Care specialties included are Family 
Practice, Internal Medicine, Medicine-Preliminary, 
Obstetrics-Gynecology, Pediatrics, and Medicine-
Pediatrics. Ob-GYN is not always included in pri-
mary care data; however, in some Louisiana com-
munities the only physician is an OB-GYN.

LSUHSC Orthopedic 
Surgeon Recognized
Vinod Dasa, MD, Assistant Professor of Clinical 
Orthopaedics at LSU Health Sciences Center New 
Orleans School of Medicine, was among the 39 
orthopaedic surgeons nationally recognized by 
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School Dr. Leonardo Seoane.
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Orthopedics Today and DePuy Synthes Joint Re-
construction as emerging leaders in orthopae-
dics at the American Academy of Orthopaedic 
Surgeons annual meeting. Dr. Dasa is the only 
orthopaedic surgeon from Louisiana selected 
for this honor.

Dr. Dasa is also Director of Research in the 
LSUHSC Department of Orthopaedics, Co-Director 
of the LSU Musculoskeletal Scientific Research 
Consortium, Director of the LSUHSC Orthopae-
dic Surgery Residency at the Kenner site as well 
as Clinical Director of Orthopaedics at the LSU 
Healthcare Network. He is president-elect of the 
Ocshner-Kenner medical staff.

Dr. Dasa’s research interests cover all areas of 
adult orthopaedics, but have primarily focused 
on joint replacement. In his clinical practice, Dr. 
Dasa uses gender specific knee replacements, 
MIS, and computer navigation to treat patients. 
He has presented his findings at national and in-
ternational conferences. 

LPHI and BioDistrict New 
Orleans Announce Partnership
The Louisiana Public Health Institute (LPHI) and 
BioDistrict New Orleans recently signed a MOU 
highlighting a new partnership designed to pro-
mote New Orleans as a hub for healthcare innova-
tion. The healthcare and biosciences industries are 
rapidly growing in New Orleans, which Dr. James 
A. Richardson, John Rhea Alumni Professor of Eco-
nomics and director of the E. J. Ourso College of 
Business, has estimated to generate 34,000 new or 
retained jobs and $24 billion in economic activity 
over the next 20 years. By working together, along 
with their respective partners, the organizations 
will strive to improve population health outcomes, 
accelerate economic growth and employee/labor 
productivity, provide broader access to quality 
healthcare, and increase research funding for area 
Universities through educational training and 
workforce development opportunities.

The BioDistrict is currently working with the 
LPHI-convened Crescent City Beacon Community 
(CCBC) program to optimize public investments to 
transform the healthcare delivery system within 
Greater New Orleans by leveraging its network of 
providers and subject matter experts to train the 
next generation of healthcare workers. 

Nestlé Health Science 
to Acquire Pamlab
Pamlab, a local specialty biomedical company 
taking a personalized nutritional approach with 

prescription medical foods for the brain health 
and metabolic health markets, announced that 
it has signed an agreement to sell its business to 
Nestlé Health Science for an undisclosed amount. 
Nestlé Health Science aims to develop science-
based nutritional solutions to deliver improved 
personalized healthcare for people with chronic 
medical conditions. This transaction is subject 
to regulatory approval.

LSUHSC Claims “Nursing 
School of the Year”
The LSU Health Sciences Center New Orleans 
School of Nursing has received the prestigious 
Louisiana State Nurses Association (LSNA) Night-
ingale Nursing School of the Year Award. Schools 
that provide formal education for entry into prac-
tice as a registered nurse are eligible for this 
award. Criteria include comments from gradu-
ates, graduates’ employers, faculty, accreditation 
status, first-time passage rate on NCLEX-RN, and 
innovations in education/teaching.

The LSUHSC School of Nursing, the only nurs-
ing school in Louisiana within an academic health 
sciences center, is accredited by the Commission 
on Collegiate Nursing Education until 2019. The 
first-time pass rate on NCLEX-RN for LSUHSC grads 
exceeds 98%. Innovations include case-based, in-
teractive learning for the critical care theory course, 
a home simulation lab in the occupational health 
apartment with a real patient, a real caregiver, and 
a faculty facilitator to simulate various scenarios 
in Community Nursing, and providing cultural 

competence and emergency preparedness and 
disaster response training to RNs, nursing students 
and faculty in caring for vulnerable populations.

NIMA Recognized for Diabetes Care
Northshore Internal Medicine Associates, a North 
Oaks Physician Group clinic in Hammond, has 
been recognized by the National Committee for 
Quality Assurance (NCQA) Diabetes Recognition 
Program for excellence in caring for patients with 
diabetes. The NCQA Diabetes Recognition Pro-
gram (DRP) is a voluntary effort designed to recog-
nize clinicians who use evidence-based measures 
and meet strict standards demonstrating delivery 
of high-quality care to patients with diabetes. The 
recognition is valid for 3 years.

Northshore Internal Medicine Associates physi-
cians include Charles Ducombs, MD; Jay Kumar, 
MD; William Plunkett, MD; and Susan Zacharia, MD. 
The staff also includes Nurse Practitioner Jennifer 
Thomas, ANP-BC. They specialize in difficult-to-di-
agnose medical conditions and the management 
of multiple health concerns for adult patients, 
including diabetes. n

Proudly displaying their NCQA certificate of recognition for excellence in diabetes care are Northshore 
Internal Medicine Associates physicians Charles Ducombs, MD; Susan Zacharia, MD; Jay Kumar, MD; and 
William Plunkett, MD.
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quality correspondent // Cindy Munn

Providers Gain eHr 
HelP from Peers
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.

n Louisiana, that transition is gain-
ing momentum through the efforts 
of the Louisiana Health Information 
Technology (LHIT) Resource Center. 
Established as part of the American 

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.

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 Louisi-
ana provider who was successfully using 
the same software and began working 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 
struggle, 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.”

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 

I
Recovery and Reinvestment Act (ARRA) of 
2009 and funded through ONC, the Resource 
Center serves as Louisiana’s Regional Exten-
sion Center (REC). It provides on-the-ground 
assistance, guidance, and information to 
health care providers and critical access/
rural hospitals in the adoption, implemen-
tation, 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.

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 
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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 
others 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 qual-
ity 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 jour-
ney, and at its heart, this journey 
is about quality. How are we 
making our patients safer and 
improving their outcomes? 
How are we using technology 
and innovation to accomplish 

this?”
For St. Tammany Parish Hos-

pital, that journey began more 
than 10 years ago, and today, 
the hospital remains com-
mitted to leading the North-

shore in EHR utilization 
and using that technology 

to enhance patient care, says Doyle.
“At our hospital and in our outpatient and 

primary care areas, from clinical notifica-
tion of patient care to electronically plac-
ing records, every electronic innovation 
improves quality, speeds service or sim-
plifies 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 
reason 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 reason 
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 Louisiana 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
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policy correspondent // David W. Hood

he report provided no propos-
als for change but IOM will con-
duct further research and re-
lease a number of issue-specific 
studies with recommendations 

With this many lives and dol-
lars at stake, we believe the U.S. 
health disadvantage is a problem 
the country can no longer afford 
to ignore.”  

(“U.S. Health in International Per-
spective – Shorter Lives, Poorer Health,” 
National Research Council and Institute 
of Medicine. The National Academies Press, 
January 2013.)

Americans will have difficulty accept-
ing this pessimistic view of our nation and 
its vast healthcare complex. Many of us 
are already aware that medical care in this 
country is the most expensive in the world. 
It would seem logical that if we spend the 
most money we must be buying the best 
care. But some nations spend only half the 
U.S. amount and produce health outcomes 
that equal and often surpass our perfor-
mance levels.

Comparing U.S. spending on healthcare 
to the rest of the world is not for the faint 
of heart. The table at right shows that U.S. 
healthcare spending in 2010 was $8,233 
per capita, which is 2.5 times the average 
for 34 member nations of the Organization 
for Economic Cooperation and Develop-
ment (OECD), which includes the United 
States. U.S. spending in that year was also 
53% higher than Norway, which is second 
highest at $5,388 per capita. 

When we examine the im-
pact on national economies, 
we find that nearly one-fifth 

of the U.S. economy is devoted 
to healthcare. The percentage of 

healthcare spending in gross domes-
tic product (GDP) in 2010 for the U.S. was 
17.6% compared to the Netherlands in 2nd 
place at 12%. France and Germany are tied 
at 3rd place with 11.6% of GDP. The OECD 
average is 9.5% of GDP, slightly more than 
half of the U.S. amount. 

