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On the cover: Susan Nelson, MD assesses a
geriatric patient.
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letter froM the

Patients are experiencing extended wait times at ERs. Access is a major barrier to achieving true healthcare

quality in the United States. The irony is at 16% of GDP we spend enormous amounts of money in the

healthcare system. We have so many extraneous costs attached to this labyrinth of a system that it often takes

its eye off the simplicity of an encounter between a doctor and patient. Recently, I noticed one example of

extraneous healthcare costs during a stroll through a local clinic. I saw them: The Pretty People. We normal-

ly refer to them as Pharmaceutical Sales Representatives. They are the well-chiseled, well-dressed, smiling,

pretty people who convince providers to use their drugs over their competitors’. 

It’s such an odd message in the healthcare system. The message is you can spend four years in a grueling

medical school followed by a few more years in a sleepless residency, or if you are really pretty, you can

take a 3-week sales course and make a better living as a seducer of the prey known as physicians.

If you are like me, you quickly state that the pretty people have no influence on you. We make rational, pro-

fessional decisions based on data, experience, and our intellectual capacity, normally resulting in good and

reasonable decisions. We are wrong. Fortune 500 companies know better. Business has no interest in wast-

ing huge amounts of money on pretty people if they are not effective.

I have no qualms about the free market system or informing providers of the medical advantages to certain

medications as they relate to the disadvantages of the competitor’s product. But, I guarantee you at every

board meeting of the multi-billion dollar pharmaceutical companies, somebody asks the question, “How can

we increase the utilization of our product?” and somebody correctly answers with, “Hire more pretty peo-

ple.”

To all of you pretty people, we have no animosity towards you.  We appreciate every aspect of God’s gift to

all of you. But, in a system of so many costs associated with the periphery of care, it would be nice if these

resources were used in a more beneficial role. Perhaps the pharmaceutical companies could lend some

pretty people to direct patient traffic or triage patients in the ERs. Or, perhaps the pharmaceutical companies

could lend some pretty people to help staff primary and urgent care clinics to help alleviate non-emergent

visits to the ERs. Or, perhaps the pharmaceutical companies could lend some pretty people to act as patient

advocates to help the sick and confused manage the system. During their time doing productive work in the

system, the pretty people could continue to persuade us to use their products over their competitors’. Just a

thought.

publisher
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Beware The Pretty People

Smith W. Hartley





by: Karen Stassi

Geriatrics

W
e've known the aging of the Baby Boom Generation was coming for a long time. Experts have
talked for years about the impending surge of geriatric patients as those boomers turn 65, so
one might think that a mirror surge might be occurring in doctors specializing in geriatrics.
Instead, the opposite is true–as our population ages, the number of geriatricians has actually
decreased. There are only four geriatricians practicing in the greater Baton Rouge area and
efforts by major facilities to recruit more have proved fruitless. “Our Lady of the Lake has been
looking to hire more geriatricians for about ten years,” said Dr. Susan Nelson, who specializes

healthcarejournalbr.com | March / April 2008 Issue | Healthcare Journal of Baton Rouge 11
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in geriatrics at the Lake Senior Care Center. “Even when they
have found qualified applicants, those doctors are already
busy treating geriatric patients elsewhere. If they move here,
they leave another area short on geriatricians…there is no net
gain.” And it's not just the growing numbers of geriatric
patients that we must worry about, but the added fact that the
older folks get, the more medical care they need. While the
current population of adults 65 and older makes up just 12
percent of the nation's total, they account for 40 percent of
surgical procedures, 23 percent of ambulatory care visits, and
48 percent of hospital days. 

Of course many of the conditions suffered by the eld-
erly can be handled by doctors and specialists in other fields.

However geriatric patients are unique in that they often have
three to five chronic conditions and each must be considered
when treating one. In those cases, the additional training a
geriatrician possesses to evaluate and manage the patient as
a whole can be crucial. “It doesn't matter if you have managed
to get a patient's cholesterol numbers to the perfect level if
you are not also trying to improve function, reduce meds, and
focus on realistic goals for that patient,” said Dr. Nelson. “You
need to take the time and listen to them to make sure you are
working toward the same goals.” Specialized geriatric care
has been shown time and time again to improve quality of life,
reduce functional decline, and limit hospitalization as com-
pared to standard care, yet according to one source, of the
approximately 650,000 licensed physicians in the U.S., less
than 10,000 of these have met the criteria for geriatrics. The
Alliance for Aging Research says even current demand
necessitates twice that number
and by 2030 we would need
36,000 geriatricians. 

It doesn't look good.
Despite the obvious need for
more doctors in this specialty,
med students seem to be opting
instead for “sexier” specialties
like cardiology, radiology, and surgery. The numbers of stu-
dents entering the field in the past year will probably not even
be enough to replace those that will retire in the same time
period. Of an average of 16,000 med students graduating
annually, only about 2 percent will pursue geriatrics. A survey
conducted two years ago indicated that less than half of grad-
uating med students received any geriatrics training at all.

There are a number of reasons thought to be behind these
decisions. Better pay is a top one. More high tech, high pro-
cedure specialties tend to make more money. “Geriatric care
is also time-consuming,” said Nelson, “and Medicare doesn't
reimburse very well for doctors' time.” Second, the need to
address so many issues for each patient makes geriatrics a
complicated and difficult field, although geriatricians tend to
rate their job satisfaction very highly. Third, while geriatricians
can do wonders for quality of life and management of chronic
conditions…you can't cure old age. Perhaps fresh-faced med
students don't want careers contemplating their own
inevitable aging process. “Most residencies are carried out in
hospital rather than office settings,” said Nelson.

“Consequently the elderly
patients most residents are
exposed to are the very sick
and the very frail and they
think that is how most of
their patients will be. Instead
many are very active and
are seeking help to stay that

way. Geriatrics is about helping patients be as good as they
can be for as long as they can possibly be.”

Or maybe the explanation for the shortage is much
simpler…it's just not an option pushed by the medical
schools. In fact less than a tenth of the medical schools in the
U.S. even offer a geriatrics program and few require a geri-
atrics rotation. Even where programs exist they are not
sought out. About a third to one half of available geriatric fel-
lowships go unfilled every year. In Louisiana there is current-
ly only one physician in geriatrics fellowship training. In con-
trast, all doctors currently going through med school are
required to study pediatrics. Some med schools are respond-
ing to the growing sense of urgency about the geriatrician
shortage by integrating more geriatrics training into their cur-
ricula, with family practice and internal medicine doctors in
particular receiving more than most. 

The American Geriatrics Society, the Association of
American Medical Colleges, and the John A. Hartford
Foundation are some of the biggest supporters of increased
geriatric training, particularly for specialists. While their efforts
may not be churning out more practicing geriatricians, they
are ensuring that many physicians across the country have
better knowledge of symptoms, treatments, and scenarios

about a third to one half of available geriatric fel-
lowships go unfilled every year. in louisiana there
is currently only one physician in geriatrics fel-
lowship training.

c.400 BC: According to Hippocrates, an octogenarian when he died, the “old have fewer
complaints than the young, but those chronic diseases which do befall them generally never
leave them.” He also described coughing, joint pain, kidney disease, bowel problems, verti-
go, and issues with sight and hearing as some of the afflictions of the elderly.

there are only four geriatricians practicing in the

greater baton rouge area and efforts by major facil-

ities to recruit more have proved fruitless.



-Susan Nelson, MD
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specific to the elderly patient. There have also been
several recommendations to Congress and to the
Centers for Medicare and Medicaid Services to create
some sort of incentive for docs to pursue geriatrics
training. Not only is the field a typically low-paying one,
but Medicare also tends to pay less than most commer-
cial insurers and a large proportion of the elderly are on
Medicare. Also, despite the proven preventative bene-
fits of comprehensive geriatric assessments, they are

seldom done on a routine basis because Medicare
won't pay for them. “Medicare is much more willing to
pay for the latest gizmo, gadget, or medication to fix
what's broken than for preemptive action,” said Nelson.

It is hoped that if the field is seen as more
lucrative it will be more attractive. It’s a start, but esti-
mates still predict an overwhelmingly low ratio of geri-
atrics docs to patients as the years move forward. And
the shortage extends beyond physicians. There is also

a lack of nurses, pharmacists, physical therapists, and
other healthcare workers attuned to the special needs
of the elderly. And yet just about everyone in the health-
care field will be encountering a steadily increasing
number of elderly patients as the years roll on. The
focus needs to shift from tests, procedures, and meds,
said Nelson, to taking time to find out what the patient
really needs and wants. She related a story about one
patient who, because of his diabetes and kidney dis-

ease, was on a very strict low salt and low protein diet.
While it was helping him to stay healthy, meals gave
him little pleasure. Finally he said, “I'm 90, I'm going to
die soon, can't I have a little salt? If I drop dead eating
a French fry that's okay with me.” 

Dr. Nelson's advice for addressing the geriatri-
cian shortage, “Take time to listen to patients and write
your congressman and get Medicare revamped to com-
pensate properly for good geriatric care.” v

“take time to listen to patients and write your congressman
and get Medicare revamped to compensate properly for good
geriatric care.”

Sources:  Kovner, C., Mezey, M., Harrington, C., “Who Cares For Older Adults? Workforce Implications of an Aging Society,” Health Affairs, Sep/Oct 2002; Boulton,

G., “Failing the Needs of Older Patients,” Milwaukee Journal Sentinel, June 9, 2007; Association of American Medical Colleges,  “Medical Schools Use Different

Approaches to Geriatrics Education,” AAMC Reporter, Feb. 2006; American Geriatrics Society, www.americangeriatrics.org.
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c. 387 BC: Antiphanes writes that, “old age is, so
to speak, the sanctuary of ills, they all take refuge
in it.”

c.350 BC: Aristotle writes On Youth and
Old Age, On Life and Death, On
Breathing.
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etting old. Everybody does it…the alternative is well,
so final. And of course some do it more gracefully than
others. But the simple fact of the matter is everyone's
body gets older, and except for the few very lucky
ones, things begin to go wrong or just wear out. Most
patients 65 years old and up are going to have at least
one, but more likely two or three chronic conditions to
contend with at any given time and whether you are a
primary care physician, a surgeon, a nurse, or a phar-
macist, the more you know about the patient's big pic-
ture, the better chance you will have of treating them

effectively and safely. Here we will outline a few of the major issues affecting sen-
ior patients and some things you should be looking for in your assessments.

By the year 2030 twenty percent of Americans will be 65 or older.

The vast majority of Americans 70 or older have one or more of the following
chronic conditions, with approximately 50 percent reporting high blood pressure
and/or arthritis:

• Arthritis • High Blood Pressure • Heart Disease
• Diabetes • Lung Disease • Stroke
• Cancer

Today, the leading causes of death for the elderly are:

• Heart Disease • Cancer • Stroke
• Chronic Lung Disease • Influenza and Pneumonia • Diabetes
• Accidental Injury • Alzheimer's • Kidney Disease

324-1453: Byzantine medical
texts outline special care for the
aged.

1513: Ponce de Leon searches for the Fountain of Youth in
what is now St. Augustine and claims the territory as La
Florida. Centuries later the state becomes a haven for the eld-
erly.

by Philip Gatto
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Hearing and Vision
In a recent study, approximately half of all older

men and one-third of older women reported trouble hear-
ing without a hearing aid. Eighteen percent of senior
patients reported vision problems, some of which persist-
ed even with glasses or contact lenses.

For those who reported vision problems: 
• 16 percent reported ever having glaucoma
• 16 percent reported ever having macular degeneration
• 44 percent reported having cataracts within the last 

12 months.

Balance & Mobility
Adding to the natural changes in gait and bal-

ance that come with aging, elderly patients tend to be
weaker, have poorer vision, or may take medications that
could cause dizziness or slow reactions. All of these, in
addition to other factors make them more prone to falls
than the average person. Falls are often responsible for
rapid declines in overall health as they may lead to injury,
loss of mobility, hospitalization, and loss of independ-
ence.

In addition to asking patients if they have any
problems in this area, physicians can learn a lot from
observing the patient's ability to stand up from a chair,
move 20 feet across the room, turn, and return to sit in the
chair, all within 15 seconds.

If any loss of mobility or balance difficulties are
noted, the physician should also address safety issues at

Source: The Health & Retirement Study, National Institute on Aging

1588: First description of hearing aids by Giovanni
Battista Porta. Designed to resemble the ears of ani-
mals known for their hearing, the hearing aids were
made from wood.
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home, such as hand rails, grab bars, floor coverings, etc.
Some patients may respond to therapies to improve balance.

Incontinence
Incorrectly regarded by many as a natural part of

aging, some patients' incontinence may actually be due to
underlying conditions or to a medication they are taking. It
may also be a topic the patient is uncomfortable raising, so
direct questions are necessary.

Mental Status
According to recent data, 15 percent of men 65 or

older experienced moderate or severe memory impairment.
During the same time frame only 11 percent of women expe-
rienced moderate or severe impairment. At age 85 and older
the gender difference narrowed and almost one-third experi-
enced moderate or severe memory impairment. 

• 3.4 million Americans age 71 or older have demen-
tia, with 2.4 million of those diagnosed with 
Alzheimer's.

• Depressive symptoms are an important indicator of 
general well-being and mental health in older adults.

• A review of medications is essential for patients 
showing signs of depression as it may simply be a 
reaction to a medicine.

Women 65 and older tend to report depressive symptoms
more frequently than men (17.8 percent compared to 10.9 per-
cent), but incidence of depressive symptoms rises for both
sexes as they age.

Sexuality
A tough topic for most, especially the elderly, who

may not feel it is appropriate to talk about any problems of
sexuality, particularly “at their age.” A simple question or two
from the physician may be necessary to broach the topic and
reveal any issues the patient may be having. Problems with
sexuality may be related to underlying physical problems,
medication side effects, sleep problems, or depression.

Nutrition
Healthy eating habits are not only a good preventive

measure for anyone, but are especially important in the elder-
ly as activity levels tend to decrease as we age. Overweight
and obesity in the over 65 set has become as important a
health issue as with the rest of the population. A recent study
indicated 69 percent of Americans 65 and older were over-
weight or obese. Weight is an important contributing factor for
heart disease, high blood pressure, diabetes, etc., so it is
important to gauge the nutritional habits of your patients.

Rapid loss of weight may also be an indication of poor
nutrition, an underlying condition, or a breakdown in the 

Source: The Health & Retirement Study, National Institute on Aging

1600s: Sir Francis Bacon proposes an epidemiological study of longevity of people living in
different areas and under different conditions. Ear trumpets used to assist hearing.





activities of daily living. If a patient can no longer get out to the
store or stand at the stove, eating habits may suffer.

ADLs
The ability to manage the basic activities of daily liv-

ing can be important indicators of the patient's overall health
and also their ability to care for themselves. A few conversa-
tional questions can give the physician an idea of how much
patients are capable of doing for themselves, such as:

Can you answer the telephone?
Do you do your own shopping?
How do you get to the store?
Do you cook for yourself?
Do you take your own medicine?
Do you handle your own finances?

The ability to handle these tasks on one's own and the avail-

ability of assistance if it is needed are important factors in the
patient's general well-being and independence.

Immunizations 
• Flu shots are recommended for the elderly on an annual  

basis. 
• Pneumococcal and tetanus shots should also be kept up to

date. 
• Older patients are more susceptible to complications from

flu and pneumonia. Thinning skin and falls also may make 
them more susceptible to cuts and infection.

Polypharmacy
A patient who is dealing with several medical condi-

tions is probably taking several medications and may be see-
ing more than one doctor.  While each may be appropriate
and safe for the patient, little is known about the combined

Source: The Health & Retirement Study, National Institute on Aging

1650: Less than 2 percent of
Americans are considered elderly,
defined as 60+. This remains true for
two centuries.

1770: Beginning a shift away from
revering the old, terms like “geezer,”
“codger,” and “old fogey” become com-
mon.

healthcarejournalbr.com | March / April 2008 Issue | Healthcare Journal of Baton Rouge 19
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effect of several medications. In addition to checking for
stated contraindications, physicians must be aware of ALL
medications the patient is taking and be alert to possible
side effects. New symptoms may not be the sign of a new
condition, just an adverse reaction to a drug. The average
non-institutionalized Medicare enrollee 65 years and older
fills more than 25 prescriptions a year. v

Sources:  National Institute on Aging, “Growing Older in America: The

Health and Retirement Study,” National Institutes of Health; Federal

Interagency Forum on Aging Related Statistics, “Older Americans

2004: Key Indicators of Well-Being,” www.agingstats.gov;  Miller,

Karl E., Zylstra, Robert G., Standridge, John B., “The Geriatric

Patient: A Systematic Approach to Maintaining Health,” University of 

Tennessee College of Medicine; National Institute on Aging,

www.nia.nih.gov.

Source: The Health & Retirement Study, National Institute on Aging
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here are few more dread words in discussions of
aging than “Alzheimer’s,” especially among
those who have witnessed a family member
succumb to the disease. It is a cruel, debil-
itating illness that not only robs the
patient of his or her memories, lan-
guage, abilities, and eventually life,
but also robs the family of the

person they once knew. Alzheimer’s is so much
more than the forgetfulness that we all experi-
ence and sometimes laugh off as “early
Alzheimer’s.” The forgetfulness is just the
beginning of a slow journey into confusion,
incomprehension, anxiety, inability to com-
municate, and sometimes irritability and
aggressiveness. So while the Alzheimer’s
patient struggles to recognize family and
friends, the family and friends may also be
struggling to recognize the patient. 

While similarities exist among all
Alzheimer’s patients, the length and the
details of their experiences differ. There are
also other conditions that are mislabeled or
misdiagnosed as Alzheimer’s. Although there
is currently no cure or treatment for the actu-
al disease, there is extensive ongoing
research to find one. There are also various
medications on the market that have
proven somewhat effective at treating
some of the symptoms of
Alzheimer’s. Whatever the

T
by Karen Stassi

1790: Several states make retirement
from public office mandatory at 60 or
70.

1824: British doctor G.E. Day writes
about the diseases of old age.
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1855: First U.S. hearing aid patented.
1861: U.S. Congress passes a military
pension system which eventually
becomes a form of social insurance for
old age. 
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treatment, the success seems to lie largely in the earliest
possible diagnosis, which has sparked debate over
whether we should screen everybody for Alzheimer’s.
Some argue that a routine screening would allow us to
diagnose and treat Alzheimer’s as early as possible.
Others feel that not only would routine screening be expen-
sive, but that the false positives and negatives would
cause undue stress. 