And what do we get in return for our 
lavish spending on healthcare? Not nearly 
enough. While nearly every OECD country 
provides coverage for all or nearly all of 
its population, our healthcare system cur-
rently leaves out an estimated 50 million 
or more people. 

As noted in my last column (March-
April 2013), projections by the Congres-
sional Budget Office in 2012 show that U.S. 
healthcare’s share of Gross Domestic Prod-
uct (GDP) will continue to grow rapidly 
and contribute significantly to the deficit 
problem that this country is already facing. 
According to CBO estimates, healthcare 
and deficit spending will occupy two-thirds 
of GDP by the year 2087, assuming that 
nothing further is done to curb runaway 
healthcare spending and deficits. We can 
reasonably expect that action will be taken 

T
over the next few years. The report ended on 
the following gloomy note: 

“That the health of Americans does not 
meet the standard that now exists in other 
rich nations is a tragedy for all age groups, 
but especially for children. Behind the sta-
tistics detailed in this report are the faces of 
young people—infants, children, and adoles-
cents—who are unwell and dying early because 
conditions in this country are not as favor-
able as those in other countries. Overall, young 
Americans are entering adulthood in poorer 
health than their counterparts in other coun-
tries and therefore face a future with greater 
risks of disease and the other life challenges 
they bring than did their parents. This alone 
is reason enough for concern, but the nation’s 
leaders—in government and business—also 
understand what the nation can expect from 
a future generation of workers, executives, and 
military recruits whose illnesses and socio-
economic disadvantages compromise their 
productivity and require more intensive health 
care. This forecast has obvious implications 
for national security and for the economy—
the price tag of the U.S. health disadvantage 
is unlikely to be small. 

The Institute of Medicine, a division of the National Academy of 
Sciences, is the most authoritative voice in the nation with respect to 
identifying and researching problems in healthcare and providing 
workable solutions. In a recent comprehensive 400-page study, the IOM 
compared U.S. healthcare to that of other nations and concluded that our 
system (or non-system) of medical care falls short in many respects.

HealtHcare costs:
a mammotH problem
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well within the next 75 years to ensure that 
the CBO forecast will not come true. The 
question is what will we do and when will 
we do it? The fact that the healthcare indus-
try has enjoyed 50 years of rapid, sustained 
spending growth should discourage us from 
thinking that solutions will be easy.

The Commonwealth Fund published a 
brief recently that calculates how much 
would have been saved if U.S. per capita 
healthcare spending over the period 1980-
2010 would have matched that of Switzer-
land, which maintained second place in 
spending for most of those years. Granted, 
the Swiss were a very distant second with 
the U.S. spending at an annual rate more 
than 50% higher for the past decade. But 
according to the Commonwealth Fund, 
dropping our spending rate by just one in-
crement during the 30-year period would 
have theoretically saved us $15.5 trillion. 
That amount would have enabled us to pay 
college expenses for 175 million students. 
Or it could have been used to pay off our 
$11.6 trillion federal debt with $3.9 trillion 
left over. This exercise reminds us that there 
are other important economic activities 
(like education and infrastructure) that 
need attention and funding.  (The Road Not 

Taken: The Cost of 30 Years of Unsustain-
able Health Spending Growth in the United 
States, Commonwealth Fund, March 31, 2013)

So where do we go from here? The first 
step would be acceptance of reality: U.S. 
healthcare costs way too much and delivers 
way too little. For all the money spent on 
healthcare, we still have 50 million people 
who are uninsured. Most of the highly de-
veloped nations provide coverage for 100% 
of their population and do so at costs sub-
stantially lower than the U.S. A major step 
in the right direction is the Affordable Care 
Act (ACA) which provides coverage for most 
low-income adults either through Medicaid 
or with subsidies to purchase private insur-
ance. But Washington gridlock has seeped 
down to the state level in many cases and 
nearly half of states are refusing the very 
generous federal funding offered by the ACA 
to expand Medicaid. 

While we wait for the political bickering 
to subside, we might take a look at another 
report by IOM that includes estimates of 
excess costs in health care in 2009. Total 
excess cost for these six categories is $765 
billion. While that amount might seem triv-
ial these days, note that over a ten-year pe-
riod it totals $7.6 trillion. 

Another problem is the insistence by 
some groups that the government end or 
drastically reduce its presence in the health-
care arena. Supposedly, banishing govern-
ment from the healthcare landscape would 
allow a free market in healthcare to flourish. 
Costs would plummet and quality would 
rapidly improve. This flawed idea has led 
to “consumer-driven healthcare,” which 
aims to put the consumer (aka, patient) in 
charge. But our beloved market economy 
that seems to magically improve quality 
and reduce costs in so many ways is no 
match for a stubbornly wasteful and un-
derperforming healthcare system. Instead 
we should look to government as a partner, 
rather than an enemy, in helping to solve 
this mammoth problem which is literally 
threatening to bring down our economy. 
More about that next time. n

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

 1960 1970 1980 1990 2000 2010 2010

United States $148 $356 $1,102 $2,851 $4,791 $8,233 1

Norway $49 $143 $666 $1,367 $3,043 $5,388 2

Switzerland $166 $351 $1,033 $2,030 $3,222 $5,270 3

Canada $123 $294 $777 $1,735 $2,519 $4,445 7

Germany N/A $269 $977 $1,798 $2,678 $4,338 9

Sweden N/A $311 $943 $1,594 $2,287 $3,758 12

United Kingdom $84 $159 $466 $960 $1,834 $3,433 15

OECD AVERAGE* $78 $197 $628 $1,185 $1,888 $3,329  
Note: Spending per capita for each nation is adjusted for purchasing power parity in U.S. dollars. *OECD Average 
shows health expenditures per capita for all member nations of the Organization for Economic Cooperation and 
Development that reported for the year shown. **OECD Rank 2010 shows spending level ranking for 7 OECD nations 
among all 34 member nations for 2010.

Healthcare spending per capita in United states and 
selected developed countries (1960-2010)

**
OECD Rank 

 Estimate of  
Category  Excess Costs

Unnecessary  $210 billion
Services 

Inefficiently delivered  $130 billion
services 

Excess administrative  $190 billion
costs 

Prices that are too high $105 billion

Missed prevention  $55 billion
opportunities 

Fraud $75 billion

Total  $765 billion

Source: Best Care at Lower Cost: The Path to 
Continuously Learning Health Care in America, Institute 
of Medicine, 2010

ioM: estimated sources 
of excess costs in Health 
care (2009)
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Rounds
Partnership Helps Cancer 
Patients and Caregivers Thrive 
Mary Bird Perkins Cancer Center at St. Tammany 
Parish Hospital has partnered with Pillars4Life 
and the LIVESTRONG Foundation to improve the 
quality of life for cancer patients and their families 
through an innovative program. 

Pillars4Life is a free online coping-skills train-
ing program with specially-trained mental health 
professionals teaching the evidence-based cur-
riculum. Through online training groups held 
via phone or video conference, participants are 
guided through 10 coping skills training courses— 
all from the comfort of their own homes.

The fear, confusion, anxiety, and distress that 
often accompany cancer and its treatment can be 
overwhelming. This program teaches patients and 
their families a concrete set of skills for relieving 
fear, clearing confusion, gaining a sense of control, 
and cultivating inner peace. These skills improve 
decision-making, allow patients and caregivers 
to optimize their support systems, help them 
mobilize resources for getting their needs met 
and ultimately improve the quality of their lives. 

The Pillars4Life program will be implemented 
in 20 hospitals across the United States, includ-
ing Mary Bird Perkins Cancer Center at St. Tam-
many Parish Hospital. For more information on 
the program or to learn how to participate, please 
contact Jane Freudenberger, MSW, LCSW at 985-
276-6832 or jfreudenberger@marybird.com.

West Jefferson Hospital 
Foundation Elects New Board 
Officers and Directors
The board of directors of the West Jefferson 
Hospital Foundation recently elected new of-
ficers and directors. Foundation board trustee 
and local business leader Jack Stumpf of Jack 
Stumpf and Associates was elected as president; 
Karen Ward as vice-president, and Steve Brown 
as secretary-treasurer. 

Mr. Stumpf’s community, business, and civic 
associations include: the Friends of Jefferson 
the Beautiful, the Westbank Railroad Transpor-
tation Authority, the Jefferson Business Council, 
Jefferson Edge, the Regional Planning Commis-
sion, the Westbank Rotary Club, the Harvey Canal 
Industrial Association, the Iberia Bank Advisory 

Ochsner First in Region 
for TAH Transplant 
The John Ochsner Heart & Vascular Institute 
(JOHVI) at Ochsner Medical Center has performed 
the Gulf South Region’s first Total Artificial Heart 
(TAH) implant. The latest advancement in me-
chanical heart technology, the Syncardia TAH is 
the world’s first and only FDA approved device. 
From Louisiana to the Florida Panhandle, Ochsner 
is the only provider to offer this technology and is 
one of only 40 sites in the United States certified 
to implant the artificial heart.  

The artificial heart is a device that contains 
the same components as a real human heart. It 
serves as a bridge to heart transplant for patients 
who suffer from severe heart failure. Ochsner 
performed the first successful heart transplant 
in Louisiana in 1985, and has since performed 
over 800 heart transplants.

During the nearly eight-hour surgery, a team 
of physicians, nurses and medical professionals 
worked together to remove the patient’s diseased 
heart and implant the Total Artificial Heart. For 
the privacy and protection of those involved, no 
information will be released on the patient or their 
family at this time. Aditya Bansal, MD, Cardiotho-
racic Surgery, John Ochsner Heart & Vascular 
Institute, was the lead surgeon who performed 
the first Total Artificial Heart procedure.

To qualify for TAH, patients must:
•  Be diagnosed with Class III/IV Heart Failure
    Symptoms
•  Have left ventricular ejection fraction (LVEF)
    < 35%
•  Suffer from early End Stage Organ Dysfunction
•  Experience ventricular Arrhythmias
•  Have been hospitalized for heart failure in
    the past six months
•  Be considering hospice
For more information visit, www.ochsner.org/

TotalArtificialHeart or call 504-842-3925.  

River Parishes Hospital 
Launches New Mobile Website
River Parishes Hospital recently launched a new 
mobile version of its hospital website to better 
serve the River Parishes community and to re-
spond to the growing demand for health infor-
mation by owners of smart phones.

The new website can be found by visiting www.
RiverParishesHospital.com on a smart phone. The 
web server can detect the use of a mobile web 
browser and will automatically route the user to 
the new mobile website.

According to the Mobile Health 2012 survey 
of Internet users by the Pew Internet & Ameri-
can Life Project, 52% of smart phone users have 
used their phone to look up health or medical 
information. Surveys also found that 87% of U.S. 
adults own a cell phone, 45% of whom own smart 
phones.

The hospital’s mobile website helps consumers 
find a doctor, get directions to the hospital, learn 
about hospital services, search for a career, and get 
quick access to valuable health-related informa-
tion. Consumers can also link to healthy recipes, 
daily health news, and the hospital’s full website.

The mobile website was developed for River 
Parishes Hospital by its parent corporation, Life-
Point Hospitals®. 

Ochsner Names Chief 
Development Officer
Ochsner Health System announced that Michelle 
Dodenhoff has accepted the position of Senior 
Vice President and Chief Development Officer 
(CDO) for Ochsner Health System. Dodenhoff 
comes to Ochsner from the University of South 
Carolina where she served most recently as the 
Vice President for Development and Alumni Af-
fairs and was responsible for all programs and 
activities related to philanthropic support and 
alumni engagement. She has raised over $700 
million dollars toward a goal of $1 billion for the 
University. 

Prior to joining the University of South Caro-
lina, Dodenhoff spent more than a decade with 
Tulane University Health Sciences Center where 
she served as the Director of Annual Giving, Direc-
tor of Alumni Relations and Annual Giving, and 
Director of Major Gifts.  Among her many accom-
plishments at Tulane, Dodenhoff organized, over-
saw and participated in the leadership and major 
gifts phase of the Health Sciences portion of the 
University’s $225 million capital campaign.   

A New Orleans native, Dodenhoff earned her 
BA in Economics from Hollins University in Roa-
noke, Virginia. 

go online foR enews updates // www.healthcarejournalno.com
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Board, the Jefferson Chamber of Commerce, and 
the Bureau of Governmental Affairs.   

At the annual meeting, the Board also elected 
a new board member: Charles Frederick of Boom-
town Casino. In addition, the 2013 trustees were 
elected. These are Garey Alimia, immediate past 
president; Jean Kass Connick; Charles G. Jones; 
Woody Oge; Stanton Salathe; Judy Sullivan; Mike 
Vira; and Rudy Sampey of the Hospital Auxiliary.  

EJGH Earns Heart Failure 
Accreditation
East Jefferson General Hospital announced that 
it is the first Louisiana hospital to receive Heart 
Failure Accreditation from the Society of Cardio-
vascular Patient Care (SCPC). SCPC is an interna-
tional not-for-profit organization that focuses on 
transforming cardiovascular care by assisting 
facilities in their effort to create communities of 
excellence that bring together quality, cost, and 
patient satisfaction.

By being Heart Failure Accredited, EJGH has 
enhanced the quality of care for heart failure 
patients and has demonstrated its commitment 
to higher standards. Recognizing that heart fail-
ure is a leading cause of mortality in the U.S., the 
new status in Heart Failure Accreditation demon-
strates the hospital’s commitment to effectively 
managing the increasing numbers of heart failure 
patients presenting to emergency departments. 
With a goal of reducing inappropriate hospital 
admissions and re-admissions, EJGH seeks to 
improve patients’ quality of life and ensures 
appropriate placement of patients based on clini-
cal presentation and initial response to treatment.

STPH Highlights Staff Changes
St. Tammany Parish Hospital recently celebrated 
staff achievements and welcomed new members 
to the hospital:

•  Catherine Bethel, RN, has renewed her OCN 
Certification. This certification identifies her as an 
oncology certified nurse through December 2016.

•  Melanie Hunley, Department Head of Health 
Information Management, has been named 
Project Manager for the roll-out of a new inte-
grated clinical and financial IT system to advance 
STPH’s commitment to use technology to improve 
patient safety and quality care.

•  Cindy Ingram, BSN, MSN, has joined STPH 
as Department Head of Endoscopy, Ambulatory 
Care, and Pre-op. She spent more than eight years 
at LSU Bogalusa Medical Center including work in 
Quality & Risk Management/Joint Commission, 
Ambulatory Care, OP & Assistant Nursing Direc-
tor of Inpatient units.

•  Charles W. Jastram, Jr., PharmD, FASHP, is 
the new Department Head for Pharmacy at STPH. 
Before joining STPH, he was Associate Professor 
and Department Head of the Department of Clini-
cal and Administrative Sciences in the College at 
Pharmacy at the University of Louisiana at Mon-
roe. Jastram received his doctorate in pharmacy 
from Xavier University in 1991. 

Bernard Joins John Ochsner 
Heart and Vascular Institute 
The John Ochsner Heart and Vascular Institute 
has welcomed new electrophysiologist, Michael 
Bernard, MD, PhD to its staff. Dr. Bernard earned 
his joint medical and graduate degree from the 
Medical University of South Carolina (MUSC) in 
Charleston, South Carolina. He completed a resi-
dency in Internal Medicine at Vanderbilt University 
Medical Center and returned to MUSC to complete 
his Cardiology and Electrophysiology Fellowship 
training. Dr. Bernard is ABIM Certified in Cardio-
vascular Disease and eligible in Clinical Cardiac 
Electrophysiology.

Dr. Bernard has a particular interest in the 
treatment of cardiac arrhythmias and has exten-
sive experience with complex catheter ablations. 
His clinical interests include cardiac device 

implantation and monitoring as well as treat-
ment of cardiac arrhythmias. Research interests 
include oral anticoagulant strategies for cardiac 
device implantation and complex ablation pro-
cedures. During his graduate and post-graduate 
training, Dr Bernard authored or contributed to 
over 15 peer-reviewed publications. 

Lakeview Offers Emergency 
Transfer Service 
Lakeview Regional Medical Center now offers 
emergency transfer services through collabora-
tion with Lagniappe Transfer Center. Reinforcing 
Lakeview’s commitment to outlying areas, when a 
patient requires a higher level of care, Lagniappe 
Transfer Center will work with the patient’s facility 
to assure a seamless and timely transfer to the 
facility. This partnership provides the patient with 
the appropriate care they need, and their families 
have peace of mind knowing access to a higher 
level of care is quickly available.