Someone in the United States develops Alzheimer’s dis-
ease every 72 seconds, according to the Alzheimer’s
Association. The average primary care physician sees
2,000 patients per year of whom 300 are aged 65 or older.
Of these, 24 will develop dementia.“Primary care physi-
cians should focus on ‘dementia red flags’ rather than rou-
tinely screening individuals with no dementia symptoms
just because they’ve reached a certain age,” writes Dr.
Malaz Boustani of the Indiana University School of
Medicine and the Regenstrief Institute, Inc. His commen-
tary, which he wrote with colleagues from the University of
Kent and the University of Cambridge in the United
Kingdom, is published in the Nov. 28 issue of the Journal
of the American Medical Association. Dementia red flags
include medication adherence problems, more than seven
prescribed medications, agitation, multiple falls, and more
than two hospitalizations or emergency department visits
in the past year. Boustani, who says the healthcare system
in the United States misses between 60 percent and 80
percent of individuals with dementia, is currently testing
ways to help physicians identify dementia red flags in their
patients so these missed individuals can be helped.  

Because there are other conditions that present similar to
Alzheimer’s the National Institute for Neurological and
Communicative Disorders and Stroke - Alzheimer’s
Disease and Related Disorder Association (NINDS-
ADRDA) have developed a set of diagnostic criteria for
Alzheimer’s disease (AD): 
A diagnosis of Probable AD consists of A plus one or
more supportive features B, C, D, or E
A. Presence of an early and significant episodic memory

impairment that includes the following features:
• Gradual and progressive change in memory function

reported by patients or informants over more than 6
months

• Objective evidence of significantly impaired episodic
memory on testing: this generally consists of recall
deficit that does not improve significantly or does not
normalize with cueing or recognition testing and after
effective encoding of information has been previously
controlled

• The episodic memory impairment can be isolated
or associated with other cognitive changes at the 
onset of AD or as AD advances

B. Presence of medial temporal lobe atrophy. Volume
loss of hippocampi, entorhinal cortex, amygdala evi-
denced on MRI with qualitative ratings using visual 
scoring (referenced to well characterized population 
with age norms) or quantitative volumetry of regions
of interest (referenced to well characterized popula-
tion with age norms)
C. Abnormal cerebrospinal fluid biomarker 

• Low amyloid  ß1–42 concentrations, increased total
tau  concentrations, or increased phospho-tau con-
centrations, or combinations of the three.

• Other well validated markers to be discovered in the
future

D. Specific pattern on functional neuroimaging
with PET

• Reduced glucose metabolism in bilateral temporal 
parietal regions

• Other well validated ligands, including those that 
foreseeably will emerge such as Pittsburg com-
pound B or FDDNP

E. Proven AD autosomal dominant mutation within the 
immediate family.

Exclusion criteria for AD include:
• History
• Sudden onset
• Early occurrence of the following symptoms: gait 

disturbances, seizures, behavioral changes
• Clinical features
• Focal neurological features including hemiparesis,

sensory loss, and visual field deficits
• Early extrapyramidal signs
• Other medical disorders severe enough to account

for memory and related symptoms
• Non-AD dementia
• Major depression
• Cerebrovascular disease
• Toxic and metabolic abnormalities, all of which may 

require specific investigations
• MRI FLAIR or T2 signal abnormalities in the medial 

temporal lobe that are consistent with infectious or 
vascular insults.

AD is considered definite if the following are present:
• Both clinical and histopathological (brain biopsy 

or autopsy) evidence of the disease, as required
by the NIA-Reagan criteria for the post-mortem 

1867: Jean-Martin Charcot writes Diseases
of the Elders and Their Chronic Illnesses. It is
published in English in 1881.

1870: Approximately three per-
cent of Americans are 65 or
older.
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diagnosis of  AD; criteria must both be present
• Both clinical and genetic evidence (mutation on chromo-

some 1, 14, or 21) of AD; criteria must both be present

What that means is that until death only a probable  
Alzheimer’s diagnosis may be made, although specia-
lists have become fairly astute at making the correct 
diagnosis.

The DSM-IV also lists criteria for Alzheimer’s disease:
A. The development of multiple cognitive deficits

manifested by both memory impairment and 
one or more of the following:

• Aphasia (partial or total loss of ability to
understand written or spoken language)

• Apraxia (partial or total loss of ability to perform 
coordinated movements)

• Agnosia (partial or total loss of ability to interpret
sensory stimuli)

• and disturbances in executive functioning 
B. The cognitive deficits represent a decline from 

previous functioning and cause significant 
impairment in social or occupational functioning

C. The course is characterized by gradual onset and 
continuing decline

D. The cognitive deficits are not due to other central nerv-
ous system, systemic, or substance-induced cond-
itions that cause progressive deficits in memory and 

cognition
E. The disturbance is not better accounted for by another 

psychiatric disorder.

As the criteria above imply, Alzheimer’s is not the only reason
for dementia and even dementia can actually be a symptom
of something else such as depression, drug reactions, thyroid
problems, a brian tumor, etc. Recently doctors and
researchers have started to characterize another condition,
Mild Cognitive Impairment, which differs from both
Alzheimer’s and other age-related dementia. The memory
loss in MCI is not usually accompanied by the confusion,
attention issues, and language loss of dementia or
Alzheimer’s, but is regarded by some as a precursor to
Alzheimer’s.

Despite the fact that it seems so widespread—more than 5
million Americans currently have the disease—Alzheimer’s is
not considered a normal part of aging. Advancing age is, how-
ever, one of the most important risk factors for Alzheimer’s.
While some may experience a form of early-onset
Alzheimer’s, few get the disease before age 50 and the likeli-
hood increases with age. In fact the number of those with
Alzheimer’s doubles every five years beyond the age of 65.
Family history and a gene that makes apolipoprotein E also
increase a person’s chances of developing the disease. It is
also thought that the risk factors for heart disease and stroke,
such as high blood pressure, high cholesterol, or low folate 

Despite the fact that it seems
so widespread—more than 5
million Americans currently
have the disease—
Alzheimer’s is not considered
a normal part of aging.
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may increase risks. Current studies are investigating
whether mental activity, levels of education, diet, environ-
ment, or overall fitness may have any bearing on whether
and when one might get the disease. Recent research has
also suggested that the more years of formal education a
person has, the less likely they are to get Alzheimer’s.
However the downside is that the more educated one is the
more rapidly Alzheimer’s seems to progress once one
develops the disease.  

Because of its growing prevalence and the aging of the
Baby Boomers, research on Alzheimer’s has picked up
speed and urgency in recent years. The National Institute
on Aging, which is part of the National Institutes of Health,
is the lead federal agency on the study of Alzheimer’s. The
Alzheimer’s Disease Prevention Initiative is designed to
understand why Alzheimer’s occurs and who is at risk, to
improve the accuracy of diagnosis, and to find new treat-
ments. Some of the areas researchers have been investi-
gating as possible treatments are:

Anti-inflammatory drugs
Statins
Folic acid and vitamins B6 and B12
Vitamin E and other antioxidants
Estrogen, but not after 65
Gingko biloba
Turmeric

There are also several new drugs in clinical trials that show
promise of slowing or halting the disease’s progression.
Researchers had developed a vaccine that seemed to
reduce the signature beta-amyloid plaques in the brains of
mice, but the human subjects in early clinical trials devel-
oped side effects and the study was halted. 

Last June, the Centers for Disease Control and the
Alzheimer’s Association released a “road map” to cognitive
health that outlined steps Americans could take to maintain
cognitive function based on past research. Interestingly
many of the recommended steps had more to do with phys-
ical health. They included:

•Prevention or control of high blood pressure, choles-
terol, diabetes, overweight, and obesity

•Smoking prevention or cessation
•Being physically active
•Maintaining social engagement, a heart healthy diet, 
and emotional support.

In the meantime, the U.S. Food and Drug Administration
(FDA) has approved two types of medications to treat cog-
nitive symptoms of Alzheimer’s disease. These drugs affect
the activity of two different chemicals involved in carrying
messages between the brain’s nerve cells. 

1. Cholinesterase (KOH-luh-NES-ter-ays) inhibitors pre-
vent the breakdown of acetylcholine (a-SEA-til-KOH-lean),
a chemical messenger important for learning and memory.
These drugs:

• Support communication among nerve cells by keeping 
acetylcholine levels high. 

• Are approved to treat mild to moderate Alzheimer’s. 
• On average, delay worsening of symptoms for 6 to 12 

months for about half the people who take them.
Some experts believe a small percentage of people
may benefit more dramatically.

Three cholinesterase inhibitors are commonly 

Because of its growing prevalence
and the aging of the Baby Boomers,
research on Alzheimer’s has picked
up speed and urgency in recent
years

1880: Three-quarters of men 65 and older
are gainfully employed.

1899: Those born this year face 400-to-1 odds of
living to 100.
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prescribed:
• Donepezil (Aricept), approved in 1996 
• Rivastigmine (Exelon), approved in 2000 and now 

available in a once-daily patch 
• Galantamine (Razadyne), approved in 2001

2. Memantine (Namenda) works by regulating the activ-
ity of glutamate, a different messenger chemical involved in
learning and memory. Memantine was approved in 2003 for
treatment of moderate to severe Alzheimer’s disease and is
currently the only drug of its type approved to treat
Alzheimer’s. The drug temporarily delays worsening of
symptoms for some people. Many experts consider its
degree of benefit to be similar to the cholinesterase
inhibitors.

For many individuals, Alzheimer’s disease affects the way
they feel and act in addition to its impact on memory and other
thought processes. As with cognitive symptoms, the chief
underlying cause is progressive destruction of brain cells. In
different stages of Alzheimer’s, people may experience:

• Physical or verbal outbursts
• General emotional distress 
• Restlessness, pacing, shredding paper or tissues and

yelling
• Hallucinations (seeing, hearing or feeling things that are

not really there) 
• Delusions (firmly held belief in things that are not real)

Steps to developing 
successful non-drug treatments include: 
• Recognizing that the person is not just “acting mean or 

ornery,” but is having further symptoms of the disease 
• Understanding the cause and how the symptom may  

relate to the experience of the person with Alzheimer’s 
• Changing the person’s environment to resolve chal-

lenges and obstacles to comfort, security, and ease of 
mind

Treatable conditions may include:

Drug side effects. Many people with Alzheimer’s take
prescription medications for other health problems. Drug side
effects or interactions between drugs can sometimes affect
behavior. 

Physical discomfort. As the disease gets worse, those
with Alzheimer’s have more and more difficulty communicat-
ing about their experience. As a result, symptoms of common
illnesses may sometimes go undetected. Pain from infections
of the urinary tract, ear or sinuses may lead to restlessness or
agitation. Discomfort from a full bladder, constipation, or feel-
ing too hot or too cold may also be expressed through behav-
ior. 

Uncorrected problems with hearing or vision. These
can contribute to confusion and frustration and foster a sense
of isolation.

Factors in the environment may also trigger behaviors.



According to the Alzheimer’s
Association, some experts predict
that by 2030, Medicare spending on
those with Alzheimer’s will cost about
$400 billion.



Events or changes in a person’s surroundings
may contribute to a sense of uneasiness, or
increase fear or confusion.

Medications can be effective in some situations,
but they must be used carefully and are most
effective when combined with non-drug
approaches. There is growing concern that some
facilities engage in off-label use of some medica-
tions to keep Alzheimer’s patients “chemically
restrained.” Medications should target specific
symptoms so their effect can be monitored. Risks
and potential benefits of a drug should be careful-
ly analyzed for any individual. Examples of med-
ications commonly used to treat behavioral and
psychiatric symptoms of Alzheimer’s disease,
listed in alphabetical order, include the following:

Antidepressant medications for low mood 
and irritability:
citalopram (Celexa) 
fluoxetine (Prozac) 
paroxeine (Paxil) 
sertraline (Zoloft )
trazodone (Desyrel)

Anxiolytics for anxiety, restlessness, ver-
bally disruptive 
behavior and resistance:
lorazepam (Ativan) 
oxazepam (Serax)

Antipsychotic medications for hallucina-
tions, delusions, aggression, agitation,
hostility and uncooperativeness:
aripiprazole (Abilify) 
clozapine (Clozaril) 
haloperidol (Haldol) 
olanzapine (Zyprexa) 
quetiapine (Seroquel) 
risperidone (Risperdal) 
ziprasidone (Geodon)

Although antipsychotics are the most fre-
quently used medications for agitation,
some physicians may prescribe a seizure
medication/mood stabilizer, such as:
carbamazepine (Tegretol) 
divalproex (Depakote).

Beyond the obviously devastating health effects,
the cost of Alzheimer’s and other dementias to
Medicare, Medicaid, and business tops $148 bil-
lion annually. According to the Alzheimer’s
Association, some experts predict that by 2030,
Medicare spending on those with Alzheimer’s will
cost about $400 billion. That’s about the total
Medicare spends currently on all patients. A
recent poll released by the Alzheimer’s
Association indicates that presidential candi-
dates’ plans to address the escalating
Alzheimer‘s epidemic could determine who
Americans vote for in November. Finding a way
to halt or delay the progression of Alzheimer’s
disease is paramount on the minds of Americans.
In the national survey conducted by Hart
Research, more than two out of three Americans
polled (68 percent) think it is important to
increase the amount of Alzheimer’s disease
research funding and two out of three voters (67
percent) would be more likely to select a presi-
dential candidate who supports increased gov-
ernment funding for Alzheimer’s research.

The survey also revealed that Americans are
more afraid of developing Alzheimer’s disease
(69 percent) than becoming a victim of a natural
disaster, such as a wildfire or hurricane (42 per-
cent). Somewhat surprisingly, age does not play
a factor here as 18-34 year olds (65 percent) are
just as likely as seniors (64 percent) to be con-
cerned about themselves or a family member
developing Alzheimer’s. This survey found
financing the expensive costs of long term care
was a key issue on voters’ minds, as almost two
thirds (62 percent) polled indicated they would be
more likely to vote for a presidential candidate
who sought to increase financial assistance for
families taking care of a loved one with
Alzheimer’s. v

Sources: National Institute on Aging,

www.nia.nih.gov/alzheimer’s; Alzheimer’s Association,

www.alz.org; Wang, S., “How Soon is Too Soon to Screen

People for Alzheimer’s Disease?” Wall Street Journal, Dec.

18, 2007; Merck Manual Medical Library; National

Institute for Neurological and Communicative Disorders

and Stroke-Alzheimer’s Disease and Related Disorders

Association; Diagnostic and Statistical Manual of Mental

Disorders, 4th Edition.

1900: 3.1 million Americans are 65 or older, but elderly population
not held in high esteem. County poorhouses become old-age
homes.
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n 1983 a Baton Rouge neurologist and his nurse car-
ing for Alzheimer’s patients hosted an informational
meeting for caregivers and patients. They planned for
only 30 people to come to the meeting. However, they

were shocked when they stepped out to speak in front of a
packed house of over 100 people in a standing-room-only
crowd. It was obvious there was a serious need in Baton
Rouge for guidance with Alzheimer’s disease and dementia.
Fast-forward twenty-five years and that informal support
group has evolved into Alzheimer’s Services of the Capital
Area, the only non-profit organization providing support and
education to 10 parishes in South Louisiana and over 15,000
people with the disease.

Today Alzheimer’s Services serves the community through
education and training programs on Alzheimer’s disease and
dementia; support services for the memory-impaired, as well
as physicians and caregivers; a Resource Library; telephone
HelpLine; raising community awareness of the disease; social
activities for families and patients; and a new respite center—
Charlie’s Place. 

Respite Care: Charlie’s Place
In 2004 and 2005, Alzheimer’s Services conducted a
Community Needs Assessment with the families they served.
The overwhelming response from the caregivers was that they
needed a temporary break from the stress of taking care of
their loved ones. They needed just a few hours a week to run
errands, visit with a friend, go to the doctor or just have a few
moments by themselves. Taking care of someone with

dementia takes an emotional, physical, and financial toll on
families and caregivers. Many caregivers report that they
cater to someone for 24 hours a day and over 40 hours a
week with little or no assistance. Also, many modern-day
caregivers are raising families of their own while at the same
time caring for someone with Alzheimer’s or dementia. Adding
to the stress is the length of the disease—lasting an average
of 8 to 20 years depending on the individual. As the disease
progresses, it demands that more and more time be spent
monitoring the loved one, as the person becomes unable to
clothe, feed, and bathe themselves. Once the patient enters a
long-term care facility, the costs of caring for them skyrocket. 

Recent studies have shown that the quality of care can notice-
ably improve if the caregiver is given just a few hours a week
for him/herself, thus enhancing the quality of life for the patient
and caregiver; improving the overall health of the caregiver;
and also allowing them to keep their loved one with dementia
at home longer, thus delaying the overwhelming costs of long-
term care.

After years of planning and researching respite facilities,
Alzheimer’s Services of the Capital Area opened Charlie’s
Place, a state-of-the-art respite center, in the fall of 2007. The
facility not only provides a few hours of scheduled relief for
caregivers, but also offers social and structured activities that
are both enjoyable and educational. Charlie’s Place was pur-
posefully designed to have a comfortable, homelike atmos-
phere and features a residential front door, foyer (or transition
space), living room, dining room (or activity space), kitchen,
bedroom (or quiet room), and garden. Clients participate in
day-to-day activities at Charlie’s Place such as tending plants
in the raised planter beds in the Memory Garden, working a
jigsaw puzzle on the dining room table, helping set the table
for lunch, singing songs along with the piano (music therapy),
participating in arts and crafts and much more. A recreational
therapist on staff oversees daily activities at Charlie’s Place
and facilitates interviews on potential clients to determine their
level of cognition. 

Growth of Local Resources and
Options in Dement ia Care

by: Nicole Colvin

Alzheimer’s Services of the Capital Area

1901: Alois Alzheimer identifies first
case of the disease that will bear his
name.

1903: Elie Metchnikoff coins the term “gerontology”
for the study of aging. It has stuck although “geratol-
ogy” would be a more accurate term according to
some experts. 

i
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Educational Resources
Research shows that 83,000 people in the state of
Louisiana alone will be diagnosed with Alzheimer’s disease
and dementia by the year 2010. With this trend comes a
serious obstacle for the medical community in caring for this
great influx of people. Currently, geriatric specialists are
inundated with people desperately needing care and guid-
ance, making it increasingly difficult to get in to see a spe-
cialist about the disease. The result is that the patient’s pri-
mary care physicians see them on a regular basis instead of
the specialist. For this reason, alternative educational
resources in the community are essential. Currently,
Alzheimer’s Services is the only non-profit organization
exclusively dedicated to assisting those confronting the
challenges of Alzheimer’s disease and related disorders in
the Greater Baton Rouge area. Alzheimer’s Services hosts
an Annual Education Conference for Healthcare Providers
every spring offering CEUs (Continuing Education Units) for
RNs, Social Workers, Speech Therapists, Nursing Facility
Administrators, Activity Therapists, and other Healthcare
Professionals on a wide-range of topics related to
Alzheimer’s and dementia.  