Bret Kolman, Chief Executive Officer of Lakev-
iew Regional Medical Center, says the availabil-
ity of efficient patient transfer is critical in many 
situations such as trauma, cardiac, surgical, and 
stroke-related conditions, in addition to patients 
with less urgent needs. Lakeview Regional and the 
Lagniappe Transfer Center work together to coordi-
nate all aspects of transferring patients efficiently 
from one hospital or healthcare facility to another.

WJMC Offers Free Quit 
Smoking Program 
With a nod to the upcoming No Tobacco Day on 
May 31st, West Jefferson Medical Center is of-
fering a free Quit Smoking Program to eligible 
individuals. Recently, West Jefferson entered 
into an agreement with the Smoking Cessation 
Trust to bring free ‘quit smoking’ programs to 
candidates who are residents of Louisiana and 
started smoking before September 1, 1988. The 
free program offers Nicotine replacement therapy 
or prescription medication, group and individual 
counseling, and quit-line coaching. 

Over the past year, tobacco cessation initia-
tives at West Jeff have experienced a multifold 
increase in participation, attributed to internal 
promotions and a public awareness campaign. 
The WJMC campus became completely smoke 

Michelle Dodenhoff, left, recently accepted 
the position of senior vice president and 
chief development officer for Ochsner Health 
System. The John Ochsner Heart and Vascular 
Institute has welcomed new electrophysiologist, 
Michael Bernard, MD, PhD to its staff.
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free more than a year ago to include the exterior 
and external properties of the Medical Center. The 
hospital itself has been a no-smoking facility for 
many years. To emphasize the tobacco ban on 
other campus properties and to also announce 
a new low-dose CT screening offer, West Jeff 
implemented a number of promotions to get 
the word out about smoking cessation, detec-
tion, and prevention.

Handouts and educational materials are avail-
able to community groups for distribution via 
the Pulmonary Medicine Department or Cancer 
Center at West Jefferson Medical Center. For more 
information, call (504) 349-2340 or visit www.
wjmc.org/stopsmoking.

EJGH Foundation Names 
2013 Board of Trustees
The Foundation at East Jefferson General Hos-
pital has named its 2013 Board of Trustees and 
welcomed new members. The Foundation at 
East Jefferson General Hospital generates phil-
anthropic support for EJGH through education, 
communication and active ambassadorship to the 
community. Established in 1969, The Foundation 
is an independent 501 (c) 3 non-profit organiza-
tion governed by a community board of trustees.

Mr. Robert A. Mathis has been elected Chair and 
will serve as the leader of the volunteer Board. 
The Foundation also welcomed  the following 
new trustees: Dianne Breaux, Eric Ehrensing, MD, 
Hollie Ericksen, Rubye Noble Evans, Diane Hol-
lis, Thomas J. Kennedy, MD, Mark J. Peters, MD, 
Puneet Singha, MD, and John B. Troendle.

The Foundation at EJGH 2013 Board of Trust-
ees includes:

•  Robert A. Mathis, Chair
•  Wayne E. Thomas, Immediate Past Chair
•  Marc F. Eagan, Chair-Elect
•  John H. Gin, Treasurer
•  Darryl J. Ward, Secretary

  •  Christine R. Senner, Philanthropy    
     Committee Chair

•  Ginger Crawford
•  Eric Ehrensing, MD
•  Hollie Ericksen
•  Rubye Noble Evans
•  William L. Goggans
•  Diane Hollis
•  Grady S. Hurley
•  Thomas J. Kennedy, MD
•  Chad K. Landry
•  Paul D. Monsour, MD
•  Julie N. Murphy

•  Fred G. Parker
•  Stacey Shane Schott
•  Lawrence J. Sisung, Jr.
•  John B. Troendle
•  Mark J. Peters, M.D., EJGH President/CEO
•  Dianne Breaux, EJGH Auxiliary
•  Puneet Singha, M.D., EJGH Medical Staff
•  Carolyn A. Chassee, CFRE, President/CEO

Ochsner Transplant 
Institute Ranked First 
The Ochsner Multi-Organ Transplant Institute per-
formed the most liver transplants and tied for the 
most kidney/pancreas transplants of any medical 
center in the United States in 2012, according to 
statistics compiled by the United Network for 
Organ Sharing (UNOS), the nonprofit organiza-
tion that manages the nation’s transplant system.

In 2012, Ochsner performed 174 liver trans-
plants, making it the leader among 137 U.S. medi-
cal centers. Ochsner also performed 27 kidney/
pancreas transplants taking the lead among 116 
U.S. medical centers. These numbers account for 
nearly 3 percent of the nation’s liver and kidney-
pancreas transplants.

The Ochsner Multi-Organ Transplant Institute 
performed Louisiana’s first kidney transplant in 
1973 and first liver transplant in 1975. It is the 
only institution in the state to include lung, heart 
and pediatric heart, and living donor liver trans-
plant programs. 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 
transplants. In 2012, more than 2,900 patients 
were referred to Ochsner as potential transplant 
candidates and 356 of those transplant proce-
dures were performed. 

Back & Spine Center Opens 
at Ochsner Baptist
Ochsner Baptist Medical Center recently opened its 
new state-of-the-art Back and Spine Center solely 
focused on providing comprehensive care and re-
lief to patients suffering from spine or back pain. 
The center features a multidisciplinary approach 
to patient care. Fellowship-trained physicians from 
the Orthopedics, Neurosurgery, Pain Management, 
Physical Medicine and Rehabilitation, Psychiatry, 
Physical Therapy, and Occupational Therapy de-
partments will all be housed under one roof so that 
a patient can be evaluated by any or all disciplines 
at one time, rather than attending numerous ap-
pointments. A dedicated patient navigator will 

guide each patient through their care.
The Back and Spine Center is designed around 

an innovative, patient-centered approach. The 
space itself is conveniently designed to minimize 
unnecessary patient movement. Private consul-
tation rooms are attached to each examination 
room so that patients can comfortably discuss the 
plan of care with their doctors. Additionally, the 
Center boasts a technologically advanced “col-
laboration room” where the doctors can meet to 
review their cases. 

Should the plan of care require surgery, a 
nurse-led spine seminar will prepare patients 
and set post-operative expectations, including 
dietary and nutrition advice. Ochsner Baptist’s 
dedicated inpatient hospital unit features all pri-
vate rooms, seven day a week physical therapy, 
and an all-RN staff.

Dr. James Holmes Memorial 
Cancer Resource Room Opens
The Interim LSU Public Hospital recently opened 
the Dr. James Holmes Memorial Cancer Resource 
Room, a dedicated area where ILH inpatients, out-
patients, their families, and ILH staff can receive 
information and support on all cancer-related 
issues, across the entire spectrum of the disease, 
including prevention, diagnostic work-up, diagno-
sis, treatment, symptom management, survivor-
ship, and end of life. Well stocked with pamphlets 
and brochures on a wide range of cancer topics, 
the room also has two computers, which patients 
can use to obtain online educational material. 
The room’s amenities and resources will provide 
physical, emotional and spiritual support to pa-
tients. Tami Hills of Nola Clutter Busters gener-
ously contributed some of her expertise, time and 
labor to create a light, positive, and comfortable 
environment for the Cancer Resource Room. 

The creation of the room was a collaboration 
between Colleen Lemoine, MN, RN-BC, APRN, 
AOCN, Jean Clavier, RHIA, CTR, CPC, and Vilija 
Vaitaitis, a second-year medical student at 
LSUHSC. LSUHSC medical students will provide 
assistance in the room as volunteers. The Medical 
Center of Louisiana Foundation (MCLF) provided 
half of the funding for the room from its Spirit 
of Charity 2011 fundraiser. The recipient of the 
annual Spirit of Charity Award for that year, Dr. 
Charles V. “Bo” Sanders, designated the proceeds 
from the event for the care of cancer patients. The 
Foundation used a bequest it received from the 
estate of the late Dr. James William Carl Holmes 
for the other half.
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St. Charles Parish Hospital 
Adds Ambulances
St. Charles EMS continues to grow with the intro-
duction of three brand new ambulances, which 
also include the latest in equipment for cardiac 
treatment. This technology makes each unit ca-
pable of beginning hospital-level care immedi-
ately. The use of this cutting-edge technology 
allows physicians and/or cardiologists to have the 
proper treatment protocols in place before a pa-
tient even arrives in the emergency department. 

“The Paramedics having the ability to trans-
mit a 12-lead EKG for review by a cardiologist 
from the field is an enormous step forward. The 
transmitted 12-lead EKG data allows our physi-
cians to confirm a severe heart attack, and link 
pre-hospital, emergency room, and cardiac treat-
ment teams to help in the amount of time it takes 
for the patient to see the doctor,” said Ken Rous-
seau, Director of Emergency Medical Services at 
St. Charles Parish Hospital.

Each new unit is also equipped with the ZOLL 
AutoPulse system. The ZOLL AutoPulse system 
provides hands free, constant, and consistent, 
chest compressions on a patient allowing care 
givers to perform additional life saving measures. 
This reduces the amount of time the patient goes 
without chest compressions, improves blood flow 
for cardiac arrest victims, and ensures clinical 
safety. Also present in each new unit is the Power-
LOAD Stretcher System. This innovative system 
allows patients to be lifted and lowered into and 
out of the ambulance by using hydraulics that can 
support up to 700 lbs. This one touch system pro-
vides for reduced patient and operator injuries. 

All three of the new ambulances were funded 
by the community of St. Charles Parish after the 
April 2012 millage was passed. The Proposition 
on the ballot asked voters of the parish to allow 
the hospital to issue $15 million in bonds to fund 
several vital capital projects. 

Ochsner Performs First In 
Utero Surgery in Gulf South 
Colby Boudreaux is moving his legs and feet. While 
this is something most parents take for granted, 
for Colby it’s remarkable. He underwent a life-
changing surgery at Ochsner Medical Center in 
New Orleans to correct the myelomeningocele 
birth defect, the most serious form of spina bifida, 
12 weeks before he was born. During a ground-
breaking surgery, Ochsner Medical Center’s fetal 
surgery team of 18 physicians and nurses oper-
ated on the 23-week-old fetus while still in his 

mother’s uterus, a procedure that fewer than 10 
hospitals in the United States are able to perform.

Myelomeningocele (MMC) affects approxi-
mately one in every 1000 babies born in the 
United States each year. MMC occurs when the 
spinal cord is exposed through an opening in 
the spine, leaving nerves exposed and vulner-
able to injury from amniotic fluid. It can lead to 
hydrocephalus (a buildup of spinal fluid in the 
brain which can cause neurological disabilities), 
problems with movement of the lower limbs, 
sensation impairment, and bladder and bowel 
issues for the rest of the child’s life.

Traditionally, surgeons wait to repair the defect 
until after a baby is born. But, the landmark 2011 
Management of Myelomeningocele Study (MOMS) 
found that babies who received the surgery pre-
natally were half as likely to need a ventricular 
shunt (a plastic tube placed inside the brain to 
reduce pressure), twice as likely to walk indepen-
dently at two years of age and had better motor 
function than those who had surgery after birth.

During the delicate two hour operation, Och-
sner’s fetal surgery team worked together to repair 
the hole in Colby’s back. The mother’s uterus was 
opened by the maternal fetal medicine physicians 
and the fetus was lifted and held just slightly out 
of his mother’s womb where the MMC defect in his 
spine was closed by the pediatric neurosurgeon. 
After a plastic surgeon closed his skin incision, 
he was placed back into the uterus and the MFM 
doctors then closed the uterus tightly. During the 
procedure, two pediatric cardiologists and two 
obstetric anesthesiologists monitored Colby and 
his mother to make sure they remained stable. A 
neonatology team stood by in case of an emer-
gent delivery. At the time of surgery, little Colby 

weighed just over one pound.
When he was born 12 weeks later, Colby 

weighed 4 pounds, 12 ounces. His physicians 
are thrilled with his prognosis, saying it is the 
best result they could have hoped for. Colby left 
the hospital with excellent leg movements, func-
tioning bowel and bladder, and no evidence of 
hydrocephalus.

STPH Celebrates 
Certified Nurses Day 
St. Tammany Parish Hospital celebrated Certified 
Nurses Day by honoring its board certified nurses. 
The following nurses were recognized for their 
professionalism, leadership, and commitment 
to excellence in patient care: 

Adam Allen; Arlyn Arseneaux; Barbara Beck-
ham; Donna Berbling; Cathy Bethel; Ken Browne; 
Jason Cancienne; Chryl Corizzo; Shannon Cuc-
cia; Page Decker; Marilyn Fourcade; Elizabeth 
Frierson; David Harrison; Terri Johnston; Nancy 
Ledet; Rachel Michel-Donovan; Debbie Miller; 
Patricia O’Shea; Richard Satter; Staci Scallon; 
Paula Schindler; Julie Small; Janet Stelly; Susan 
Titman; Toby Tournillon; and Dana Vidal.

Board Certification of nurses plays an increas-
ingly important role in the assurance of high stan-
dards of care for patients and their loved ones. 
Nursing, like healthcare in general has become 
increasingly complex. A registered nurse (RN) 
license is the bedrock of general nursing practice. 
The knowledge-intensive requirements of modern 
nursing make certification an important part of 
successful nursing careers.

St. Tammany Parish Hospital encourages 
national board certification for all its nurses. Many 
nursing certification bodies exist to serve the full 

Three new St. Charles Parish Hospital ambulances feature the latest in technology.
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range of specialized nursing care offered in the 
contemporary health care system; national nurse-
certifying bodies should be accredited by either 
the Accreditation Board for Specialty Nursing 
Certification (ABSNC) or the National Organiza-
tion for Competence Assurance (NOCA), or both. 

Executive Director Honored 
for Community Achievement
Jennifer Steel, RN, the Executive Director of the 
West Jefferson Hospital Foundation, was honored 
with a Nightingale Award for Outstanding Com-
munity Achievement by a Registered Nurse, by 
the Louisiana Nurses Foundation during its 12th 
Annual Nightingale Awards Ceremony.

Steel has been a part of the West Jefferson 
Medical Center (WJMC) family for more than 40 
years. In addition to being a registered nurse, 
WJ’s community liaison officer, and Executive 
Director of the Foundation, she is also a member 
of the Board of the Harvey Canal Industrial Asso-
ciation, the Board of Café Hope, and the Board 
of the Rotary Club of Westwego. She has also 
been involved with the Jefferson Chamber, Ameri-
can Cancer Society, American Heart Association, 
United Way, Jefferson Parish Health task Force, 
PACE, and the West Jeff Hospital Auxiliary. Along 
with her husband, Lionel P. Bourgeois, MD, she has 
been a long-time volunteer for Westbank Beauti-
fication and has worked on litter abatement and 
beautification initiatives.

West Jefferson’s VP/Assistant Chief Nursing Offi-
cer, Anthony Digerolamo, was nominated as Nurs-
ing Administrator of the year; Tracie Lecompte, 
RN, was nominated as Registered Nurse Mentor 
of the Year; and WJMC was also nominated with 
a Hospital of the year Award.

New OB/GYN Joins Lakeview 
Lakeview Regional Medical Center recently wel-
comed Dr. Jill Gibson. A graduate of the OB/GYN 
residency at LSUHCS in Shreveport, Dr. Gibson 
will practice general obstetrics and gynecology.

Dr. Gibson completed her residency and intern-
ship at LSU Health Sciences Center in Shreve-
port and received her Doctor of Medicine from 
the American University of the Caribbean in St. 
Maarten, N.A. She received a Bachelor of Science 
in Clinical Laboratory Sciences from LSU Health 
Sciences Center in New Orleans. 

Dr. Gibson’s practice will cover the full spec-
trum of women’s health services including pre-
conception counseling, routine prenatal care, 
birth control, and hormone replacement therapy. 

Lakeview Regional Medical Center’s Women’s 
Services department is undergoing an extensive 
renovation project to upgrade the post-partum 
patient rooms into private luxury suites. Private 
tours are available. Lakeview Regional also offers 
amenities that reflect the understanding that 
expectant mothers are not the typical hospital 
patient, including concierge service, room ser-
vice, and iPad rental. Lakeview offers OB/GYN 
physicians the latest technology by being the 
only hospital on the Northshore to offer Airstrip 
OB, the latest in fetal monitoring and surveillance. 