Alzheimer’s Services also supports caregivers and the
memory-impaired through the following programs: 
• Lunch ’n Learn series of monthly meetings that feature
local experts who educate caregivers and healthcare pro-
fessionals about Alzheimer’s disease and dementia
• Safe Return program: Alzheimer’s Services underwrites
the costs of the enrollment fee of the Safe Return
Identification Bracelet Program, a national registry for indi-
viduals who are prone to wander
• Sharing the Journey: Resources 101 program that meets
monthly to educate caregivers and early-stage dementia
patients on navigating through the resources offered on
Alzheimer’s and dementia (such as Alzheimer’s Services
Resource Library, the internet, and other local resources)
• Caregiver Network Groups that meet
monthly and are facilitated by trained lead-
ers in dementia care and grant families the
opportunity to express their concerns, chal-
lenges, and receive feedback from each
other.

To find out more about the services and pro-
grams offered through Alzheimer’s Services
of the Capital Area, please visit
www.BRHope.com or call (225)334-7494 or
(800)548-1211.v   

1904: Teddy Roosevelt expands eligibility for pension system by establishing old age as a disability.

Memory Garden at Charlie’s Place
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by: Karen Stassi

A Look at the Greater Baton Rouge Area
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t used to be a moot point. When you got old
your family cared for you. If you didn’t have
a family, the community, churches, or char-
ities cared for you. If all else failed there
was the “old folks home.” As extended fam-
ilies became less common, more women
entered the workforce, and daughters went
to school, the likelihood of there being a

family member at home all day grew slimmer and for
many nursing homes became the only option. For many
years, prior to new standards and regulations, it wasn’t
always a pleasant option. Now, not only have nursing
homes transformed themselves into places people
choose rather than are sent, but a wide variety of other
options have evolved to allow the elderly to retain their
independence longer, to receive the level of care they
need, and to ensure their long-term decisions meet their
needs. The variety of those options is likely to grow as
the baby boomers create a senior boom. Here’s a brief
overview of what’s out there now. 

Home Health
Home health should not be confused with personal
home care, although it often is. Home health is provided
by nurses, therapists, or nursing aides at an individual’s
home. It is designed for those dealing with or recovering
from a recent illness or hospitalization and is geared
toward getting that person back on their feet. Technically
not long term care, home health is a temporary and
intermittent measure covered by Medicare, Medicaid,
and private insurance. The requirements are that the
person be homebound (or that it is taxing for them to
leave home) and that a skill, either medical or therapeu-
tic is required for their care. This could include medica-
tion administration or education, physical therapy,
wound care, speech therapy, etc. Though not limited to
the elderly, the majority of home health patients are eld-
erly, due to the increased likelihood of them having lim-
ited transportation and resources. “Home health is one
of the most underutilized services covered by Medicare,”
said Mary Ann Olivier, a home health coordinator for
Feliciana Home Health. “I think that has more to do with
lack of knowledge than anything else. Few people, many
physicians included, know what’s available under home
health.” Few also realize that home health is still avail-
able to those in an assisted living situation. Home health
does require a physician’s order and often follows hospi-
talization, but it can also be ordered by a primary care
physician as a preventive measure to avoid hospitaliza-
tion or to reinforce patient education for a person newly
diagnosed with diabetes, for example. Home health may
also be appropriate following release from a rehabilita-

tion facility or Long Term Acute Care facility. “There can
be significant cost savings involved with avoiding hospi-
talization or re-hospitalization,” said Olivier. “Referring a
patient to home health can also allow some patients to
leave the hospital sooner that they would otherwise.”
And, since most hospitals either have their own home
health services or work closely with local home health
agencies, continuity of care is guaranteed, making the
transition easier on the patient and his or her physician.
According to Lynne Hebert, COO of Senior Home Care
and its Louisiana subsidiary, Synergy Home Care,
“many home health agencies are now offering specialty
and disease management programs that go above and
beyond the traditional home care services. Clinical care
now includes programs like orthopedic rehabilitation,
wound and diabetes management, cardiac and pul-
monary management, and even behavioral health pro-
grams. By working with the patient’s physician, home
care agencies become the ‘eyes and ears’ in the
patient’s home, which can produce better outcomes for
the patient.” Home health agencies are licensed and
regulated by DHH. There are about 220 Medicare-certi-
fied home health agencies in Louisiana. “As part of a
broad quality improvement initiative in 2000, the federal
government began requiring Medicare-certified agen-
cies to complete and submit patient health assessment
information,” said Hebert. This performance data is used
to create rankings of Medicare-certified home health
providers. 

Personal Home Care Services
Personal Home Care Services are designed to provide
assistance with personal care such as bathing, dressing,
cooking, and medication reminders for those who wish
to remain in their own homes, but require assistance to
do so. For many people a move to assisted living or a
nursing home can be delayed with just a few hours of
help a day. The personal home care visits also ensure
someone is checking on the elderly person and provid-
ing some company. Personal home care companies are
not licensed to provide medical care, although some
home health companies also have personal home care
components. Generally, personal home care is more

“Home health is one of the most
underutilized services covered by
Medicare.” 

- Mary Ann Olivier,

Feliciana Home Health

i

1909: Dr. Ignatz Leo Nascher coins the term “geriatrics” from the Greek
geron meaning “old man” and iatros meaning “healer.”
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affordable than a nursing home, especially if only limited help
is required, and Medicaid assistance is available for those
who qualify. In 2004, in response to a lawsuit filed in the New
Orleans area claiming a need for more home- and communi-
ty-based services, the Louisiana Department of Health and
Hospitals created the Medicaid-funded Long Term Personal
Care Services Program. The idea was to delay the need for

nursing home care and save money. The program is designed
to allow individuals to live in their own homes and receive one
to eight hours daily assistance from a personal care atten-
dant, up to a maximum of 56 hours a week. It is not supposed
to take the place of care being provided by families, churches
or charities. Unlike waiver programs with a certain number of
slots available, this is an optional service program based on
eligibility. In recent years Medicaid eligibility has expanded
and personal home care services have sprung up. There are
now 682 personal home care providers in the state and 116 in
the Baton Rouge area. Personal care services under
Medicaid run about $14 an hour with a maximum of 56 hours
a week allowed. 

Elderly and Disabled Adult Waiver Program

The EDA Waiver Program is designed to offer services in the

home or community to those who qualify for both Medicaid

and nursing home care and are either in imminent need of

requiring a nursing home or with these services could return

home from a nursing facility. The program provides assistance

with ADLs, home modifications, personal companion care,

and other support services that allow a senior citizen to

remain in the home longer. It is a first come, first serve pro-

gram administered by DHH with daily cost caps. In the 2007

legislative session, AARP successfully advocated for 1200

more slots to be added to the program. “This reduced the

waiting time from about 2 years to 6-8 months,” said Beth

Bryant of Louisiana AARP. “While there is a time and place for

nursing home care,” said Bryant, “until then there should be

supports and services from state and local government as

well as communities to ensure there are adequate options for

people to age in place. That’s the focus of our advocacy

efforts.” 

“No financial assistance (for assisted living) is available in Louisiana at this
time, although later this year, the state will be offering a Medicaid-funded assist-
ed living option.” - Lisa Comeaux, Louisiana Assisted Living Association
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Assisted Living
Assisted Living provides an environment where an older
person who does not need 24-hour nursing care can retain
much of their independence and privacy, but live in an apart-
ment-type setting where there is some supervision, more
company, and sometimes certain amenities provided such
as meals, laundry, etc. There are about 12 assisted living
centers in the Baton Rouge area listed on the Louisiana
Assisted Living Association website. They offer residents a
home-like atmosphere that is often less institutional feeling
than a nursing home with an opportunity to be surrounded
by more of their personal belongings. Locally, assisted living
units range from personal care homes caring for eight or
fewer residents to large-scale retirement communities offer-
ing assisted living and independent living apartments with
numerous amenities, said Lisa Comeaux, president of the
Louisiana Assisted Living Association. While 24-hour nurs-
ing care is not available, often housekeeping, meals, trans-
portation, and entertainment are provided. Help is also avail-
able for dressing, eating, bathing, etc. Some assisted living
centers are affiliated with adjacent nursing homes so should
nursing care become necessary it is a short transition.
Residences can be very different in size, appearance and
the types of services offered, but each unit must have a
room with a cooking device/microwave, refrigerator, and pri-
vate bathroom. Some provide limited healthcare services
like assistance with medication. Others may coordinate with
home health agencies to provide greater levels of medical
care. “Since the hurricanes in 2005, there has been a high
demand for assisted living services in this area,” said
Comeaux, “but providers have done a great job of working
together to try to accommodate those in need of services.”
The high demand has also contributed to some new devel-
opment in this area. There are two new assisted living com-
munities that will soon begin construction, and a number of
LALA member communities are finishing up expansion proj-
ects that will provide about 50 additional apartments ready
for occupancy in the next few months. Different levels of
assistance may mean different levels of costs, but residents
and/or families pay for services. No financial assistance is
available in Louisiana at this time, although later this year,
the state will be offering a Medicaid-funded assisted living
option. It will be a small-scale program to start, with funding
appropriated for up to 200 residents statewide for an initial
pilot. Comeaux says LALA is hopeful that this program will
continue to grow as the state works to expand home-and
community-based services in response to consumer
demands for more options for long-term care services.
Assisted Living facilities are regulated at the state level by
the Louisiana Department of Social Services as Adult
Residential Care Facilities. In Baton Rouge, monthly fees for

1913: American Society for the Control of Cancer (later
the American Cancer Society) is founded.
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assisted living communities range from around $2,300 to over
$3,000 for specialized dementia care services. The fees vary
based on the size of the apartment and whether it is for single-
or double-occupancy, the amount of daily assistance provided
to the resident, and the amenities offered by the community. 

Nursing Homes
Most people understand nursing homes as the final stop, but
today’s nursing homes are evolving and define themselves
more as places where those who need 24-hour nursing care
can receive it, even on a short-term basis. “Fewer than 50 per-
cent of people that enter nursing homes actually stay there
until death,” said Joe Donchess, Director of the Louisiana
Nursing Home Association. More and more, nursing homes
are a rehabilitative stop before returning to live independently

or with minimal assistance. Area nursing
homes are also undergoing “Culture Change”
and are reaching out to residents and family
members to find out what would give the res-
ident a better quality of life. They are creating
more individualized services, extending meal
hours, enhancing menu choices—trying to
create an environment to fit the resident
rather than forcing the resident to fit a set rou-
tine. According to Donchess, family member
surveys reveal that about 86 percent are “very
happy” or “happy” with the services provided.
Many nursing homes today also offer more
privacy and individualized care, sometimes
even offering separate assisted living wings
for those that don’t need medical assistance. 

Donchess says that although most
people stress that they want to remain in their
own homes, the “sandwich generation” is
often trying to raise young children and care
for elderly parents at the same time. This can
sometimes lead to an elderly person being
very isolated. Nursing homes as well as
assisted living centers can offer more oppor-
tunities for socialization. “Rather than the con-
cept of someone declining in a nursing home,
many people actually blossom there,” said

Donchess. “But if someone can get by in their own home with
just a little help or home health, then that’s great, too.” A few
years ago the Department of Health and Hospitals, in an effort
to increase efficiency and get unused beds offline, instituted a
replacement moratorium on nursing home beds. That morato-

rium ends July 2008, so in the next couple of years we are
likely to see new construction and a new style of nursing home
coming on line, said Donchess. The Louisiana Nursing Home
Association has also participated in initiatives like the Bed
Buyback Program, to get beds offline as well as to diversify
nursing homes. One of the other pushes is toward converting
semi-private rooms to private rooms. Today’s residents are
looking for more privacy and amenities and the state will pay
a $5 per patient day incentive to turn a semi-private room to

“Rather than the concept of someone declining in a nursing home, many peo-
ple actually blossom there. But if someone can get by in their own home with
just a little help or home health, then that’s great, too.” 

-Joe Donchess

Louisiana Nursing Home Association

1915: The Association for the Prevention and Relief of Heart Disease (later the American Heart
Association) is founded.
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private room. There are currently about 40,000 nursing
home beds in Louisiana, with just over 3,000 in the Baton
Rouge area, but the goal is to get down to about 35,000
beds. “There is a perception that some of the funds from
Medicaid go toward paying for empty beds and that is in
the capital costs of the facility. DHH believes if it can
reduce the amount of money paid on unused beds then it
will be operating more efficiently,” explained Donchess.
Nursing homes in Louisiana actually have one of the low-
est Medicaid rates in the nation, approximately $115 a day,
or $150 for a private room. Still, Donchess urges folks in
their 40s and 50s to think about their long-term health
options and consider purchasing long-term healthcare
insurance to ensure they can afford to pick and choose
when that time comes. “A lot of folks assume that
Medicare pays for long-term care, but it does not.” One of
the things LNHA would like to see added to the nursing
home option is telemedicine. “If we could network with the
doctors and hospitals and the work they are doing in
telemedicine it could save a lot of wear and tear on
patients and the physicians and avoid the hardship and
costs of traveling between the facilities as well as unnec-
essary trips to the hospital.”

Respite and Day Care
There are also services for the elderly that live in the home
with a caregiver, but need care while the caregiver is away.
Adult day healthcare services are available locally for eld-
erly family members who need someone at home with
them, but their primary caregiver goes to work. Just like a
day care for children, the adult day care provides a safe
place with care, supervision, and activities during the day.
These services often allow even a working caregiver to
continue to care for an elderly loved one at home longer.
Some are even specialized for Alzheimer’s patients, giving
both the patient and the loved ones a break from the daily
routine. Respite services are also offered by some nursing
homes to allow for 24-hour care of an elderly person while
their primary caregiver is out of town or perhaps coping
with an illness of their own. This is short-term and the per-
son returns to the home when their caregiver returns. 

While there is no doubt that as America ages the
variety of long-term care options will grow, there is concern
that not everybody is preparing for the costs ahead. Both
the local nursing home association and the local AARP
urged that people plan ahead with long term care insur-
ance so that their financial situation later in life will allow
choice, not dictate decisions. Also, with each type of care,
research and vigilance is necessary to ensure quality care
is being provided and the environment is right for that per-
son. v

1918-19: Flu pandemic kills
600,000 in U.S.
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Overview
The average age of the U.S. population continues to
increase due to the baby boomer era and improved health
and medicine. With an aging population, we are experi-
encing a rapid increase in arthritic joint pain and complica-
tions. Joint replacement surgery can be an effective proce-
dure to reduce or eliminate pain and improve a patient’s
quality of life.

History
In the early 1960s, Sir John Charnley of England popular-
ized the low friction arthroplasty. Until then, we did not
have a good solution for patients afflicted with arthritis.

Previously, Dr. Girdlestone developed the Girdlestone
Interposition Arthroplasty, which removed the femoral
head and placed muscle in–between. Even though this
operation relieved the pain of advanced arthritis of the hip,
it failed to restore normal function and thus did not restore
normal lifestyle. With surgical developments in the late
1950s and early 1960s, it became possible to replace a hip
joint and restore a patient to normal function. Sir John
Charnley was recognized for his contributions to
orthopaedic surgery and knighted by the Queen of
England. Many others made great contributions in
England, the European continent, and in the United States
of America, until, throughout the world, joint replacements

by: Niels J. Linschoten, MD

Baton Rouge Orthopaedic Clinic

1920: Elderly perceived as obsolete in the American
workplace.
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became common in the care of the arthritic patient.
Shortly after the development of a hip replace-
ment, a knee replacement technique was devel-
oped as well. The popularity of knee replacement
skyrocketed in the 1980s with the development of
modern, precise instrumentation as envisioned by
Dr. Hungerford and Dr. Krackow, both at that time
associated with Johns Hopkins Hospital.

Today
Arthritis remains the leading cause of disability in
the United States. More than 52 million Americans
suffer from some form of arthritis. Although conser-
vative therapy has greatly advanced over the past
decade, surgery remains the only viable solution
for a large percentage of patients. More than
300,000 total hip replacements, as well as 300,000
total knee replacements, are performed annually
in the United States. Both procedures enjoy better
than 95% success rates and the vast majority of
recipients of hip and knee replacements are very
satisfied with the result. In restoring a patient to
normal function perhaps no other subset of opera-
tions is as successful. 

The near future
With the baby boomers coming of age, the projec-
tions call for a dramatic rise in the demand for joint
replacement procedures. According to a recent
article in Orthopaedics Today,  the demand for
total hip arthroplasty is estimated to grow from
209,000 in 2005 to 570,000 in 2030, and the
demand for total knee arthroplasty is projected to
grow from 450,000 to 3.48 million procedures; an
increase of 673%. The demand for revision proce-
dures is expected to rise accordingly.

“Arthritis remains the lead-

ing cause of disability in the

United States.” 

- Niels J. Linschoten, MD

1921: Heart disease becomes leading
cause of death in U.S.
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Challenges
As with all medical intervention, complications,
sometimes serious complications, can occur in joint
replacement surgery. These complications may
include infection, thromboembolic complications,
mechanical failure, and/or wear.  

INFECTIONS: Infections may cause serious com-
plication in joint replacements. With the widespread
use of antibiotics, new strains and much more viru-
lent microorganisms have arisen. Once a total joint
is infected, it is often exceedingly difficult to eradi-
cate. The treatment may include removing the
infected joint and implanting a temporary antibiotic
impregnated joint to overcome the infection. At a
later date a new joint is reimplanted. Nationally, the
success rate of this intervention is 80%. 

THROMBOLIC COMPLICATIONS: As with every
surgery, the risks of thrombolic complications exist
after hip and knee replacements. Appropriate pro-
phylaxis is indicated. The gold standard for more
than two decades has been anticoagulation with

Warfarin. If a patient undergoes a hip or a knee
replacement without any protection, the chance of
a thromboembolic complication is 50%. When
Warfarin (Coumadin) is  used  it reduces the risks
to 3%.  Furthermore, the thromboembolic compli-
cations in that 3% are not as serious and seldom
fatal. More developments in pharmacology have
led to even more powerful anticoagulants, however
these are often associated with bleeding complica-
tions and should be used cautiously.

WEAR COMPLICATIONS: The longevity of a hip
or knee replacement is primarily determined by its
wear characteristics. Even a perfectly implanted,
perfectly executed operation will, in the long term,
fail due to wear. After all, the natural joint has the
ability to renew itself, as does our skin, whereas
any nonviable material, such as the metal and the
plastic used in the joint replacements, are subject
to wear.   

After decades of joint replacements, it is very excit-
ing that the technology associated with it continues
to rapidly improve. Much research over the past
decade has lead to greatly enhanced quality of
materials and thus greatly enhanced wear charac-
teristics. The standard metal on high density poly-
ethylene bearing surfaces, as used in the modern
day hip and knees, have only 1% of the wear rate
of those joints used even a few years ago. This
promises a much longer survival rate in the future.  

Several other exciting developments in the area of
joint replacement have been brought to the fore-

front of public attention over the past few years.
These include (1) computer-assisted surgery, (2)
gender specific implants, and (3) minimally inva-
sive surgery. 