SMH Board of Commissioners 
Selects 2013 Officers
At its recent meeting, the Slidell Memorial Hos-
pital Board of Commissioners selected Walter J. 
“Dub” Lane as Board Chairman for 2013. Lane, 
who has represented residents of Ward 8 since 
2006, is an Associate Professor of Economics at 
University of New Orleans. He previously served 
as Secretary/Treasurer from 2010-2012.

Board officers are elected annually. David G. 
Manella, who represents Ward 8 and has served 
on the Board since 2009, was selected to serve 
as Vice Chairman for 2013. Larry P. Englande, 
representing Ward 8, was selected as the Sec-
retary/Treasurer; a Board member since 2003, 
he has served as Board Chairman in 2006, 2007 
and 2011- 2012.

Joining the officers on the Board are members: 
Kumar K. Amaraneni, MD, representing Ward 9; 
Michael D. Casey, MD, the Medical Staff President; 
Daniel Ferrari, representing Ward 7; Thomas Hall, 
MD, representing Ward 8; Daniel McGovern, IV, 
representing Ward 9 and, Clinton Sharp, MD, the 
Medical Staff Representative.

St. Tammany Parish Hospital Service District 
No. 2 (Slidell Memorial Hospital) is governed by 

a nine-member Board of Commissioners. Seven 
members are appointed by an appointing author-
ity (comprised of a local legislative delegation) 
from nominating committee recommendations. 
The remaining two members are the President of 
the Medical Staff and one Medical Staff appoin-
tee. The Board of Commissioners is responsible 
for the quality of the medical care provided at 
the hospital.

Hawkes Named 
Cardiopulmonary Director
Jason Hawkes, RRT BS(CPS), who previously 
served as Cardiopulmonary Supervisor has been 
promoted to Cardiopulmonary Director of River 
Parishes Hospital. Hawkes began his employ-
ment with RPH last May as the Cardiopulmonary 
Supervisor. He has over 12 years of respiratory 
therapy experience, of which four years are in a 
charge/supervisory capacity. Hawkes received a 
Bachelor’s Degree in Cardiopulmonary Science 
from LSU Health Science Center and is a member 
of the American Association of Respiratory Care.

Tulane Surgeons Perform 
New Heart Procedure
Physicians at the Tulane Heart & Vascular Institute 
recently performed a novel, minimally invasive 
procedure to repair an aortic dissection, a tear 
in the inner wall of the major blood vessel that 
carries blood from the heart. This may be the first 
time this procedure has ever been performed, as 
there are no previous reports of this form of repair 
done in the United States. 

In the United States, 2,000 to 3,000 new cases 
of aortic dissection occur each year usually due to 
high blood pressure. A patient recently presented 
to Tulane Medical Center with the most serious 
form of aortic dissection, called Type A, which 
occurs in the upper part of the aorta near the 
heart. Type A aortic dissection typically requires 
emergency surgery to repair the blood vessel and 
prevent the tear from spreading to the adjacent 
heart valves and arteries (coronary) that supply 
blood to the heart. 

During the traditional open heart surgical pro-
cedure for a Type A dissection, surgeons remove 
as much of the damaged aorta as possible, recon-
struct the aorta with a synthetic tube called a 
graft and repair the adjacent heart valve. The 
recent patient at Tulane Medical Center could 
not undergo traditional surgery due to conges-
tive heart failure. In an effort to save the patient’s 
life, a multidisciplinary team of physicians led by 
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Lakeview Regional Medical Center recently 
welcomed Jill Gibson, MD. Dr. Gibson will practice 
general obstetrics and gynecology. Jason 
Hawkes, RRT BS(CPS), has been promoted to 
Cardiopulmonary Director of River Parishes Hospital.
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associate professor and vascular surgery chief Dr. 
Albert D. Sam II performed the aortic repair with 
a novel minimally invasive approach. The team 
made small incisions in the groin and arm and 
used catheters and wires to guide a specialized 
graft to the damaged area of the aorta. X-ray imag-
ing was used to precisely place the graft across 
the tear in the blood vessel. This approach pre-
served the maximum amount of aortic tissue 
along with the heart valves and coronary arter-
ies which are typically removed and replaced in 
traditional surgery. 

North Oaks Baby Off the Charts
On March 1, 2013, Jaymien Jonathan Sandon 
made history as the first baby born at North Oaks 
Medical Center to have a state-of-the-art Elec-
tronic Health Record (EHR) instead of a paper 
medical chart.

Kari and Jonathan Sandon of Livingston wel-
comed their first child into the world at 8:20 p.m. 
on March 1, less than 15 hours after the final 
phases of implementation of Electronic Health 
Record technology were completed at the hos-
pital. Dr. Jaime Edwards of Magnolia Obstetrics 
& Gynecology Clinic in Hammond and Walker 
delivered baby boy Jaymien, who weighed 7 lbs., 
10 oz. and measured 20.5 inches long.

The health system partnered with Epic, an 
international health care technology firm, to 
implement the North Oaks e-ONE system. The 
project represents a $40 million community 
investment. 

ILH and Dargis Win Awards 
at Health Care Forum
The awards presentation at the sixteenth an-
nual LSU Health Care Effectiveness Forum, “LSU 
Health: Building Blocks for the Future,” recog-
nized achievements of hospitals throughout 
the LSU Health Care Services Division. Clinical 
Excellence Awards were given to those dem-
onstrating superior outcomes on a bundle of 
disease-specific performance measures. Clinical 
Lead Awards were given for leadership efforts 
in providing exemplary healthcare in disease 
management programs.

Interim LSU Public Hospital in New Orleans 
received the Clinical Excellence Award in Tobacco 
Cessation.

Julie Dargis, NP, with ILH, received the Clini-
cal Lead Award for HIV. The HIV physician team 
from the HCSD HIV clinics recognized the clinics’ 
nurse practitioners (NP) with the Clinical Lead 

Award for HIV because of the compassionate care 
they provide for patients who face a complicated 
set of problems, ranging from complex medicine 
regimens to stigma at the workplace and in the 
community. Serving as an anchor for patients, 
along with the rest of the support team, NP’s in 
each clinic can manage routine and urgent sit-
uations when the physicians are working else-
where. In some clinics, NP’s have taken on spe-
cialty care like GYN or diabetes, which strengthens 
the one-stop model of clinical care that the HIV 
team works to provide, increasing patients’ adher-
ence to visits and treatment.

STPH Ranks in Top 10 Percent 
for Inpatient Rehabilitation 
St. Tammany Parish Hospital announced it ranked 
in the top 10 percent of 789 inpatient rehabilita-
tion facilities (IRFs) that qualified to be ranked 
in the IRF database of Uniform Data System for 
Medical Rehabilitation (UDSmr) in 2012.

The rankings were determined by using 
UDSmr’s program evaluation model (PEM), a 
case mix-adjusted and severity-adjusted tool 
that provides facilities with a composite perfor-
mance score and percentile ranking drawn from 
nearly three-quarters of all IRFs in the country. 
UDSmr’s PEM Report Card uses the indicators 
of efficiency and effectiveness contained in the 
Inpatient Rehabilitation Facility Patient Assess-
ment Instrument (IRF-PAI), the Centers for Medi-
care and Medicaid Services’ reporting tool for 
the Inpatient Rehabilitation Facility Prospective 
Payment System (IRF PPS). 

SMH and Slidell Women’s Club 
Partner on Prevention
In an innovative partnership to help improve the 
health and lifestyles of the community, Slidell 
Memorial Hospital will team up with the Slidell 
Women’s Civic Club on a year-long community 
education and outreach initiative to be known 
as “Healthy Slidell.” The initiative brings together 
the community hospital and the civic club to 
expand community outreach, screenings, and 
engagement in an effort to encourage community 
members to choose to make lifestyle changes 
that reward them with better health so they can 
better enjoy all this area has to offer.

SMH will invest $20,000 in the initiative. SWCC 
members will invest their talents, time, and abil-
ity to reach more deeply into the community. 
Together, the partners share the goal of helping 
area residents prevent disease or to detect it early 

enough to be more easily treated.
Under the initiative, SWCC members will orga-

nize at least four events in 2013, each aimed at an 
important segment of the population and each 
seeking to positively impact local public health 
issues such as diabetes, cholesterol, and heart 
problems. They will also help the Slidell Memo-
rial Health Foundation with their mission to fund 
improvements in the quality of healthcare and 
services available to the community.