COMPUTER ASSISTED SURGERY: Computers
continue to be in the forefront of every aspect of our
daily life, and they are expanding in the area of sur-
gery as well. Computers and specialized software
now assist surgeons during operations in various

…the demand for total hip arthroplasty is estimated to

grow from 209,000 in 2005 to 570,000 in 2030, and the

demand for total knee arthroplasty is projected to grow

from 450,000 to 3.48 million procedures; an increase

of 673%. - Niels J. Linschoten, MD

1922: First use of insulin to treat diabetes. G. Stanley Hall writes Senescence.
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ways. Specific programs are able to provide three dimen-
sional pictures of the patient’s bone and calculate the
exact position of the surgeon’s instruments. This technolo-
gy is an extraordinary tool in performing bone cuts neces-
sary during a knee replacement and is more precise than
conventional instrumentation. The technology is still in its
infancy and is currently undergoing rapid improvement.
Many surgeons already employ computers during hip and
knee replacement surgery, and as the technology contin-
ues to evolve, it is expected that all hip and knee replace-
ments will be performed with computer assistance within a
few years.

GENDER SPECIFIC IMPLANTS: Recently, much atten-
tion has been given to the difference in anatomy, particu-
larly of the knee, between a male and a female. Indeed,
comprehensive studies of anatomy have shown that there
are significant differences in the shape of the end of the
thigh bone in a male versus a female. The implant compa-
nies are adjusting the design and manufacturing of the
implants to account for this difference.

MINIMALLY INVASIVE SURGERY: Significant medical
and public emphasis has been placed on the development
of minimally invasive surgery for both hip and knee
replacements. At first the goal was to perform the opera-

tion through as small an incision as possible. This
approach really only produced a cosmetic advantage. The
success of a hip or knee replacement is not measured in
length of hospital stay or in the length of incision. It is
measured by how happy the patient is with their hip or
knee replacement ten years after surgery and beyond. To
produce predictable and lasting results, the surgeon
should, first and foremost, complete the operation as per-
fectly as possible, even it that means a somewhat longer
incision. Nonetheless, the development of new techniques
and new instruments to shorten incisions has lead to great
improvements. Patient recovery is improved by minimizing
the disturbance of tissue and detaching fewer muscles
during the procedure. Such techniques also lower the pos-
sibility of infection. Many of these technologies continue to
evolve rapidly.

Summary
The baby boomers are reaching the age (44-62) where
most people start to suffer the effects of arthritis. Since this
age group approximates 80 million people or roughly 27%
of our population, total joint replacement surgery will con-
tinue to grow in its demand. Although arthritis can be par-
ticularly debilitating, it is exceedingly exciting to have effec-
tive cures available. In addition, future technologies and

techniques will further improve patients’ quality of life. v
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he population in the United States is getting older,
and rapidly so. Estimates are that the number of indi-
viduals reaching the age of 85, once considered very
old, will increase 107% by the year 2020.1 This
prospect presents many challenges, both societal  
and, in particular, medical.

Eyesight in the elderly has become an important front in the battle
against debilitating aging changes. An entity known as age-related
macular degeneration (AMD) has become a formidable foe in this
fight. AMD is the leading cause of irreversible vision loss in this
country, as it is in most of the western world. Occurrence rates
include 10% of the population aged 65 to 74 years and 25% of the
population over 74 years.  

Macular degeneration is an eye disease that affects the central por-
tion of the retina. Using the analogy of the eye as a camera, the reti-
na would be like the film at the back where light is converted into
images. Damage to this area results in central vision loss affecting
activities such as reading, driving and even the ability to recognize
faces. Obviously, this disease, which usually worsens with age, can
have a devastating impact on a person's quality of life. Onset of
AMD is insidious with only minor noticeable changes such as the
need for more light while reading or difficulty in threading a needle.

There are two basic categories of macular degeneration, each with a
differing pathology. First, there is atrophic or “dry” macular degen-
eration, which is by far the most common type (around 85% of
cases). Dry AMD primarily affects the layer of tissue forming the
innermost surface of the retina, called the retinal pigment epithelium

or RPE. This RPE layer is responsible for supplying nutrients from
the underlying vascular system called the choroid to the light-sensi-
tive cells above. In AMD this system breaks down resulting in atro-
phy of the RPE. Nutrient supply and removal of waste products pro-
duced by light-sensitive cells thus fails and photo receptors are
reduced. Also, commonly, fatty-like exudates known as drusen may
appear in the macula. Drusen further complicate matters because
they form beneath the RPE separating the photoreceptor layer from
the nutrient supplying tissue beneath. When this happens, light sig-
nals do not communicate through the optic nerve to the brain in a
coherent fashion and vision becomes blurred. Unfortunately, this
process is chronic and gradually advances with time.

The other form of macular degeneration is known as the “wet” form.
The pathophysiology of wet AMD is somewhat different from dry,
though it should be noted that dry AMD can convert to wet AMD in
some cases. It is the formation of abnormal blood vessels that under-
lies this problem. These abnormal blood vessels grow from the
choroid (vascular layer) in an attempt to alleviate the failure in the
nutrient supply/waste removal system. These new blood vessels
(choroidal neovascularizations or CNVs) proliferate, but are incom-
petent and leak fluid as well as blood, thus the term “wet” AMD.
This neovascular complex disrupts and destroys the normal architec-
ture and function of the central retina. Now, we are looking at a very

by: J. Brett Williamson, PA-C

T

1927: Cancer becomes one of the top three causes of death in U.S., alternating with
influenza and pneumonia for second or third place honors for years to come.



rapidly deteriorating situation as these fluids cause severe distortion
in vision, making straight lines look wavy and causing blank spots
to appear in the field of vision. Wet AMD often drops vision to
20/200 or worse, which is legally blind. This means that someone
with normal vision can see at 200 feet what someone with AMD
can only see at 20 feet.

So, what can be done about this sight-rendering inevitability for so
many of our elderly? Fortunately, a few things. It must be noted
however, that treatment of AMD is not curative and is aimed at
slowing the progression of vision loss. In fact, much of the empha-
sis today is on preventative measures. Smoking, obesity, excessive
exposure to ultra-violet light, and hypertension all increase an indi-
vidual's chances of developing AMD. Conversely, eating plenty of
dark-green leafy vegetables has been shown to reduce one's risk
(another reason to eat your spinach).

In the realm of actual treatment, there exists no specific therapy for
dry AMD while there have been some exciting advances lately con-
cerning the wet form. People with dry AMD should be taking nutri-
tional supplements high in anti-oxidant vitamins and minerals (C,
E, beta-carotene, zinc, and copper). A two-decade long study has
shown real effectiveness in slowing progression of this disease with
these nutrients. Also, regular monitoring by one's eye doctor is
essential, not only to track the disease process, but to detect any
early conversion of dry AMD to the wet form.

There is much to say about recent advances in treatment of wet
AMD. As stated above, abnormal blood vessel formation is the real
culprit here. Today, conventional laser treatment to directly destroy
abnormal vessels has been largely shelved in favor of a more
advanced form of treatment known as photodynamic therapy or
PDT. Approved in 2001 for this specific problem, PDT uses a laser
in conjunction with a photo-sensitizing dye known as Visudyne.
This dye selectively accumulates in abnormal vessels (CNVs). A
red laser, whose energy is attracted to this dye, is then used to
destroy the CNVs in the retina without causing significant collater-
al damage. PDT is now commonly used, though re-treatments are
typical, spaced a few months apart for at least two years.

These days the big buzz, however, in treatment of wet AMD is the
use of drugs known as anti-vascular endothelial growth factor (anti-
VEGF). VEGF is an endogenous chemical that is a major regulator
in the promotion of new vessel growth. Anti-VEGF drugs such as
pegaptanib (Macugen) are injected into the vitreous of the eye (cen-
ter of the eye) and act to directly inhibit this growth factor, thus
halting further CNV formation and slowing the destructive process
of wet AMD. Today, Macugen is the only FDA approved drug for
this treatment, though two others (ranibizumab and bevacizumab)
are commonly used off-label. This off-label use of the other two
drugs mentioned above has stirred some controversy among physi-
cians, the FDA, and the drugs' manufacturers. Vitreo-retinal sur-
geons have decried the recent restriction of the use of bevacizumab
(Avastin) in particular because of its efficacy and lower cost. This
is not the only controversy however. Studies suggest VEGF plays

an important role in vascular stability of various organ systems and
appears to be protective against stroke, hypertension, certain can-
cers, and neurological disorders such as Alzheimer's and
Parkinson's disease. Much more research has to be done before real
risk/benefit analysis can be made concerning anti-VEGF use. In
light of this, combination therapies such as PDT with anti-VEGF
use are currently being explored in an attempt to ameliorate the
potential risks of cumulative VEGF inhibition.

This article has been but a brief overview of a disease that deserves
much attention. There is reason to be optimistic about the future of
AMD treatment even though the number of people with this disease
will only increase. Better understanding leads to better research,
which translates into improved therapies. Given recent advances
there is real promise that our elderly population can retain a level of
vision that allows independence and good quality of life. v

1. Review of Ophthalmology, May 2007, Ed. Carl Regillo, MD,
Emmett Cunningham Jr., MD, PhD, MPH
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r. Bouchard has served as Executive Director at

Pennington since 1999. He is a graduate of the Laval

University in Canada, earned a Master of Science

degree from the University of Oregon, and holds a

PhD from the University of Texas at Austin. His

research interest focuses on genetics of obesity and

some of the morbidities associated with obesity,

including Type 2 diabetes and hypertension. He is also

studying the role of genetic variation in the adaptation to

regular physical activity in terms of cardiorespiratory

endurance, and changes in cardiovascular disease and Type 2

diabetes risk factors. His research benefits from several cohorts

of families and relies on physiological, metabolic, and genomic

technologies.

Smith W. Hartley: Before we get to the specifics, can you give

us a brief overview of what Pennington Biomedical Center

does?

Claude Bouchard: We are a campus of the LSU system. There

are ten academic campuses in the LSU system and we are one of

them. We report directly to the president, Dr. Lombardi, in addi-

tion to the hospitals. We are a part of that big enterprise, but we

have a lot of flexibility in that reporting relationship. Our mission

is to improve health, to improve the quality of life of people

through research and education in nutrition and preventive med-

icine. We have a research and an education component in the

mission, but by and large we are a research facility; maybe close

to 98 percent of our effort is research and a small education pro-

gram. Continuing the mission statement—we have nutrition and

preventive medicine and the way we interpret this at the center is

that the overarching goal is to prevent disease. That’s our mis-

sion. Nutrition is one of the privileged channels that we use but

public health and prevention of disease is a very complex under-

taking. It involves of course proper diet, healthy weight, regular

exercise, no smoking, fastening seatbelts, avoiding drug abuse,

safe sex practices, there’s a whole list of those. We focus on the

top three: healthy weight, healthy diet, and regular exercise in

our human-based research. Then, since prevention of disease is

our overarching goal, we have a large basic science program.

About two-thirds of our effort is basic science. It doesn’t show

immediately on the side of the ledger of prevention, but we have

programs in neuroscience for example. We have eleven laborato-

ries in neuroscience, with almost twenty neuroscientists who

work on understanding the regulation of appetite, the dietary

motivation to exercise—the fundamentals. Others will work on

the communication between the brain and the gut, how they

interact in modulating energy bounds. Others will work on the

blood-brain barrier. With anything we consume, how does it

1935: Franklin D. Roosevelt signs Social Security Act, but
efforts to add healthcare benefits fail.



reach the brain or does it ever reach the brain and affect brain

cells? What is responsible for the neuro-degeneration in cogni-

tion? Is it brain structure? Is it other things we don’t understand? 

So we have a whole program focusing on prevention long term.

This is an investment in basic science. It’s not something that the

public will see concretely tomorrow. We also have a stem cell

research program with five laboratories doing stem cell research.

Of course it is difficult to see the connection with prevention of

disease, but for us it’s the next generation that we are working on.

For example one project is taking fat cells and trying to convert

them into other tissues. Thus far we have succeeded in converting

them into bone and into neuro cells. Well, who knows how help-

ful it’s going to be down the line in treating disease? We have

extensive programs in diabetes and obesity at the fundamental

level with animal models and cellular systems, in vitro technolo-

gy, particularly in the hormonal regulation and the signaling of

insulin for control of blood sugar. So again this is long-term. One

of the specs that we look at very aggressively is to find molecules

in the food chain, and particularly in botanicals, that may have

unique properties of enhancing the disposal of blood sugar and

enhancing the action of insulin. And we already have two com-

pounds in testing that are ready to be tried in people. If they work,

then we are going to use them in the preventive context for peo-

ple at risk of becoming diabetics. They could also be used as an

adjunct to therapy in treating diabetes. 

The focus is really on trying to improve the content and delivery

of the current public health messages that have a chance of reduc-

ing the burden of common chronic disease. And this state needs

that because our statistics are not very good, as you know. For all

of these: diabetes, cancer, cardiovascular disease, obesity–we are

at the bottom of the pile. So anything that we can do to help there

is part of our mission. But we have a broader mandate; our scene

is the world. We interact internationally with people all the time.

At the same time, we have a plan to work on the next generation

of disease prevention at the very fundamental level. Since we are

a research center with a large basic science program there is also

opportunity for economic development.

SWH: Can you look back and see specifically some of the

changes in approaches to nutrition and obesity and point to

something that came from this center?

Claude Bouchard: We just did an exercise to review the contri-

butions of the center over the last twenty years. There are too

many to list, but what I have done is taken the five most impor-

tant in basic science, five in clinical research, and five in popula-

tion science, for fifteen advances that we can trace back to the

labs here. (See 20 Years of Discovery at Pennington, Pg. 53)

SWH: Is there any one out of that list that really stands out?

Claude Bouchard: There are several. In the basic science for

example, we have identified a new molecule, and it is leading to
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the creation of a new company and patents. This is econom-

ic development that comes out of the basic science as great

potential for patent applications, and in some events, com-

mercialization. This new molecule, secreted by the liver, is

acting almost like insulin. It is of great interest to several

companies in Europe and in the U.S. It will have legs.

SWH: Where does Pennington fit in as far as research

centers nationally, globally? Could you compare and con-

trast what is done here with other facilities?

Claude Bouchard: We are an institution that has some peer

institutions, particularly in this country. It is not very frequent

to have institutions such as Pennington around the world,

because we have no degree program, no students. Typically

you see programs doing work like we do embedded into a

medical school or health science center, so we are a unique prop-

erty. There are a few others in the country that have some activi-

ty with us, for example the Gladstone Institute in San Francisco,

the Salk Institute, the Scripps Institute, and others. Now, when we

compare ourselves against the model of the Scripps for instance,

they’ve been in business for fifty-five years. They’re much big-

ger than we are—about two times bigger. But after twenty years

of growth, we have the data to see where we are, and we are a lit-

tle bit ahead of where they were at that time. So we feel good

about that. We know we do well, because we rely heavily on NIH

grants and that is an objective way of assessing the strength of our

science. At the National Institutes of Health, currently with the

crunch on the funding or no increase in funding (which is a

decrease because of inflation), the first time you submit an appli-

cation the success rate is seven percent. But you typically have

three chances to promote a project. The second time it goes to

about 20 percent. And the third submission, if you are patient

enough as it takes about two years, the success rate goes to about

forty to forty-five percent. We do better at all three levels–our

success rate overall is about 50 percent. Even though we are small

compared to some of the centers we compete with—NIH funds

approximately 3500 institutions—we are in the top 6 percent.

That includes all the big universities where you have hundreds,

sometimes thousands of scientists. We are only a small group of

ninety. And our science is well cited. For example, our scientists

have collectively published about 15,000 papers in their careers.

And these papers are cited about 200,000 times in the world liter-

ature, so we are making an impact. And I see the impact growing,

because we monitor this every year. In fact we are doing better

every year and are cited more and more. So all the indicators are

pointing in the right direction. The last one would be from the

interest of the industry. We do research with molecules, phase

1936: The “mother of geriatrics” Marjory Warren systematically reviews and addresses the conditions of the elderly in
the workhouse next to the Isleworth Infirmary. She suggests that the conditions of the elderly are often treatable and
advocates for geriatrics as a medical specialty.
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two, phase three, sometimes phase one, and the interest is grow-

ing in this sector. In fact we are turning down contracts because

we don’t have enough space. We are now at capacity. There are

seven trailers that we have added to our facility just to house

some of our staff. So as soon as we have our new construction,

which is scheduled to start in March, we will get rid of these trail-

ers and will triple the size of our clinical research operation. At

that time we expect that we will be able to take more of these

contracts. We can build a fairly large operation here and we have

begun to develop satellites, because the pool in Baton Rouge is

fairly small. We need so many people with diabetes, or so many

others with obesity or dementia—we need a larger pool. So we

are now establishing satellites in New Orleans, in Lafayette, and

we are also talking about one in Houma.

SWH: And NIH grants represent about what percent of the

total projects?

Claude Bouchard: This year, our budget will be approximately

$62 million and NIH will represent approximately $22-$24 mil-

lion of that. 

SWH: I noticed that Pennington had received a NIH grant

for plant extract research, and I wondered if you see a trend

toward “back to nature” in research?

Claude Bouchard: We have within the Pennington Biomedical

Research Center, three mini centers that are centers for biology.

One is the Clinical Nutrition Research Unit—there are seven in

the country, it’s very competitive. That unit works primarily on

the effect of the maternal environment and the way it modulates

the risk of subsequent disease. It’s a very important problem and

one that’s going to grow enormously in the next decade. The sec-

ond one is a botanical research center, one of five in the country.

The focus of that unit is on the compounds in herbs and food that

can improve insulin action, get rid of the blood sugar, and nor-

malize it in people that live with diabetes. What we do here is we

take compounds, Chinese, Russian, or other exotic types of com-

pounds that are used in other countries around the world based

on historical wisdom. They seem to have some property, but we

don’t know what’s truly impacting them. There might be hun-

dreds of compounds we consume, so we isolate them in the first

extraction. It’s not a pure one, but just to make sure of what mol-

ecules we have. We test that and if we see action, then we know

that we can preserve the action of that first extraction. Then we

go to the next level, purify it as much as we can, test it again, and

we keep maintaining the action in vitro (our system can test thou-

sands of compounds). Then when it works we put it into mice

and test it. If it works in mice then we can test toxicology, do a

lot more checks. Since this is in the food chain, it shouldn’t be

1940: Two-thirds of elderly population in U.S. live at
poverty standards.
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too risky, but we don’t take any chances. When everything is

okay then we try it in people. So that’s the goal of that botanical

unit and we think it is a very pleasant opportunity. We want to

grow in this area if there is more funding. Because if there is

something natural there that can be extremely helpful, we want

to pursue it.  

Then we have a third center that is focused on training the next

generation of young scientists. So we have a grant to help our

junior faculty and bring them to independence. For us it means

being capable to get their own grant at NIH. This a five year

grant and it’s renewable, so every five years we think we can

nurture about eight young faculty. Otherwise we can’t make it. 

SWH: I am curious to know what types of research are being

done by the Population Science Division.

Claude Bouchard: We have the overall organization then we

have three big areas. One is the Basic Science with an Associate

Director of Basic Science. One is the Clinical Research Center,

also with an associate director, and the third one is Population

Science—and we just recruited an associate director for that.

Across these three areas we have fifty laboratories. In every lab

we also have as many as five independent labs…that’s where the

action is. We also have 19 core facilities. These are extremely

important and we are very proud of them. Instead of having to

reinvent the wheel the scientist goes to a core. For example, if

they want a DNA sequence done, there is a core of sequences,

millions of base pairs of DNA. If they need animals for experi-

mentation, we have an animal facility, a very complex undertak-

ing. We have a veterinarian that controls that full-time. We have

almost 10,000 animals there, all rodents, and we engineer our

own. We created a new species of mice so that we know the

genes are perfect. So if we are increasing the action of insulin or

diminishing the cholesterol level we know what it does. So we

have 19 of these core areas. Some of them are for clinical

research. For example, we have an inpatient unit, with fourteen

beds, 24-7, so we can test people in more controlled conditions. 

The focus is really on trying to improve the content and delivery of the current public

health messages that have a chance of reducing the burden of common chronic disease.

And this state needs that because our statistics are not very good, as you know.

- Claude Bouchard, Pennington Biomedical Research Center 

1942: The American Geriatric Society is
founded.

1945: First influenza vaccine.



Then comes the population science. We have no big tradition

here—we decided to get into this area because it was as if we

had a chair with two legs. We never were in a good position, we

didn’t have the leverage, the expertise to go beyond the bedside

or the clinic. With population science we are acquiring the abil-

ity to do large population studies, large intervention in commu-

nities, to study the economics of health issues, prevention in

particular, to look at the built environment, to build up a better

infrastructure for biostatistics and beta management so we can

run larger clinical trials, etc. So large community approaches

can work to increase prevention. We already have four labs in

that area and I think it will grow quickly.  We are recruiting, but

this is tough. Basic science is easier to recruit for—we have a

big range in the sciences, critical mass—people are attracted to

this environment, the quality we have. Clinical research is pret-

ty good too, but population science is the latest kid on the block,

and we don’t have a reputation there yet. That’s one where we

are devoting quite a bit of attention.

SWH: When you are setting your research priorities, do you

look at public health issues first or do you look at what you

know you can get a grasp of? What is the process?

Claude Bouchard: Well, I think this is done at the individual

laboratory level, because it cannot be managed from the top. We

have a strategic plan at the center which impresses some prior-

ities on the faculty and it is well understood. We talk about it

every month at the faculty meeting, and everyone is aware of

our long term goals, what we want to be known for. But then it

is out of our hands, because it is driven by where the science is

taking you. If a lab has a grant to study the action of a stress

hormone, and in the process they discover a pathway that is

more important than what they were looking at, they are going

to follow that lead. So suddenly this lab which was red becomes

yellow in the overall contour, in the sense of priorities. We have

here for example, someone who was working in reproductive

biology, a retired faculty member from Cornell, his name is Bill

Hansel. You may have heard his name, he has been associated

with new cancer technology, but Bill was a reproductive biolo-

gist. He is 87, but still very active. About two years ago, he dis-

covered something that had the potential to destroy tumors,

based on his understanding of the reproductive etiology. So he

shifted to the direction of cancer and now we have a start-up

company that has been created, he has startup funds of $9 mil-

lion dollars with three venture funds behind it, and thus far it’s

been sailing. So that’s what happens at the lab level. 

In addition to this though, we take advantage of opportunity.

For example when the National Institutes of Health launches a

request for applications for a project, typically those are bigger

“If a lab has a grant to study the action of a

stress hormone, and in the process they discover

a pathway that is more important than what they

were looking at, they are going to follow that

lead..”          - Claude Bouchard
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1946: Baby boom begins. 1950s: States begin to receive federal matching
funds for payments to nursing home vendors.
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issues and they require that several groups work together. They

have mechanisms for these types of funding. Well, that is happen-

ing here. People are putting their resources together to develop a

plan of action. They are going to look at what in the maternal

nutrition is influencing the regime that is subsequently expressed

later in life. What is being superimposed on the DNA because of

the experience of pregnancy that changes you for the rest of your

life? Not because of your genes, but because of a chemical reac-

tion that takes place over your DNA and obstructs the use of that

sequence of DNA in your tissues for the rest of your life. How is

that modulated? That’s one of the issues and we have a grant that

several labs have gotten together and we are working on that

problem. We could not have contemplated this kind of effort

before. And we are tackling diabetes, obesity, and cancer. The

fields that are really moving at a rapid pace. The heart disease

field is more mature, so seldom do you see big jumps like this.

Diabetes, obesity, and cancer are the big ones and we are trying

to take advantage of those. So priorities are determined by the

science agenda around the world. 

SWH: Have you found in your study of obesity that it has

more to do with the individual and their DNA and molecular

makeup than diet?

Claude Bouchard: That’s a complicated question and I cannot

give you a very simple answer, but I will give you an answer. It’s

a continuum. We have at one end of the spectrum people who are

obese because of their genes, because of their biological individ-

uality. It is probably five percent or less and they tend to be the

more severely obese, they tend to have had a decision of obesity

early in life. Most of the time they have a gene, sometimes two,

but typically one gene that is deficient and we have about a dozen

genes now, known to be responsible for this. That doesn’t explain

the whole thing. Then there is another group, and we think there

are hundreds of genes that contribute to this, some relating to

appetite and satiety in the brain and the gut, others to expenditure,

others to metabolism of energy in the body and the muscle, and

the liver and adipose tissue. This group has deficiencies, not suf-

ficient to cause obesity, but when you have many of those, in the

aggregate, it puts you at a very high risk. And because of the

environment in which you live, which is very obesogenic from a

dietary and energy expenditure point of view, if you have a bio-

logical predisposition you may be come obese fairly easily. So

this is a big chunk, maybe one-third of the obese. Then you have

another group where the predisposition is mild. Normally in the

environment, let’s say in Asia or in South America they probably

would not be obese. It takes a obesogenic environment for them

to become obese and they become more overweight than obese.

Then there is a last group, I call them the resisters. The obeso-

genic environment doesn’t make much difference to them, they

are very well protected, they remain at normal weight and prob-

ably will for a long time. So it’s a mixture of biological 
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individuality and interaction with the obesogenic environment,

of which diet of course is a huge player, but activity is also an

important determinant. We expend hundreds of calories less

now just to accomplish what we do in our daily life than our

grandparents did, obviously. You took a car to come here and

you are going to takwe a car to leave and the car is probably

right here at the door. (SWH: And we think we are moving

ahead) Yes, but in terms of health we are actually falling

behind. 

We are probably the largest obesity research center in the

world. That component is about 40 percent of the effort spent.

We have about 40 faculty working on obesity related issues—

that’s a big concentration, the largest in the world at any given

institution. And we have the basic science program—lot’s of

very specialized animal work done, a lot of genetics being

done, both animal and human, and many, many clinical stud-

ies. We have randomized control trials, looking for the best

diet, best activity regimen, the most powerful drugs, interac-

tion between all of them, short-term and long-term effects,

motivation, etc. We will continue for a long time because we

have to go a long way, as we know. 

SWH: Are you doing any Alzheimer’s studies or research

on aging?

Claude Bouchard: I’ve given you examples that were really

in utero, started early in life, where we should ideally begin,

but we are also interested in aging because the rate of disease

is increasing with age, and the population is aging on top of

that, which is compounding the problem. So we are part of

large efforts on aging. We are working on three large projects,

all for the National Institute on Aging. One of them is looking

at nonagenarians and centenarians and trying to identify some

of the biological and behavioral characteristics they have that

would differ from controls. That’s an ongoing study. We also

have another one, intervening with older people trying to

remove some of the markers of aging. We obviously don’t

carry them until death, but we can take markers of aging and

see if we can improve the profile of those who age more rapid-

ly than others. And the third one, which is the most complicat-

ed, is one in which we try to assess all of the implications of

caloric restriction on aging. And that one is very complicated,

but has the potential to be extremely informative. We did a

pilot study. For two years we had people here on caloric restric-

tion, I think about 60 of them, and controls, and we followed

them and monitored a lot of things, including what is happen-

ing at the level of the DNA. Is there more or less damage in the

DNA of your cells when you are under caloric restriction?

Clearly there are differences. Less free radicals are produced in

the body when you eat less and your DNA is protected. And

when it is damaged, the repair mechanisms that we have in all

of our cells that correct the damage is much more active in

those under caloric restriction than those who are eating at lib-

erty. So that’s important and many papers have been published.

But now we are embarking into a long-term study and the sub-

jects will be followed for years and we will try to see if we can

get a good picture of what would be expected and carry it out

to death. So we have a group working on this and another

group that is looking at the same issue but is trying to find

mimetics, molecules that would simulate the effects of caloric

restriction without you having to restrict, because it is very

hard to do that…to diminish your calorie intake by 25 percent.

You do it for a week, two weeks, but five years, ten years, life,

that’s very hard. So this group is looking at ways to simulate

this in the body. They are optimistic…what I hear from them is

it can be done and should be done.  v

“We have at one end of the spec-

trum people who are obese

because of their genes, because

of their biological individuality.”

1955: U.S. life expectancy is 69.6 years. 1956: Women aged 62-64 are eligible for
reduced Social Security benefits.
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20 Years of Discovery at Pennington:
Significant Research Contributions

Basic Science
• Discovery of a novel gene product involved in translating signals from the brain to the periphery and 

associated with the level of accumulation of adipose tissue.

• Discovery of a new secreted protein influencing fat deposition and obesity-related metabolic 

disorders including fatty liver disease and insulin resistance.

• Discovery of a property of stem cells isolated from an adipose tissue depot that allows them to 

convert to bone cells when grown on a bone promoting scaffold. 

• Discovery that a gene in a human adenovirus associated with obesity induces fat cells to multiply 

and increases fat storage.

• Discovery that genetically identical laboratory animals raised in a similar environment can vary 

considerably in their level of adiposity.

Clinical Research
• Discovery that caloric restriction in non-obese adults improves biomarkers of aging including

metabolic rates, body temperature, insulin level, markers of inflammation, and other systems. 

• Discovery that physical activity protects against the tendency to store excessive amounts of fat in 

the presence of a diet rich in fat. 

• Demonstration together with 21 academic sites that type 2 diabetes can be prevented in high risk 

individuals: loss of 7% of body weight and 150 minutes of physical activity per week producing 58% 

reduction in the rate of conversion to diabetes.

• Discovery that the cardiovascular and metabolic response to regular exercise is highly individualized

and that several genes determine the benefits to be accrued from a physically active lifestyle. 

• Demonstration that insulin can be inhaled and absorbed through the lungs instead of by an injection 

in order to control blood glucose in diabetes.

Population Science
• Reported that food insecurity with hunger is higher in the lower Mississippi River Delta than in 

other parts of the U.S.

• Reported that Louisiana schoolchildren, measured in 17 school systems, have among the highest 

rates of overweight and obesity in the United States.

• Demonstrated that obesity in both black and white children predicts the development of health 

problems in adulthood.

• Demonstrated the efficacy of an environmental approach to induce behavioral changes in physical 

activity and eating habits among elementary school children.

• Demonstrated the efficacy of internet-based programs for weight loss. v

1957: Social Security Disability Insurance implemented. 1960: CPR is invented.
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ental illness and substance abuse is an epidemic that knows no racial
or economic boundaries. Almost every American family is affected by
the physical, psychological, and economic toll of mental illness and drug
and alcohol addiction. Also affected are businesses, especially small
businesses. 

The effect of hiring, retaining, and insuring employees with untreated
mental illness/substance abuse impacts all businesses. According to the
National Institute on Drug Abuse (NIDA): “Problems resulting from the
use of alcohol and other drugs cost American businesses an estimated

by:  Sen. Bill Cassidy, MD

& Ben Couhig, Legislative Assistant

1961: Men aged 62-64 are eligible for
reduced Social Security benefits.

1964: U.S. Surgeon General Report links smok-
ing with cancer, cardiovascular disease, and
emphysema. Baby boom ends.
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$81.6 billion in lost productivity due to premature death ($37 billion) and illness ($44 billion); 86% of these
combined costs were attributed to drinking.”  NIDA also reports that, “Drug-using employees are 2.2 times
more likely to request early dismissal or time off, 2.5 times more likely to have absences of eight days or
more, three times more likely to be late for work, 3.6 times more likely to be involved in a workplace acci-
dent, and five times more likely to file a workers’ compensation claim.”   Additionally, having a contingent of
workers with untreated mental health issues drastically increases the problem of presenteeism, where
employees show up for work but are much less productive.

Large businesses in part address the issue by pre-employment and random drug screening. Small business-
es, however, often cannot afford to implement such testing. Even if they can, small business owners depend
and rely so much more on each member of their smaller workforce that the cost of hiring and training some-
one new can still be prohibitive. Therein lies the dilemma faced by thousands of small businesses: whether
to take the costly route of aggressively rooting out and eliminating employees with substance abuse issues,
likely resulting in the loss of experienced, otherwise well qualified workers; or, to ignore the problem and
instead take on the burden and risk of an employee with a substance abuse issue, which will almost guar-
antee an increase of problems and expenses down the road. 

A solution to this problem used by the United States government and by states such as Texas,
Massachusetts, and New Jersey is to require health insurance to cover “behavioral health” (i.e., substance
abuse and mental health) issues as completely as “physical health” problems. This provides a third option
for employers currently stuck between deciding whether to terminate otherwise productive employees suf-
fering from substance abuse or taking the well established risk of ignoring the problem all together. While
prevention of disease is not always a less costly route than treatment, studies by groups such as the National
Advisory Mental Health Council state that, “While the estimated annual cost to the nation of providing men-
tal health coverage commensurate to physical health coverage for all children and adults is $6.5 billion, it is
also estimated that this mental health coverage would result in savings for general medical services and indi-
rect costs in the amount of $8.7 billion—a net annual savings of $2.2 billion.” 

Numerous studies have shown that providing substance abuse treatment and comprehensive mental health
services either saves money or only minimally increases premiums.   For example, in 2006 the New England
Journal of Medicine published the findings of the University of Maryland’s two year analysis of the effect of
mental health parity on the Federal Employees Health Benefits Program (FEHBP).   The report concluded
that these small premium increases could usually be attributed to “inflation and increased use of services”
and that “out-of-pocket spending for mental health services for participants in all but one of the FEHBP health
plans decreased” with “individual savings that ranged from $8.78 to $87.06.”   (Wall Street Journal, 3/30).
This is because workers with such problems already have increased healthcare costs from accidents,
depression, heart disease, and other issues. Treating the underlying substance abuse and/or mental health
issue more cost-effectively addresses the problem.

The upcoming legislature will work with businesses and mental health advocates to seek similar solutions to
those used by the United States government and other states. Untreated addiction, substance abuse, and
mental illness are corrosive to the individual, the family, and the workplace. Mandating mental health parity
in our insurance policies is one of those instances in which we can help people who are suffering and actu-
ally boost productivity and profits for those who employ them. It is a policy that has worked well in other
states. It may be part of the solution to the high cost of mental illness and substance abuse upon our work-

force and businesses. v

Numerous studies have shown that providing substance abuse treatment and com-
prehensive mental health services either saves money or only minimally increases
premiums. - Bill Cassidy, MD

1965: Lyndon B. Johnson signs Medicare
and Medicaid into law. First portable defibril-
lator installed.

1967: First coronary bypass using
patient's vein performed.
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How QIOs Work

Quality Improvement Organizations collaborate with doctors,
hospital personnel, and nursing home health professionals to
examine their practices and improve systems of providing
care.  Louisiana Health Care Review, Inc. (LHCR), is the QIO
for Louisiana, under contract with the Centers for Medicare &
Medicaid Services (CMS). 

LHCR provides free education based on proven best prac-
tices to help ensure that care is safe, effective, timely, patient-
centered, efficient and equitable.  LHCR measures healthcare
quality using widely accepted clinical indicators—such as the
number of minutes it takes to administer certain drugs to heart
attack patients or the percentage of people with diabetes who
get regular retinal eye exams.  Whenever possible, we re-
measure the indicators after working with providers on quality
improvement intervention to determine its success.

Re-measurements completed in 2007 revealed that Louisiana
providers working closely with Louisiana Health Care Review
showed significant improvement in several areas of quality
including reducing pressure ulcers, improving cardiac and

pneumonia care, improving home health patients’ functioning,
and adopting health information technology.

The QIO’s Charge in the 9th Scope of Work

Medicare’s 9th three-year contract, or Scope of Work, with
LHCR begins in August of 2008.  LHCR will work in four theme
areas with a continued emphasis on value-driven healthcare,
health information technology, and disparities reduction. 

The Four Themes

LHCR work in the following four theme areas will be most
effective in supporting Department of Health and Human
Services Secretary Michael Leavitt’s healthcare priorities.
The four overarching themes include beneficiary protection,
care coordination: patient pathways, patient safety, and pre-
vention.

For the Beneficiary Protection Theme, a congressional
mandate, we will continue to emphasize utilization review,
quality of care review, alternative dispute resolution, review of
beneficiary appeals of certain providers’ notices, and review of
potential anti-dumping cases.  

Care Coordination: Patient Pathways.  LHCR will assist the
healthcare community in placing patients at the center of their
own care, using strategies borrowed from other industries.
These changes will eliminate redundancies in care, allowing
the system to redirect resources to areas requiring extra sup-
port. This will help Medicare beneficiaries stay healthy as they
navigate the many sites of care delivery, including hospitals,
nursing homes, home health agencies, and physician offices.
This theme focuses on improving coordination across the con-
tinuum of care and in particular on seamless transitions from
the hospital to the home, home health care, or skilled nursing
care. LHCR’s work will help reduce unnecessary rehospital-
izations of Medicare beneficiaries that both harm patients and
drain the Medicare Trust Fund.   

Looking Ahead – 
A New Quality Agenda for Louisiana

1972: Bernard Isaacs describes the “giants” of geriatrics, from which he claims all ailments of the elderly stem–inconti-
nence, immobility, impaired intellect, instability.

by: Tony Sun, MD
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Patient Safety will also be a theme as we continue our
efforts to address major areas of patient harm.  For exam-
ple, we will further our current work in reducing/avoiding
pressure ulcers and use of restraints in nursing homes.  In
addition, we will focus on surgical care improvement,
reducing the incidence of drug resistant staph infections in
hospitals, and improving drug safety, among other strate-
gies.  LHCR will also continue its work helping providers
adopt HIT that will help build systems supporting important
safety-focused communications and processes.