The “Healthy Slidell” initiative ties into and 
supports the hospital’s planned public commu-
nications efforts in 2013 aimed at disease pre-
vention by arming residents with support and 
information to make healthful lifestyle choices.

Members of the public who would like to 
arrange for a speaker or screening for their orga-
nization, business or club may contact Taffy Mor-
rison, (985) 280-2932, taffy.morrison@slidellme-
morial.org. 

Ochsner To Move Women’s 
Services To Ochsner Baptist 
Ochsner Health System has announced it will 
move its women’s services departments from the 
Jefferson Highway location to a state-of-the-art 
Women’s Pavilion at Ochsner Baptist hospital. 
The $40 million Women’s Pavilion is under con-
struction now and will open in Winter 2013 on 
the 4th, 5th, and 6th floors of Ochsner Baptist 
on Napoleon Avenue.

The Women’s Pavilion is focused on options 
that enhance the patient experience. For example, 
spacious mother/baby post-partum suites are at 
least 50 percent larger than the biggest room at 
Jefferson Highway. These newly-designed accom-
modations provide generous space for mother, 
family members and visitors. New moms will also 
enjoy amenities such as massages, manicures, 
and pedicures and 24-hour room service.

All women’s services departments currently 
located at Ochsner Medical Center on Jefferson 
Highway, including OB/GYN clinics, Labor and 
Delivery, Maternal Fetal Medicine and Gyneco-
logic Robotic Surgery, will move to the Women’s 
Pavilion at Ochsner Baptist. 

In conjunction with that move, Ochsner’s 
54-bed Level III Regional Neonatal Intensive Care 
Unit also will move to Ochsner Baptist. The new 
NICU will accommodate one-third more infants 
through its mixed-model design which includes 
private rooms, open bays and larger rooms for 
multiples. For those parents who can’t be with 
their babies every minute, the Nicview webcam 
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service is available free of charge so families can 
keep an eye on their babies from a smartphone 
day or night.

Ochsner also announced The Perkin Alterna-
tive Birthing Center, which was made possible 
in part by a generous gift from The Perkin Fund. 
A staff of Certified Nurse Midwives will provide 
mothers with a natural, holistic birth experience 
in a homelike environment with comfortable beds 
and birthing tubs. 

Louisiana Heart Hospital 
Expands Integration Model
The Louisiana Heart Hospital (LHH) announced 
that it has completed agreements for clinical in-
tegration with eleven physicians. The agreements 
represent another important step in the growth 
of the LHH integrated delivery system. 

By bringing together the personnel, informa-
tion sharing technologies, and facilities that are 
needed throughout all the stages of patient care, 
such as screening, acute care, rehab, prevention, 
and long term care, integrated healthcare deliv-
ery provides coordinated healthcare teams that 
improve patient care and outcomes, and increase 
efficiencies, said LHH.   

A major component of integrating physicians 
and doctors into their delivery system is the devel-
opment of sophisticated IT systems. LHH has just 
invested in developing a patient database that, 
when finished, will allow patient information to be 
easily accessible for everyone involved in caring for 
the patient. LHH has also invested in other areas 
crucial to comprehensive patient care including 
$5 million in improvements to the Cath Lab. Sig-
nificant imaging and diagnostic resources are also 
being expanded as part of the integration model.

The doctors joining the LHH Physician Network 
are as follows:

•  Farhad Aduli, MD, FACC has maintained a pri-
vate practice on the Northshore since 1999 with 
Board Certifications in Internal Medicine, Cardio-
vascular Disease and Interventional Cardiology.  

•  Michael C. Finn, IV, MD, FACC has maintained 
a private practice in Louisiana since 1976 with 
Board Certification in Internal Medicine and Car-
diovascular Disease. 

•  Walter E. Gipson, IV, MD has maintained a pri-
vate practice in Picayune, Miss., since 1996 with 
Board Certification in Family Practice. 

•  Cary F. Gray, MD has maintained a private 
practice in Slidell since 1980 with Board Certifica-
tion from the American Board of Surgery. 

•  Adam C. Hankins, MD has maintained a 

private practice since 2005 and is certified by 
the American Board of Surgery in general and 
vascular surgery

•  Waseem Muhammad Jaffrani, MD, FACC  has 
been practicing in Louisiana for 15 years and 
holds Board Certification in Internal Medicine 
and Cardiovascular Disease. 

•  David Kaplan, MD has maintained a private 
practice in Slidell since 1999 with Board Certi-
fication from the American Board of Surgery in 
general and vascular surgery. 

•  James E. Mace, MD specializes in internal 
medicine and cardiovascular diseases. 

•  Adriana R. Nagy, MD, FACC has 32 years of 
experience and has practiced on the Northshore 
for 10 years specializing in Internal Medicine and 
Cardiovascular Disease

•  Richard J. Sanders, Jr., MD has maintained a 
private Family Practice on the Northshore since 
1986.  

•  James Emerson Smith,  III, MD, FACC has 
been practicing in Louisiana for over 30 years 
with Board Certification in Internal Medicine and 
Cardiovascular Diseases. 

Special Funding to Reduce 
Readmissions
Efforts to reduce the rate of unnecessary hospi-
tal readmissions in Louisiana received a fund-
ing boost recently from the federal government. 
In March, the Centers for Medicare & Medicaid 
Services (CMS) awarded special funding for a 
project to a local partnership led by the Capital 
Area Agency on Aging and four south Louisiana 
hospitals. The two-year project is through CMS’ 
Community-based Care Transitions Program. The 
hospitals are North Oaks Regional Medical Center, 
St. Tammany Parish Hospital, Lakeview Regional 
Medical Center, and Slidell Memorial Hospital.

The funding will allow the hospitals to imple-
ment a patient coaching intervention for their 
high risk Medicare patients. The intervention links 
a health coach to a patient when the patient is 
admitted to the hospital. The coach works with 
the patient throughout the hospitalization to pro-
vide tools, education, and support that reduces 
the likelihood the patient will be readmitted fol-
lowing discharge from the hospital. Capital Area 
Agency on Aging will continue to coach and link 
the patient with community services for the first 
30 days after the patient returns home. 

Numerous studies have shown that patients 
who receive support from a health coach 
are significantly less likely to experience 

re-hospitalization.
The goals of the care transitions program on 

the Northshore are to improve care for benefi-
ciaries as they move from the inpatient hospital 
setting to other care settings, to improve quality 
of care, to reduce readmissions, and to document 
measurable savings to the Medicare program. The 
program will also teach patients how to care for 
themselves once they return home.

eQHealth Solutions, the Medicare Quality 
Improvement Organization for Louisiana, assisted 
the community partners on the Northshore by 
developing and analyzing hospitalization and 
readmission trends, assisting the hospitals with 
finding the root causes of readmissions, help-
ing the community partners select the appropri-
ate interventions, and providing assistance with 
the Community-based Care Transitions Program 
application process. 

The Community-based Care Transitions Pro-
gram in Louisiana will be implemented in 2013 
and last through 2015, with the possibility of 
a one-year extension based on performance 
outcomes. 

Lakeview Computed 
Tomography Accredited
The Radiology Department at Lakeview Regional 
Medical Center has been granted a three-year 
term of accreditation in Computed Tomography 
in the areas of Neurological CT, Body CT, Coro-
nary Calcium Scoring, Coronary CTA, Sinus and 
Temporal Bone CT, and Vascular/Other CTA by 
the Intersocietal Accreditation Commission (IAC).

Tomography (CT) is a highly regarded diagnos-
tic imaging tool due to its ability to detect minute 
differences in tissue as well as its multiplanar 
reformatted imaging capabilities. Accreditation 
by the IAC means that Lakeview Regional Medical 
Center Computed Tomography has undergone 
a thorough review of its operational and techni-
cal components by a panel of experts. The IAC 
grants accreditation only to those facilities that 
are found to be providing quality patient care, 
in compliance with national standards through 
a comprehensive application process including 
detailed case study review. 

IAC accreditation is a “seal of approval” that 
patients can rely on as an indication that the facil-
ity has been carefully critiqued on all aspects of its 
operations considered relevant by medical experts 
in the field of CT. CT accreditation is required by the 
Centers for Medicare and Medicaid Services (CMS) 
and in some cases by private insurers. n
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dBe Heard
QUESTION I Considering we live 
in one of the world’s wealthiest 
nations, why do you suppose we 
are so unhealthy?