With Medicare’s added coverage for preventive services in
recent years, an emphasis on prevention is needed to
increase utilization.  LHCR activities under the Prevention
theme will help improve vaccination rates for flu and pneu-
monia, reduce the incidence and progression of chronic
kidney disease, encourage the use of colorectal cancer
screening and mammography, and support provider adop-
tion of electronic health records.

Underlying all themes is a focus on reducing disparities in
healthcare access and outcomes across racial and ethnic
groups; a long-recognized public health problem in the
U.S. and in Louisiana.  The persistence of disparities in
healthcare is a clear reminder that improvements in quali-
ty require a significant focus on healthcare in underserved
communities—where people start with many more health
problems but far fewer resources to address them.

Over the next three years, LHCR will continue to help
providers transform healthcare.  As a result of QIO work,
Louisianans can expect that:
• Hospital treatments will be safer, with fewer errors, 

resulting in fewer infections.
• Nursing homes will offer a more comfortable expe-

rience with reduced pressure ulcer occurrence.
• Technology will be implemented to improve preven-

tive care and improve patient safety. 
• Patients will move from one level, and one provider

of care to another in a seamless fashion, thereby 
reducing avoidable hospitalizations and experienc-
ing more efficient, patient-centered treatment. 

For more information about Louisiana Health Care
Review, or the QIO program, go to www.lhcr.org
or www.medqic.org
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World

New Support to Pandemic Vaccine Supply
The World Health Organization (WHO) recog-
nized the United Kingdom and Northern
Ireland’s contribution of £2 million to support the
WHO global pandemic influenza action plan to
increase vaccine supply as a gesture of global
solidarity. The support will help establish critical
influenza vaccine manufacturing capacity in
developing countries and is a step towards bet-
ter health security for all countries. WHO also
saluted the financial support of the United
States, Japan, Canada, the United Kingdom,
and the Asian Development Bank in helping to
close the gap between the supply of pandemic
influenza vaccines and the expected high
demand for vaccine doses in the event of an
influenza pandemic, but stated that additional
funding is needed to fully protect the world’s
population from pandemic influenza. 

WHO’s Message for World AIDS Day
This year’s report on the epidemic, jointly pre-
pared by UNAIDS and WHO, indicates that HIV
incidence peaked in the late 1990s and preva-
lence has been level since 2001. Data set out in
this report further suggest that prevention efforts
are leading to fewer new infections, especially in
young people, and that greater access to treat-
ment is contributing to fewer HIV-associated
deaths. These positive trends mask some
alarming changes in the epidemic. Today,
HIV/AIDS is overwhelmingly concentrated in
sub-Saharan Africa. This region accounts for
over two thirds of people living with HIV and
over three quarters of HIV-associated deaths. In
all regions, the proportion of women living with
HIV is growing. In sub-Saharan Africa, it now
approaches 61%, the highest in the world.
Access to treatment continues to increase, but
we are far from the goal of universal access to
comprehensive prevention programs, treat-
ment, care, and support. In 2007, an estimated
1.7 million people were newly infected with HIV
in sub-Saharan Africa. An estimated 1.6 million
individuals died. 

Measles Deaths in Africa
Plunge by 91 Percent
Measles deaths in Africa fell by 91% between
2000 and 2006, from an estimated 396,000 to
36,000, reaching the United Nations 2010 goal
to cut measles deaths by 90% four years early.
The spectacular gains achieved in Africa helped
generate a strong decline in global measles
deaths, which fell 68% worldwide–from an esti-
mated 757,000 to 242,000–during this period.

The progress was announced by the founding
partners of the Measles Initiative: the American
Red Cross, UNICEF, the United Nations
Foundation, the United States Centers for
Disease Control and Prevention (CDC), and
WHO. The data was published in the November
30 editions of WHO’s Weekly Epidemiological
Record and CDC’s Morbidity and Mortality
Weekly Report.

WHO Publishes New Standard for 
Documenting the Health of 
Children and Youth
WHO has published the first internationally
agreed upon classification code for assessing
the health of children and youth in the context of
their stages of development and the environ-
ments in which they live. The International
Classification of Functioning, Disability and
Health for Children and Youth (ICF–CY) con-
firms the importance of precise descriptions of
children’s health status through a methodology
that has long been standard for adults. Viewing
children and youth within the context of their
environment and development continuum, the
ICF–CY applies classification codes to hun-
dreds of bodily functions and structures, activi-
ties and participation, and various environmen-
tal factors that restrict or allow young people to
function in an array of everyday activities. Its

new standardized coding system will assist clini-
cians, educators, researchers, administrators,
policy makers, and parents to document and
measure the important growth, health, and
development characteristics of children and
youth.

New Report Estimates
12 Million Cancer Cases Worldwide
A new American Cancer Society report esti-
mates that there will be over 12 million new can-
cer cases and 7.6 million cancer deaths world-
wide in 2007. The estimate comes from the first-
ever Global Cancer Facts & Figures. The report
estimates that 5.4 million of those cancers and
2.9 million deaths will occur in economically
developed countries, while 6.7 million cases
and 4.7 million deaths will occur in economical-
ly developing countries. These projections were
based on incidence and mortality data from the
Globocan 2002 database compiled by the
International Agency for Research on
Cancer (IARC). 

The publication includes a special section on
tobacco use. An estimated five million people
worldwide died from tobacco use in the year
2000. Of these, about 30 percent resulted from
cancer, with 850,000 deaths from lung cancer
alone. Overall, tobacco was responsible for
about 100 million deaths around the world dur-
ing the 20th century, and it is projected to kill
more than 1 billion people in the 21st century,
with the great majority of these deaths occurring
in developing countries. 

Global Strategy on Public Health,
Innovation, and Intellectual Property
The Intergovernmental Working Group on
Public Health, Innovation, and Intellectual
Property has made progress in developing a
plan to ensure poor populations have better
access to medicines and other health products.
The group is charged with preparing a global
strategy and plan of action to stimulate innova-
tion in research and development for diseases
that disproportionately affect people in develop-
ing countries. In six days of talks involving rep-
resentatives from 140 Member States of the
World Health Organization, the group made
progress on agreeing on basic principles under-
lying the effort, as well as on some specific ele-
ments of the strategy, such as how to promote
research and development and prioritize those
needs. A resumption of the talks has been ten-
tatively set for April 28–May 3, 2008 to finalize
the strategy and action plan, which is scheduled
to be presented to the World Health Assembly
in May 2008.

1974: National Institute on Aging founded in U.S. 1975: Age Discrimination Act passed.
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New Drive to Encourage Civil Registration
The Health Metrics Network has launched a
drive to encourage countries to count all births
and deaths through civil registration. The Health
Metrics Network is a global partnership—host-
ed by WHO—established to address the lack of
reliable health information in developing coun-
tries. Civil registration is the way by which coun-
tries keep track of births, deaths, and marital
status of their people. These systems are the
best way to produce vital statistics—counts of
births and deaths and causes of death. Such
statistics are needed to show whether health
programs are working and to assess whether
development aid is well spent. The lack of civil
registration systems means that every year,
almost 40% of 128 million births worldwide go
unregistered. The situation is even worse for
death registration. Globally, two-thirds of 57 mil-
lion deaths a year are not registered. WHO
receives reliable cause-of-death statistics from
only 31 of its 193 Member States.

National

New CDC Study Finds no Real
Increase in Obesity among Adults
After a quarter century of increases, obesity
prevalence has not measurably increased in the
past few years but levels are still high—at 34
percent of U.S. adults aged 20 and over,
according to a new study released by the

Centers for Disease Control and Prevention
(CDC). According to the report, “Obesity Among
Adults in the U.S.: No Significant Change in
2005-06,” obesity rates have increased over the
past 25 years. Among men, there was an
increase in obesity prevalence between 1999
and 2006. However, there was no significant
change in obesity prevalence between 2003-
2004 and 2005-2006 for either men or women.
According to the study, more than a third of U.S.
adults—over 72 million people—were obese in
2005-2006. This includes 33.3 percent of men
and 35.3 percent of women. The figures show
no statistically significant change from 2003-04,
when 31.1 percent of men were obese and 33.2
percent of women were obese. The full report is
available at www.cdc.gov/nchs.

ACSM and AMA expand
“Exercise in Medicine” program

A week after launching Exercise is Medicine™,
a new initiative designed to encourage physi-
cians to counsel patients about physical activity
and prescribe exercise, the American College
of Sports Medicine (ACSM) and the American
Medical Association (AMA) issued a five-point
action plan that will help reinforce the idea that
exercise is an integral part of healthcare,
among physicians and the public. Specifically,
ACSM and AMA will work with national and
state leaders to:

• Increase the number of physicians who
are prescribing exercise and increased physical

activity to their patients by expanding medical
education about the health benefits of exercise,
encouraging physical activity to be considered
as a vital sign, and providing additional tools
and resources for physicians to incorporate
exercise into their everyday practice. 

• Build the science and evidence base
connecting physical activity and health, and
also the relationship between physical inactivity
and chronic disease, and accelerate the trans-
fer of this knowledge into medical practice.

• Increase collaborations among physi-
cians and exercise professionals to benefit
patients for whom exercise and increased phys-
ical activity can prevent, treat, or manage
chronic diseases. 
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• Educate the public on the health bene-
fits of exercise and physical activity, and
encourage patients to talk to their physician
about their physical activity needs. 

• Encourage even greater leadership and
action by organizations and individuals—at
both the national level and in each state—to
make commonplace and effective the discus-
sion between physician and patient about
physical activity and health. 

New CDC Study Finds 
5.5 Percent Increase in Injury Mortality
Injury death rates nationally rose more than 5
percent after a two-decade period of decline,
according to a study released by the Centers
for Disease Control and Prevention. The
report indicates the largest increases were
seen in the 20-29 and 45-54 year age groups.
The total injury mortality rate includes deaths
from unintentional injury, suicides, homicides,
and injuries of undetermined intent. If a death
could not be definitively attributed to uninten-
tional injury or suicide, it is considered to be of
undetermined intent. Homicide rates remained
stable throughout the 1999–2004 period, with
unintentional poisonings accounting for more
than half of the total increase in injury deaths.

AMA Urges Immediate
FDA Action to Reduce Excess Salt in Food
In an effort to reduce the burden of heart dis-
ease and stroke, the American Medical
Association (AMA) testified to the Food and
Drug Administration urging immediate action
to reduce excess salt in food. Because of the
health consequences attributed to excess salt
consumption in the U.S., the AMA recom-
mends the following: 

• FDA revoke the “generally recognized
as safe” (GRAS) status of salt and develop
regulatory measures to limit sodium in
processed and restaurant foods. 

• FDA and manufacturers work toward a
minimum of a 50 percent reduction in the
amount of sodium in processed foods, fast
food products, and restaurant meals over the
next decade. 

• Interested stakeholders establish part-
nerships to educate consumers about the ben-
efits of long-term, moderate reductions in sodi-
um intake. 

• FDA improve labeling to assist con-
sumers in understanding the amount of sodi-
um contained in processed food products and
develop label markings and warnings for foods
high in sodium.

Diabetes Medication May Increase
Risk of Serious Heart Problems,
Death in Older Adults
Older patients treated with the diabetes med-
ications known as thiazolidinediones (which
include rosiglitazone and pioglitazone) had a
significantly increased risk of heart attack,
congestive heart failure, and death, compared
with the use of other hypoglycemic drugs,
according to a study in the December 12 issue
of JAMA. The authors suggest that these
results provide further evidence that this class
of medication may cause more harm than
good.These findings prompted a recent hear-
ing by a U.S. Food and Drug Administration
advisory panel regarding the safety of rosigli-
tazone; however the panel voted against
removing rosiglitazone from the market
because of insufficient data.

Current Smokers Cost
Medicaid Nearly $10 Billion
Five years after all current smokers who
receive Medicaid benefits quit smoking, pro-
gram expenditures would be an estimated
$9.7 billion lower, according to a new report by
researchers at RTI International. The report,
funded by the American Legacy Foundation,

found that Medicaid expenditures attributable
to current smokers account for 5.6 percent of
total national Medicaid expenditures. The
researchers also looked at the cost of
Medicaid over the lifetime of 24-year-old

smokers because nearly all smokers begin
smoking before age 24. The results showed
that over the course of their lifetime, today’s
24-year-old smokers will cost Medicaid almost
$1 billion, primarily due to female smokers.
The researchers found that over the course of
their lifetime, tax payments by young male
smokers make up for most of their extra
Medicaid expenditures from smoking, but the
expenditures for female smokers cost
Medicaid about $1,300 per person. 

Issuance of Multiple Prescriptions
for Schedule II Controlled Substances
On November 19, 2007, in the Federal
Register, the Drug Enforcement
Administration (DEA) finalized its September
2006 proposal to amend its regulations to
allow practitioners to provide individual
patients with multiple prescriptions, to be filled
sequentially, for the same schedule II con-
trolled substance. The issuing of multiple pre-
scriptions, to be written during one physician
visit but not filled until a subsequent date,
allows patients who need Schedule II medica-
tions for the treatment of a legitimate medical
condition, such as chronic pain, to receive,
over time, up to a 90-day supply of their med-

ication while still maintaining controls to pre-
vent abuse and diversion. This Final Rule ben-
efits both patients and physicians by reducing
costly and often logistically difficult visits to
physician offices simply to renew a prescription. 

1977: First pneumonia vaccine. 1980: Those born this year face 87 to 1 odds of liv-
ing to 100. Medicare disbursements total $29.5 bil-
lion.
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Johns Hopkins Installs First
320-Slice CT Scanner in North America
The first 320-slice computed tomography (CT)
scanner in North America has been installed at
the Johns Hopkins Hospital. The 2-metric-ton
device can measure subtle changes in blood
flow or minute blockages forming in blood ves-
sels no bigger than the average width of a
toothpick in the heart and brain. It is one of two
devices in the United States scheduled to
become operational this year, the other being in
Boston. The scanning machine, an Aquilion
320, has more than five times greater detector
coverage than its commonly used predecessor,
the 64-CT. The 320-CT can, in 1 second or less,
image “slices” as big as 16 centimeters, which
is wide enough to capture most of the body’s
organs with one single rotation of its central, X-
ray emitting gantry. 

National Asthma Guidelines Updated 
The National Asthma Education and
Prevention Program has issued the first com-
prehensive update in a decade of clinical guide-
lines for the diagnosis and management of
asthma. Updated recommendations for manag-
ing asthma include an expanded section on
childhood asthma, new guidance on medica-
tions, new recommendations on patient educa-
tion in settings beyond the physician’s office,
and new advice for controlling environmental
factors that can cause asthma symptoms.
Expert Panel Report 3 (EPR-3): Guidelines for
the Diagnosis and Management of Asthma–Full
Report, 2007 provides new guidance for select-
ing treatment based on a patient’s individual
needs and level of asthma control. EPR-3
builds upon complete asthma guidelines issued
in 1991 and 1997 and an update on selected
topics released in 2002. The guidelines focus
on four components of asthma care: measures
to assess and monitor asthma, patient educa-
tion, control of environmental factors and other
conditions that can worsen asthma, and med-
ications.

HHS Unveils Plan to
Strengthen, Update Food Safety Efforts
Health and Human Services has announced a
comprehensive initiative by the Food and Drug
Administration designed to bolster efforts to
better protect the nation’s food supply. The
Food Protection Plan proposes the use of sci-
ence and a risk-based approach to ensure the
safety of domestic and imported foods eaten by
American consumers. The plan, which focuses
on both domestic and imported food, comple-
ments the Import Safety Action Plan that recom-
mends how the U.S. can improve the safety of
all imported products. The plan calls for

enhancing FDA’s information systems related to
both domestic and imported foods to better
respond to food safety threats and communi-
cate during an emergency. The three core ele-
ments—prevention, intervention, and
response—incorporate four cross-cutting princi-
ples for comprehensive food protection along
the entire production chain:

• Focus on risks over a product’s life cycle
from production to consumption; 

• Target resources to achieve greatest risk
reduction; 

• Use interventions that address both food
safety (unintentional contamination) and food
defense (deliberate contamination); and 

• Use science and employ modern tech-
nology, including enhanced information technol-

ogy systems. The Food Protection Plan is avail-
able at www.fda.gov/oc/initiatives/
advance/food/plan.html.

Task Force Calls on APA to Protect
Integrity of Research, 
Practice and Applications
Corporate funding—particularly from pharma-
ceutical companies—has the potential to create
both individual and institutional conflicts of inter-
est and could pose a threat to the integrity of
psychological research and practice, according
to a special task force of the American
Psychological Association. APA’s
Presidential Task Force on External Funding
reviewed research, media reports, and other
sources to conclude that strong policies, educa-
tion, and continuing education are necessary to

protect the integrity of the science and practice
of psychology. The eight-member task force has
recommended that APA set clear limits on its
dealings with pharmaceutical companies and
other corporate entities in specific ways, includ-
ing disclosing relationships between these com-
panies and any research published in APA jour-
nals. 

Fever May Lead To Improved
Behavior in Children with ASD
Over the past several years, parents and clini-
cians have observed that the behaviors of chil-
dren with autism spectrum disorders (ASD)
tend to improve during a fever. Longer concen-
tration spans, increased language production,
improved eye contact, and better overall rela-

tions with adults and peers have all been report-
ed. In a study published in the journal
Pediatrics, researchers from the Kennedy
Krieger Institute in Baltimore confirmed parent
and clinician reports that the behavior of chil-
dren with ASD improves with fever.
Understanding how fever affects the behaviors
of children with ASD may provide insight into
the causes of the disorder and potential treat-
ment opportunities. 

Study Finds Some Less Likely
to Receive Breast Cancer Diagnostic Test 
An American Cancer Society study finds
breast cancer patients who lack insurance, who
come from areas with lower education levels,
who are African American, or who are older are
less likely to get a key diagnostic test to make

1982: Mt. Sinai Medical School in New York
is first to establish Department of Geriatrics.

1983: Social Security eligibility age
increased for full benefits.
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appropriate treatment decisions. The study
finds those groups are ten percent to three
times more likely not to receive tests to deter-
mine if the breast cancer has spread to axillary
lymph nodes. In axillary lymph node dissec-
tion, lymph nodes near the tumor are removed
and looked at under the microscope. When the
lymph nodes show signs of the tumor, there is
an increased likelihood that cancer cells have
spread through the bloodstream to other parts
of the body. This information is an important
part of staging and also helps to help guide
breast cancer treatment decisions. 

Increased Glucose Level is a
Strong Risk Factor for Colorectal Cancer
According to the results of a study published in
Gastroenterology, patients with high levels of
insulin and glucose are at increased risk of
developing recurrent colorectal adenomas. In
particular, study subjects who had even mod-
estly impaired fasting glucose had an espe-
cially large increased risk of recurrence of the
types of polyps that are most likely to progress
to invasive cancer. Researchers used a glu-
cose concentration of 99 mg/dl as the cut point
for the patients in the high group in the study;
a fasting blood glucose level between 100 and
125 mg/dl signals pre-diabetes. The levels
used in the study are reflective of those in the
general U.S. population, therefore it is impor-
tant to note that even a modest elevation of
fasting glucose can affect a patient’s risk of
colorectal cancer. 

Eating Fish, Omega-3 Oils, 
Fruits and Veggies Lowers
Risk of Memory Problems
A diet rich in fish, omega-3 oils, fruits, and veg-
etables may lower one’s risk of dementia and
Alzheimer’s disease, whereas consuming
omega-6 rich oils could increase chances of
developing memory problems, according to a
study published in the November 13, 2007,
issue of Neurology®. Researchers examined
the diets of 8,085 men and women over the
age of 65 who did not have dementia at the
beginning of the study. Over four years of fol-
low-up, 183 of the participants developed
Alzheimer’s disease and 98 developed anoth-
er type of dementia. The study found people
who regularly consumed omega-3 rich oils,
such as canola oil, flaxseed oil and walnut oil,
reduced their risk of dementia by 60 percent
compared to people who did not regularly con-
sume such oils. People who ate fruits and veg-
etables daily also reduced their risk of demen-
tia by 30 percent compared to those who did-
n’t. The study also found people who ate fish
at least once a week had a 35-percent lower

risk of Alzheimer’s disease and 40-percent
lower risk of dementia, but only if they did not
carry the gene that increases the risk of
Alzheimer’s, called apolipoprotein E4, or
ApoE4. In addition, the study found people
who did not carry the ApoE4 gene and con-
sumed an unbalanced diet characterized by
regular use of omega-6 rich oils, but not
omega-3 rich oils or fish were twice as likely to
develop dementia compared to those who did-
n’t eat omega-6 rich oils. 

Teen Birth Rate Rises
for First Time in 14 Years
The teen birth rate in the United States rose in
2006 for the first time since 1991, and unmar-
ried childbearing also rose significantly,
according to preliminary birth statistics
released by the Centers for Disease Control
and Prevention (CDC). The statistics are fea-
tured in a new report, “Births: Preliminary Data
for 2006,” prepared by CDC’s National Center
for Health Statistics, and are based on data
from over 99 percent of all births for the United
States in 2006. The report shows that between
2005 and 2006, the birth rate for teenagers
aged 15-19 rose 3 percent, from 40.5 live

births per 1,000 females aged 15-19 in 2005 to
41.9 births per 1,000 in 2006. This follows a
14-year downward trend in which the teen
birth rate fell by 34 percent from its all-time
peak of 61.8 births per 1,000 in 1991. The
study also shows unmarried childbearing
reached a new record high in 2006. The total
number of births to unmarried mothers rose
nearly 8 percent to 1,641,700 in 2006. This
represents a 20 percent increase from 2002,
when the recent upswing in non-marital births
began. 

Genetic Switch for
Circadian Rhythms Discovered 
University of California, Irvine researchers
have identified the chemical switch that trig-
gers the genetic mechanism regulating our
internal body clock. The finding identifies a
precise target for new pharmaceuticals that
can treat sleep disorders and a host of related
ailments. The study appears in the Dec. 13
issue of Nature. Researcher Paolo Sassone-
Corsi found that a single amino acid activates
the genes that regulate circadian rhythms.
Circadian rhythms are the body’s intrinsic
time-tracking system, which anticipates envi-
ronmental changes and adapts to the appro-
priate time of day. They regulate a host of body
functions, from sleep patterns and hormonal
control to metabolism and behavior. About 10
percent to 15 percent of all human genes are
regulated by circadian rhythms. Disruption of
these rhythms can profoundly influence
human health and has been linked to insom-
nia, depression, heart disease, cancer, and
neurodegenerative disorders.

HHS Takes New Steps to Bring
Health Information 
Technology to Americans
Health and Human Services, through the
Centers for Medicare & Medicaid Services
(CMS), is proposing to adopt new standards to
advance the use of electronic prescribing for
formulary and benefit as well as medication
history transactions used under the Medicare
prescription drug benefit. According to pub-
lished reports, some 530,000 adverse drug
events take place among Medicare beneficiar-
ies each year because of drugs negatively
interacting with other drugs the patient is
already taking, or insufficient information about
the patient and their medications. Information
provided via the medication history transaction
can help reduce the number of these adverse
drug events. Additionally, the formulary and
benefit transaction can provide prescribers
with data about which drugs are covered by a
Medicare beneficiary’s prescription drug bene-

1984: National Research Council
establishes Panel on Statistics for
an Aging Population.

1986: Institute of Medicine publishes
“Improving the Quality of Care in Nursing
Homes.” Mandatory retirement eliminated for
most workers.
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fit plan, and indicate which generic prescription
drugs might offer lower-cost options for a partic-
ular patient. 

Diabetes Rates Are Increasing Among Youth
About 154,000 youth under age 20 have dia-
betes in the United States. According to data
reported by the Centers for Disease Control
and Prevention in 2006, one in 523 people
younger than age 20 has diabetes. Among this
group, 79 percent are aged 10 to 19 years. To
help young people diagnosed with diabetes and
their parents, the National Diabetes
Education Program (NDEP) is introducing a
new series of tip sheets and an online quiz spe-
cially created for teens to help them manage
their disease and reduce their risk for complica-
tions. 

Supracervical Hysterectomy
Not Superior to Total Hysterectomy 
Supracervical hysterectomy, a surgical tech-
nique that removes the uterus while leaving the
cervix intact, does not have clear benefits over
total hysterectomy in women with non-cancer-
ous disease and should not be recommended
as a superior technique, according to a new
Committee Opinion released by The American
College of Obstetricians and Gynecologists.
Current research does not show significant
improvements in postsurgical outcomes for
supracervical hysterectomy when compared
with hysterectomies that remove both the

uterus and the cervix. Women who choose the
supracervical procedure are also at an
increased risk for future problems with the
retained cervix and may require additional sur-
gery. 

New AHRQ Tools Help
Pharmacies Serve Patients 
Health and Human Services’ Agency for
Healthcare Research and Quality has

announced two new tools to help pharmacies
provide better quality services to people with

limited health literacy. The tools are titled, Is
Our Pharmacy Meeting Patients’ Needs? A
Pharmacy Health Literacy Assessment Tool
User’s Guide and Strategies to Improve
Communication between Pharmacy Staff and
Patients: A Training Program for Pharmacy
Staff.

Studies have found that people with limited
health literacy are 12 to 18 times more likely to
be unable to identify their own medications and
distinguish them from one another than people
who are more health literate. They also have
difficulty understanding simple instructions,
such as taking a medication every 6 hours, or
how their medications work. People with limited
health literacy also are less likely to understand
potential side effects and more likely to misin-
terpret drug warning labels.

Glucoboy Encourages Kids to Glucose Test
The Glucoboy is the first blood glucose meter
that has been designed especially for kids and
adolescents. The Glucoboy is an advanced
blood glucose meter that, when used with the
Nintendo Game Boy® Advance System or the
GRiP incentive-based web community,
becomes part of an entire network that rewards
testing compliance and good health manage-
ment. In addition to a stand-alone blood glu-
cose meter, the Glucoboy contains 2 full length
video games and a mini-arcade. Blood glucose
test results are converted into Glucose Reward



Points that can be used to unlock games, or
converted into game currency. GRiP stands
for Guidance Reward Platform, an entire sys-
tem of incentive based care for both people
with diabetes and their support network. The
GRiP system includes the Glucoboy, the GRiP
web community, a unique card game, acces-
sories for the Glucoboy, and more. 

Adult Automated External
Defibrillators Can Save 
Children’s Lives, Too 
The use of automated external defibrillators
(AEDs) has saved the lives of thousands of
adult cardiac arrest victims, and may be
equally effective as life-saving interventions
for children. Although the incidence of ventric-
ular fibrillation in young children is low, there is
a need for developing strategies to provide
early defibrillation to patients younger than 8
years, which is why the American Academy
of Pediatrics has come out with a new clini-
cal report and policy statement. Because
AEDs were first used on adults and not tested
on pediatric patients, they were not authorized
for use in young children. Technology has
improved, and pediatric-capable AEDs have
been approved and found safe to use on
young children and infants. Additional studies
have shown that regardless of the weight or
size of a child, an adult AED with the capabil-
ity of providing a lower electric shock dosage
should be used if a pediatric AED is not avail-
able. If the AED can only provide one level of
dosage, it should still be used for infants and
children because the benefits far outweigh the
risks. 

New Guideline Recommends When
to Use CT Scans in ER for Seizures
A guideline developed by the American
Academy of Neurology recommends imme-
diate brain CT scans to screen certain emer-
gency room patients with seizures. Evidence
shows such scans can help doctors select the
right treatment option. The guideline is pub-
lished in the October 30, 2007, issue of
Neurology®. The strongest evidence shows
that imaging in the emergency room with a
head CT scan is particularly useful for seizure
patients with a predisposing history, focal
seizure onset, an abnormal neurologic exam,
a history of AIDS, or who are younger than six
months old. The guideline suggests physi-
cians consider an emergency CT scan in
adults and children with a first seizure
because evidence shows the results will
change how these people are treated in up to
17 percent of adult cases and up to eight per-
cent of cases involving children. 

HIPAA Privacy Rule Has Had
Negative Influence on Health Research
About two-thirds of clinical scientists surveyed
report that the Health Insurance Portability
and Accountability Act (HIPAA) Privacy
Rule for patients has had a negative influence
on the conduct of health research, often
adding uncertainty, cost, and delays, accord-
ing to a study in the November 14 issue of
JAMA. Roberta B. Ness, MD, MPH, of the
University of Pittsburgh, and colleagues
with the Joint Policy Committee, Societies
of Epidemiology, conducted a survey to
determine the degree, type, and variability of
influence from the HIPAA Privacy Rule experi-
enced by epidemiologists conducting
research on U.S. human subjects. Thirteen

societies of epidemiology distributed a nation-
al Web-based survey and 1,527 eligible pro-
fessionals anonymously answered questions.
The researchers found that regarding general
perceptions of the HIPAA rule, a majority of
respondents reported that the degree to which
the rule made research easier was low, at 1 to
2 (84.1 percent) on a 5-point scale (with 1 =
none, 5 = a great deal), and that the degree to
which the rule made research more difficult
was high (67.8 percent), at 4 to 5 on the scale.
Almost 40 percent indicated that the Privacy
Rule increased research costs in the high
range of 4 to 5, and half indicated that the
additional time added by the rule to complete
research projects was high. Almost half indi-
cated that the Privacy Rule had affected
research related to public health surveillance
at the high level. The perceived benefit of the
rule with respect to strengthening public trust
was reported as high by only 10.5 percent of
respondents, and only 25.9 percent believed

that the rule had enhanced participant confi-
dentiality/privacy in the high range of 4 to 5. 

Nearly One in Five Americans
Say They Can’t Afford Healthcare 
Nearly one in five U.S. adults—more than 40
million people—report they do not have ade-
quate access to the healthcare they need,
according to the annual “Health, United
States, 2007,” a compilation of more than 150
health tables prepared by CDC’s National
Center for Health Statistics. The report also
contains a special section focusing on access
to care, which shows that nearly 20 percent of
adults reported that they needed and did not
receive one or more of these services in the
past year—medical care, prescription medi-

cines, mental health care, dental care, or eye-
glasses—because they could not afford them.
In 2005, nearly one in 10 people between the
ages of 18 and 64 said they were unable to
get necessary prescription drugs during the
past 12 months due to cost. Nearly 10 percent
said they delayed receiving needed medical
care. This report did not study the relationship
between access to healthcare services and
health outcomes. The full Health, United
States: 2007 is available at
http://www.cdc.gov/nchs/. 

Sensei Launches the Next Generation
of Health and Weight-Loss Management 
Sensei Inc., a pioneer in mobile and web-
based wellness solutions, has introduced a
next-generation approach to health and
weight management with a program that lets
consumers turn their mobile phone into their
own “personal digital coach.” The program fol-
lows a holistic approach to weight loss and
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management, delivering customized meal rec-
ommendations, weekly shopping lists, fitness
information, and motivational messages to a
user’s mobile phone display or personal Web
page—prompting consumers at point-of-deci-
sion moments to make healthier choices. 

Brain Matures a Few Years
Late in ADHD, But Follows Normal Pattern
Researchers at the National Institutes of
Health’s National Institute of Mental Health
have discovered that in youth with attention
deficit hyperactivity disorder (ADHD), the
brain matures in a normal pattern but is
delayed three years in some regions, on aver-
age, compared to youth without the disorder.
The delay in ADHD was most prominent in
regions at the front of the brain’s outer mantle
(cortex), important for the ability to control
thinking, attention and planning. Otherwise,
both groups showed a similar back-to-front
wave of brain maturation with different areas
peaking in thickness at different times.
Previous brain imaging studies failed to detect
the developmental lag because they focused
on the size of the relatively large lobes of the
brain. The sharp differences emerged only
after a new image analysis technique allowed
the researchers to pinpoint the thickening and
thinning of thousands of cortex sites in hun-
dreds of children and teens, with and without
the disorder. 

Do Medical Schools Affect 
The Way Future Doctors
Interact With Drug 

Companies?
Although more and more drug advertisements
are appearing on television, the bulk of the
approximately $21 billion dollars that pharma-
ceutical companies spend annually to market
their products is targeted to physicians, doc-
tors in training (residents), and medical stu-
dents. A literature review by researchers from
the Indiana University School of Medicine
and the Regenstrief Institute, Inc. published
in the December issue of the journal
Pediatrics focuses on the interaction between
drug companies, medical students and resi-
dents and concludes that well-designed semi-
nars, role playing, and focused curricula can
affect medical student and resident attitudes
and behavior toward drug companies. Dr.
Aaron E. Carroll and colleagues found 12
studies since 1991 focusing on the efforts of
academic medical centers to modify the rela-
tionship between pharmaceutical companies
and medical students and residents. The
study authors reported evidence that policy
decisions to restrict contact between trainees
and the pharmaceutical industry were associ-
ated with greater skepticism toward informa-
tion given by drug company product represen-
tatives and altered behavior in future contact
with drug company representatives. 

FDA’s Safety Reviews of Prilosec and
Nexium Find No Evidence of Increased
Rates of Cardiac Events
FDA has completed a comprehensive, scien-
tific review of known safety data for the drugs
Prilosec and Nexium. FDA’s assessment of
the information from the data gathered was
further supported by an additional analysis of
14 comparative studies of Prilosec, four of
which were placebo-controlled. Although
these studies were not specifically conducted
to assess the risk of heart problems, and
patient follow-up was incomplete, they do not
suggest an increased risk of heart problems
with the use of Prilosec or its newer formula-
tion Nexium. FDA continues to conclude that
long-term use of these drugs is not likely to be
associated with an increased risk of heart
problems. FDA recommends that healthcare
providers continue to prescribe, and patients
continue to use, these products as described
in the labeling for the two drugs.

American College of Physicians Issues
Comprehensive Guidelines for Diagnosis
and Treatment of Stable Chronic
Obstructive Pulmonary Disease
The American College of Physicians has
released a new clinical practice guideline on
diagnosing and treating stable chronic
obstructive pulmonary disease (COPD), a
slowly progressive lung disease involving the
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airways and lung tissue, resulting in a gradual
loss of lung function, typically as a result of
smoking. The guideline offers six recommen-
dations, including:

• In patients with respiratory symptoms,
particularly shortness of breath, spirometry
should be performed to diagnose airflow
obstruction. Spirometry should not be used to
screen for airflow obstruction in asymptomatic
individuals.

• Treatment of stable COPD should be
reserved for patients who have respiratory
symptoms and forced expiratory volume in one
second (FEV1) less than 60 percent predicted,
as documented by spirometry.

• For symptomatic patients with COPD
and FEV1 less than 60 percent predicted, cli-
nicians should prescribe long-acting inhaled ß-
agonists, long-acting inhaled anticholinergics,
or inhaled corticosteroids.

• Clinicians should prescribe oxygen ther-
apy in patients with COPD and insufficient lev-
els of oxygen in the circulating blood while
resting.

The guideline, published in the Nov. 6, 2007,
issue of Annals of Internal Medicine, is based
on a systematic evidence review of published
studies by Timothy J. Wilt, MD, MPH, and the
Agency for Healthcare Research and
Quality-sponsored Minnesota Evidence-
based Practice Center evidence report.

State

Levine to Head DHH
A week before his inauguration as Governor,
Governor-Elect Bobby Jindal announced that
Alan Levine, the former Secretary of the
Florida Agency for Health Care
Administration, will serve as the Secretary of
the Louisiana Department of Health and
Hospitals (DHH), and that Charles Castille,
currently serving as the Undersecretary for
DHH will continue in that role. Jindal also
announced that Sybil Richard, who is origi-
nally from New Orleans and formerly served
as Levine’s deputy in Florida, will serve as the
Deputy Secretary of the Department of Health
and Hospitals. 

Levine was serving as the President and Chief
Executive Officer of Broward Health, one of
the largest not-for-profit public healthcare sys-
tems in the nation. Previously, Levine served
as Secretary of the Florida Agency for Health
Care Administration from 2004 to 2006, over-
seeing more than 30,000 health care facilities,
including hospitals, nursing homes, assisted
living facilities and health care clinics. He also

managed Florida’s Medicaid program, with a
budget of more than $16 billion. Charles
Castille has served as DHH Undersecretary
since 1998, managing the state’s Medicaid
program and overseeing financial research,
contract administration, human resources,
capital outlay, and policy development. Castille
also helps develop legislative strategy and
packages. Sybil Richard has served as the
Assistant Deputy Secretary for Medicaid
Operations for the Florida Agency for Health
Care Administration since 2005. She is
responsible for the management and opera-
tion of Medicaid’s 47 service programs in the

bureaus of Medicaid Pharmacy Services,
Medicaid Services, Health Systems
Development, as well as the 11 field offices
throughout the state.