ANSWER I With wealth and ease o� en comes 
complacency. That’s human nature no matter 

where you live. Living in a plentiful society 
shouldn’t relieve any of us of our personal 

responsibility to maintain a healthy lifestyle. 
It’s easy to eat more than we should, forego 

exercise, and to expect “quick and easy.” 
A little personal lifestyle discipline goes a 
long way. It benefits each of us personally 

and our healthcare system as a whole.

Justin Owen, MD
Neurosurgeon 

Culicchia Neurological Clinic

QUESTION I Is Medicaid expansion right for 
Louisiana? Why or why not?

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 

for our
July/August

issue...

ANSWER I There is a common misperception 
that more spending on the delivery of healthcare 

services results in a proportionately healthier 
population.  Since 50% of disease and even more 

of the costs are due to lifestyle choices, social 
factors rather than medical care are driving 

these disappointing outcomes.  Unless and until 
we address smoking, inactivity, and obesity, no 

amount of medical spending can reverse this 
trend. It’s up to us to decide which path to take.

 
Patrick J. Quinlan, MD

Executive Director of the Ochsner Institute for 
Community Wellness and Health Policy

ANSWER I “Modern convenience.” There 
is a drive through co� ee house or fast food 
restaurant on every corner. It allows us to 

easily pick items that are not the most healthy 
options. As a nation we have lost track of 

what a “healthy lifestyle” includes:
• Being a non-smoker  •  Exercising 30 minutes at 
least 3 days per week  •  Eating 5 or more fruits 
and vegetables daily  •  Maintaining a healthy 
weight with a BMI under 25. One study esti-

mated that only 3% of Americans met all the 
requirements of a healthy lifestyle. Shocking!!

Brandee Simon-Davis, MD
Board Certified in Internal Medicine
Lakeview Regional Medical Center

We would love to hear your 
thoughts and opinions about 
issues facing the healthcare 
industry today.
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Your mother scared the daylights out of you last week.

She said she was going for a quick walk but when she didn’t 

return three hours later, you went looking for her. You were 

frantic, she was confused, you were embarrassed. She has 

early-stage Alzheimer’s and you’re trying to cope but things 

are getting worse for her. � ings are getting worse for you.

>> R E V I E W S  B Y  T H E  B O O K W O R M

BookBookCorner

You never thought you’d have to be a parent to your parent, 
but here you are. And in the new book “Dr. Ruth’s Guide 
for the Alzheimer’s Caregiver” by Dr. Ruth K. Westheimer 
with Pierre A. Lehu, here’s some help.

It’s not the job you grew up wanting but you’ve taken 
the responsibility anyhow. Being a caregiver for someone 
with Alzheimer’s may be a burden and there may be joy in 
it – but however you see it, you’re not alone. Dr. Ruth says 
there are some fi fteen million people just like you, caring 
for a parent, partner, spouse, or relative. � at amounts to 
over $183 billion of unpaid care each year.

And that can be overwhelming. 
For starters, the authors say, don’t “draw lines in the 

sand.” Remain fl exible, fi gure out other ways to do what 
needs doing, and never turn 
down offers of help; even del-
egating the tiniest chores will 
feel like a relief. And don’t 
even think about doing house-
work when you’ve got some 
precious time to yourself.  

“Alzheimer’s is a terrible 
disease, but it mustn’t claim two victims,” say the authors. 
Ignoring that fact may lead to Caregiver Burn-Out.

Recognize that your feelings are probably going haywire. 
You may have crushing guilt, anger, or sadness. You might 
feel lonely, shameful, or depressed. Maybe you’re fi lled with 

grief. Don’t repress those feelings; instead, manage them 
by preparing for or defl ecting them. Preparing early for 
other inevitabilities will help, too.

Learn to understand Alzheimer’s and its stages, as well 
as possible treatments. Teach children and grandchildren 
to adapt, and learn how to get siblings to pitch in. Find a 
good lawyer. Know how to deal with combativeness, frus-
tration, and when it’s time to seek new accommodations.

Let’s lay this on the table: “Dr. Ruth’s Guide for the Al-
zheimer’s Caregiver” includes information on sex. You’d 
be disappointed if it didn’t, wouldn’t you? 

� e thing is, that’s not the focus in this fi ne book. 
With extreme sensitivity, authors Dr. Ruth Westheimer 

and Pierre Lehu offer comfort and direction for caregivers 
who want to avoid being overwhelmed by their situations. 
� is book touches on a lot of aspects on both sides: there’s 
personal and practical info for caregivers, as well as insight 
on how the patient might be feeling. I liked the individual 
stories included here, and the authors’ advice seems sound 
– even when the advice is to ask a professional. 

Overall, this is one of those books you hope you’ll never 
need, but you’ll be glad you’ve got it if you do. For Boom-
ers, elders, and caregivers now and in the (possible) future, 
“Dr. Ruth’s Guide for the Alzheimer’s Caregiver” sheds a 
lot of light. ■

Dr. Ruth’s Guide for the 
Alzheimer’s Caregiver

■ By Dr. Ruth K. Westheimer 
with Pierre A. Lehu

c.2012, Quill Driver Books
$16.95 / $18.95 Canada

188 pages
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� ere was no room in your lungs for air.

Falls will do that to you, you know. First, there’s the 

split-second, horrible knowledge that you won’t remain 

upright for much longer, followed by the spill that takes 

months, but happens in a split-second. When it’s over, 

you’re left fl at with your dignity dubious, looking for a 

scrap of air for your lungs and hoping you’re still intact.

And then there’s falling ill, which is much worse. When that 
happens, it sometimes feels like you’ll never stop descend-
ing, and in the book “Clear Cut” by Ginny Jordan, you’ll see 
how that leaves one gasping, too.

Ginny Jordan grew up in a rough-and-tumble Ohio family 
with four brothers. She became a psychotherapist, moved 

with her husband to Colorado, bore 
three children, and loved to travel. She 
was a self-suffi cient, independent, ad-
venturesome soul. 

And then she began a long trek 
through unimaginable fatigue. 

� e fatigue got worse, forcing her 
family to organize around “Sick Mommy.” Jordan was di-
agnosed with Méniére’s disease, just like her mother and 
grandmother, left without the strength to move her head, 
“not even an inch.” � en the attacks got worse, causing her 
to drop fl at to the fl oor.

In the midst of dealing with this, she accidentally felt 
a lump in her right breast. Her oldest child was nine; her 
youngest, two.

Jordan said goodbye to her breast after the mastectomy, 
then cut her hair, knowing that she’d have to say goodbye to 
that, too. Her oldest daughter said, “in no uncertain terms 
that she never wants to see me bald…” Wigs itched. Jordan 
reluctantly learned to balance a scarf on her head.

Slowly, then, everything went back to as normal as it 
could get for a one-time cancer patient. Jordan traveled the 
world, her children grew up, she worked, and she learned 

to navigate life again.
And then, seventeen years after her fi rst surgery and fol-

lowing a routine mammogram, she got the letter: “Please 
call to schedule a needle biopsy.” Not long afterward, fol-
lowing her second mastectomy, she lost her ovaries. 

� en she lost her hearing.  
� en her marriage.
For most of her life, Jordan claimed she was unafraid 

of the “broken parts of other people.” But, she says, “I will 
always miss my fi rst landscape.”

Oh, my.
� ere’s no denying that author Ginny Jordan writes with 

beautiful candor mixed with poetry. She never candy-coats 
the travails she’s endured in trying to outlast cancer and 
various other life-altering affl ictions. Her words are raw, 
and you want to hold her hand as you read them.

But while I appreciated Jordan’s spirituality, her story 
became way too new-agey for me. Over and over, she re-
counts dreams and memories from which she derived mes-
sages and other omens. � at, and the oft-confusing lack of 
linearity greatly tampered my enthusiasm for this memoir.

Cancer survivors may be the best audience for this book, 
but keep in mind that it’s underlain with cobblestones. If 
you keep aware of that, then try “Clear Cut.” 

You may fall under its spell after all. ■

■ By Ginny Jordan
c.2012, Lantern Books       

$20.00         
176 pages

Clear Cut: One Woman’s 
Journey of Life in the Body 
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