Louisiana Gets High
Ranking in Emergency Preparedness
According to the fifth annual “Trust for
America’s Health” report Louisiana has
shown improvement in its emergency pre-
paredness, scoring an eight out of 10 overall,
compared to last year’s score when the state
only achieved six out of 10 standards for emer-
gency readiness. The “Ready or Not?” report
contains state-by-state health preparedness
scores based on 10 key indicators to measure
health emergency preparedness capabilities.
All 50 U.S. states and the District of Columbia
were evaluated. Only 22 states scored higher
than Louisiana. Illinois, Kentucky, Nebraska,
New Jersey, Pennsylvania, Tennessee, and
Virginia scored the highest with 10 out of 10.
Arkansas, Iowa, Mississippi, Nevada,
Wisconsin, and Wyoming scored the lowest

with six out of 10.
Preparedness Indicators
1. Mass Distribution – Strategic National
Stockpile: Does the state have an adequate
plan to distribute emergency vaccines, anti-
dotes, and medical supplies from the Strategic
National Stockpile?
2. Mass Distribution – Antiviral Stockpiling: Did
the state purchase a portion of its share of fed-
erally subsidized or unsubsidized antiviral
drugs to stockpile for use during a flu pandem-
ic?
3. Public Health Laboratories – Bio-Threat
Testing: Does the state lab director have suffi-

cient laboratory capabilities to test for biologi-
cal threats?
4. Public Health Laboratories – Workforce
Surge Preparedness: If needed in an emer-
gency, does the state public health laboratory
have the capability to provide 24/7 coverage
for analysis?
5. Bio-surveillance: Does the state use a dis-
ease surveillance system that is compatible
with federal Centers for Disease Control and
Prevention’s system; including integrating
electronic data from multiple sources?
6. Health Care Volunteer Liability Protection:
Does the state have laws that reduce or limit
the liability exposure for health care volunteers
who serve in a public health emergency?    
7. Emergency Preparedness Drills: Does the
state health department engage the state
National Guard in public health emergency
preparedness  drills or training exercises?
8. Community Resiliency: Does the state meet
a minimum threshold of Medical Reserve
Corps volunteers per 100,000 persons?
9. Public Health Progress – Seasonal Flu

1990: Americans with Disabilities Act
passed.

1992-3: AAMC reports than only 9 out of 129
med schools require separate course on
geriatrics.
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Vaccination for Seniors: Did the state increase
its rates for immunizing adults aged 65 and
older for the seasonal flu?
10. Funding Commitment: Did the state main-
tain or increase funding for public health pro-
grams during 2006 and 2007?
The only standards Louisiana has yet to achieve
are sufficient public health laboratory capacity
(the lab was destroyed during Hurricane
Katrina) and an adequate number of medical
volunteers. The report did not factor in the
state’s new effort to sign-up volunteers. 

Ochsner Baptist Opens New Imaging Center
Ochsner Baptist Medical Center has opened
a $10 million, 22,000-square foot Imaging
Center in New Orleans. The Imaging Center will
offer the latest state-of-the-art equipment,
including a 64-slice CT machine, MRI,
Ultrasound, Radiography, Fluoroscopy, Nuclear
Medicine, and Echo Cardiology testing. In addi-
tion, a Picture Archive and Communication
System (PACS) is being installed to allow physi-
cians to view patient images in their offices and
throughout the hospital, including operating
rooms. In January 2008, Radiation Therapy
services will be offered at the Imaging Center as
well. 

Lallie Kemp Regional Medical
Center Seeks Music Submissions 
Lallie Kemp Regional Medical Center
(LKRMC), in Independence, Louisiana is featur-

ing local musicians on its on-hold music. After
Hurricane Katrina, medical director Dr.
Kathleen Willis, who is also a musician, want-
ed to offer assistance to struggling displaced
Louisiana musicians, so she created Music On
Hold (MOH). Musicians on the current loop
range from Lindsey Cardinale, a finalist on the
2005 American Idol, to Nocturnal Music label
artists Warren Batiste and Invisible Cowboys.
Willis updates the music every three to six
months and is now accepting submissions of all
kinds of music for the second MOH loop.
“Unfortunately, we are unable to compensate
the musicians, but it will give them exposure that
they may not otherwise have,” Willis said. 

LSU Appoints Green Hospital Administrator 
for Leonard J. Chabert Medical Center
The LSU Health Care Services Division has
appointed Rhonda Green, RN, MBA/MHCM,
hospital administrator for Leonard J. Chabert
Medical Center (LJCMC) in Houma, Louisiana.
Ms. Green, who served as acting hospital
administrator since July 2007, has more than 17
years experience in hospital management and
healthcare. Ms. Green holds a Bachelor of Arts
in Nursing, a Master of Business Administration
and a Master’s degree in Health Care
Management. She is also a legal nurse consult-
ant and expert witness for area law firms.

Chef Paul Prudhomme Offers
Tastier Fare to Ochsner Hospital Patients

Ochsner Medical Center is making gourmet
fare a bedside option and is trading in on New
Orleans’ hallmark cuisine by enlisting world-
renowned Cajun Chef Paul Prudhomme’s help
in developing hospital patient meals. The
Culinary and Nutrition Departments at Ochsner
and Chef Prudhomme have created a new
menu of selections for hospital patients who
want healthier, tastier food options as well as a
new bedside ordering system with a personal-
ized touch. Ochsner now offers more flavorful
patient meals through the creative use of herbs
and seasonings as well as recipes that cater to
patients who have to restrict salt and sugar
intake. New menu items include healthier ver-
sions of New Orleans classics such as crawfish
etouffee, red beans and rice, jambalaya,
beignets, remoulade, and sauce piquant. 

Parish Health Unit Opens
in Mid-City New Orleans
It is now easier and more convenient for citizens
of Orleans Parish to receive preventive health-
care services with the opening of a parish health
unit in the city. Located at 3308 Tulane Avenue,
the newest health unit is at the site of the former
Orleans Women’s Clinic that was devastated
by Hurricane Katrina. The Orleans Women’s
Clinic has historically been a reliable medical
resource in the Mid-City community. It has
served thousands of local residents in the New
Orleans area for the past 15 years. Services
available will include: the Women Infants and
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Children (WIC) program, immunizations,
maternal and child health, family planning,
sexually transmitted disease, and tuberculosis
surveillance. 

Louisiana Remains a
Dangerous Place to Have Sex
Louisiana continues to rank in the top 15
states in reported cases of three nationally-
notifiable sexually transmitted diseases—
syphilis, gonorrhea, and chlamydia. These
rankings come from the Centers for Disease
Control and Prevention’s (CDC) 2006
Sexually Transmitted Disease Surveillance
Report. DHH’s Office of Public Health has
also released its Sexually Transmitted
Disease Annual Report 2006. The state report
gives more detailed information about trends
and clusters of these diseases, which helps
identify where treatment and prevention
efforts are most needed. The CDC report
ranks Louisiana as having the highest rate of
primary and secondary syphilis in the country.
East Baton Rouge and Orleans Parishes
ranked number 25 and 40 respectively for
reported cases in counties and independent
cities. According to the Louisiana report, there
were 347 cases of primary and secondary
syphilis reported in Louisiana in 2006. This is
a 123 percent increase from the 2002 data.
The CDC report ranks Louisiana third in the
country for gonorrhea rates, with East Baton
Rouge as number 50 and Caddo Parish as
number 56 among counties and independent
cities by the number of reported cases. The
state reported 11,340 cases of gonorrhea in
2006, a 17.3 percent rise from 2005. The CDC
ranks Louisiana at number 13 for prevalence
of chlamydia. According to the Louisiana
report, the nine health regions reported
18,787 chlamydia infections in 2006. This is
an increase of 7.6 percent compared with the
2005 rate. Every parish reported cases of
chlamydia in 2006.  

Ochsner Offers New
Congestive Heart Failure Treatment
Ochsner hospitals are offering patients

AquadexTM FlexFlow, the latest technology
to treat congestive heart failure. The

AquadexTM FlexFlow Fluid Removal System
by CHF Solutions, Inc. is a minimally inva-
sive treatment that helps drain fluid overload
caused by congestive heart failure, renal fail-
ure, and metabolic diseases. This new tech-
nology allows physicians greater flexibility and
precision in regulating blood-flow and fluid-
removal, thus reducing swollen limbs, fatigue,
and severe shortness of breath. Traditional
fluid-extraction treatments include diuretics or

inotropic drugs. Aquadex is an improved alter-
native as it allows for fluid extraction tailored
to individual patient’s needs and there is no
significant impact on electrolyte balance,
blood pressure or heart rate. It’s also easily
transportable, so patients can move around
during treatment. 

Ochsner Nurse Honored as one of
Johnson and Johnson’s
Top Ten Nurse Heroes
Ochsner Registered Nurse Betty Clavijo
Bennett was recently honored as a recipient
of Johnson and Johnson’s Top Ten Nurse
Heroes across the country. Gannett
Healthcare Group, the Johnson and Johnson
Campaign for Nursing’s Future, and Sigma
Theta Tau International have partnered to
honor ten amazing nurses from across the
United States who have acted in a heroic

manner to either save a life, or attempt to save
a life under adverse conditions and in situa-
tions that are not part of their typical assigned
duties/employment. Bennett was the house
supervisor at Memorial Medical Center
Baptist Campus when Hurricane Katrina hit
New Orleans on Sunday, August 29, 2005.
Not long after, the hospital became isolated by
floodwaters from broken levees, trapping
more than 2000 people inside including 200
patients. Drawing on her military training as
well as her skills as a critical care nurse, Air
Force Captain Betty Bennett volunteered to
take charge of the hospital’s air evacuation
operation. Specifically, the team coordinated
the evacuation of several hundred patients
from an 11th floor helipad without modern
communications, while battling scorching hot
weather during the day and total darkness at
night. The team was able to safely evacuate
all 2000 people either by air or by boat. 

More Opportunities Available
for Home and Community-Based Services
The time spent waiting to receive home and
community-based services through the
Elderly and Disabled Adult Waiver will soon be
over for 1,500 seniors and adults with disabil-
ities. That’s because the Centers for
Medicare and Medicaid Services has
recently given its approval to the state’s
request to add an additional 1,500 Elderly and
Disabled Adult Waiver slots, allowing for a
total of 4,403 persons to now receive these
services. The Elderly and Disabled Adult
Waiver allows for services to be provided in a
home or community-based setting for a quali-
fying person who would otherwise require
care in a nursing facility. To qualify for the
Elderly and Disabled Adult Waiver, individuals
must be between the ages of 21 and 64 and
have been determined to be disabled, or age
65 and older. Applicants must need the level
of care provided in a nursing home and must
meet other financial and program require-
ments.

Vaccine Recall Includes
Over 3,000 Doses in Louisiana
Louisiana’s vaccine supply has been affected
by the recent voluntary recall of 10 lots of
Haemophilus influenzae type B (Hib) vaccine
and two lots of a combination Hib and
Hepatitis B vaccine. The children’s vaccine is
being recalled as a preventive measure
because the manufacturing company, Merck,
cannot assure sterility for the lots involved.
About one million doses nationwide are
believed to be affected by the recall. The
Department of Health and Hospitals–Office
of Public Health has identified one of the
affected lot numbers in Louisiana, from which
a total of 3,360 doses were distributed to
Vaccines For Children (VFC) providers. It is
PedvaxHIB vaccine lot number 0677-U, expi-
ration date January 11, 2010. VFC providers
who have received the recalled vaccine are
being contacted and asked to immediately
discontinue use of the affected lot, and return
the vaccine to the VFC Program. 

CDC Testing Trailers for Formaldehyde
The Federal Emergency Management
Agency (FEMA) and the Centers for
Disease Control and Prevention (CDC)
began testing for formaldehyde levels in trail-
ers and mobile homes in Mississippi and
Louisiana in December. The testing comes in
response to a request from FEMA for assis-
tance in answering questions related to indoor
air quality and health in order to answer con-
cerns raised by residents and community

1993: IOM issues report on
“Strengthening Training in Geriatrics
for Physicians.”

1994: Geriatricians required to complete at
least one additional year of fellowship training
plus pass a certification exam. 



members. CDC began indoor air sampling to
determine formaldehyde levels inside a represen-
tative sample of occupied trailers and mobile
homes purchased by FEMA to provide temporary
housing for Gulf Coast residents. Models to be
tested include travel trailers; modified travel trail-
ers, often called “park models;” and mobile
homes.

Bogalusa Medical Center
Receives $11 Million for 
Expansion of Family Medicine
Clinic and New OB/GYN Unit 
Bogalusa Medical Center (BMC) is receiving
$11 million from the State Bond Commission for
expansion and renovation of its Family Medicine
Clinic and for construction of a new OB/GYN unit.
The plans for the expansion and new OB/GYN
unit meet the requirements of the Accreditation
Council of Graduate Medical Education
(ACGME). As a result, the ACGME gave full
accreditation to the LSU Rural Family Medicine
Residency Program. Construction of the new
OB/GYN unit is scheduled for completion by
August 2008. The new unit will feature spacious,
modern labor-delivery-and-recovery (LDR)
rooms, exam rooms, conference rooms, and wait-
ing areas. The Family Practice clinic addition,
slated to begin construction early this year, will
increase by 125% the size of the clinic. 

LSU Interim Hospital
Opens Outpatient Clinic 
The LSU Interim Hospital has opened an outpa-
tient school-based health center at O. Perry
Walker College and Career Preparatory High
School. The health center will have a full-time
nurse practitioner, expanded role registered
nurse, behavioral health counselor and case
manager, regular access to an on-site pediatri-
cian, as well as other services. With an emphasis
on prevention, the clinic will provide comprehen-
sive routine examinations, sports physicals, hear-
ing and vision screens, immunizations, injury pre-
vention, evidence-based chronic disease man-
agement (treatment for hypertension, obesity,
diabetes mellitus, hyperlipidemia, and asthma),
nonemergent acute care, sexually-transmitted
disease screenings and treatment, stop-smoking
programs, and assistance with obtaining needed
medications. 

The clinic will collaborate with the Metropolitan
Human Services District (MHSD) and others to
provide treatment for behavioral, mental-health,
and addictive disorders; access to developmental
disabilities services; and case management. For
patients under 18 years of age, the clinic will col-
laborate with Children’s Hospital and the pedi-
atrics departments of the LSU and Tulane health
sciences centers to provide diagnostic imaging,
procedures, and labs; hospitalization and subspe-

cialty access; and dental care through public-pri-
vate partnerships. 

University Medical Center Receives
$2 Million For Emergency
Department Expansion 
University Medical Center (UMC) in Lafayette is
receiving $2,045,000 for expansion and renova-
tion of its emergency department. The State
Bond Commission approved the UMC
Emergency Department Expansion Project in
September, with $340,000 available immediately
and $1,705,000 available for future expenses.
Studies indicate that the current area of the emer-
gency department, about 5,000 square feet, is not
adequate for its 42,000 patients a year. Instead,
for that number of patients, the emergency
department should be at least 16,000 square feet,
which is the amount of space that the expansion
will provide. 

State Tests Readiness for Pandemic Flu
In conjunction with national preparedness month,
the Department of Health and Hospitals Office
of Public Health, the Governor’s Office of
Homeland Security and Emergency
Preparedness, and hospitals throughout the
state participated in a training exercise designed
to test the healthcare system’s ability to respond
to a large-scale outbreak in Louisiana. The two-
day drill simulated the spread of the flu around the
world, in the United States, and in Louisiana. The
exercise included various scenarios and events
which might happen during an actual pandemic,
including:  tracking the spread of the disease,
public reporting, communicating health mes-
sages, setting up dispensing sites to dispense
medications and properly directing the public. A
second segment of the drill took place in October
when DHH’s Office of Public Health set up nine
medication dispensing sites throughout the state.
At those clinics, health workers and volunteers
offered seasonal flu vaccine to residents who
came to the site. Health officials hoped to vacci-
nate 200 people per hour at each site.

Participating Hospitals
• East Jefferson General Hospital
• Our Lady of the Lake Regional Medical

Center
• Earl K. Long Medical Center
• Terrebonne General Hospital
• Lafayette General Medical Center
• Lafayette Surgical Specialty Hospital
• LSU-University Medical Center
• Optima Specialty Hospital
• Our Lady of Lourdes Regional Medical

Center
• Savoy Medical Center
• Southwest Medical Center
• Women's and Children's Hospital
• American Legion Hospital

• Compass Behavioral Center of Crowley
• Heart Hospital of Lafayette
• Lake Charles Memorial Hospital
• West Calcasieu Cameron Hospital
• Jennings American Legion Hospital
• Beauregard Memorial Hospital
• Allen Parish Hospital
• Christus St. Patrick Hospital
• St. Frances Cabrini Hospital
• Rapides Regional Medical Center
• Bayne-Jones Army Hospital (Fort Polk)
• LaSalle General Hospital
• Healthsouth
• Huey P. Long Medical Center
• Hardtner Medical     
• Winn Hospital
• Specialty Hospital of Winnfield   
• Dubuis Hospital
• Crossroads Regional Hospital
• Christus Schumpert Health System
• St. Frances Hospital
• St. Tammany Parish Hospital
• North Oaks Hospital

State Gets Funding for
High-Speed Data Sharing
Doctors in Louisiana's rural hospitals will soon
have instant access to a patient's medical infor-
mation if it is stored electronically. Through a
$15.9 million grant the Federal
Communications Commission (FCC) awarded
to the Louisiana Department of Health and
Hospitals, 109 not-for-profit hospitals in the state
will gain high-speed digital connections to trans-
port medical information. This technology couples
geostationary satellite communication technolo-
gies with access to the Louisiana Optical
Network Initiative (LONI), a high-speed, fiber
optic network that connects supercomputing
resources throughout the state, allowing compu-
tation speeds greater than 1,000 times the rate
previously possible and enabling greater connec-
tivity and faster collaboration. The grant provides
funding for the participating hospitals to upgrade
their network connections so they can connect to
LONI, which will provide them with an unprece-
dented ability to share information. The FCC
grant will provide DHH with $5.3 million per year
for three years to assist hospitals with purchasing
the hardware and software necessary for these
digital connections.

Cardiovascular Institute of the
South Selects SRSsoft Clinical Manager™
Louisiana-based Cardiovascular Institute of
the South (CIS) has selected SRSsoft Clinical
Manager to ease the transition to a paperless
chart environment. CIS has 45 providers and
more than 475 dedicated team members in 11
locations throughout southern Louisiana. The
specialty practice includes cardiologists, cardio-
vascular surgeons, and thoracic surgeons.

1995: U.S. life expectancy is 75.8 years. Seventy-nine percent of those 70 or older have one or more of the follow-
ing conditions: arthritis, high blood pressure, heart disease, diabetes, lung disease, stroke, cancer.
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Automating clinical workflow with the SRSsoft
solution has enabled more than 4,000 physi-
cians in the United States to eliminate paper,
increase efficiency, and improve the patient's
experience without changing the way physi-
cians practice medicine. SRS Clinical Manager
is user-friendly, patient data is available remote-
ly 24/7/365 from anywhere in the world, and the
suite of modules and features include Lab
Manager, Order Manager, e-prescribing, and
seamless integration with PACS systems. 

Varnado Receives Top
Award for Wound Care 
The South Central Region Wound, Ostomy
and Continence Nurses Society (SCR-
WOCN) named Myra Varnado RN, BS, CDE,
CWOCN, as its Wound, Ostomy and
Continence Nurse of the Year for 2007 at the
SCRWOCN Regional Conference in Baton
Rouge. An RN for 27 years, certified diabetic
educator, and certified WOC nurse, Varnado
manages the Wound, Ostomy and Continence
Nurse Clinic at the Lallie Kemp Regional
Medical Center. The SCRWOCN selected
Varnado from the five-state region that includes
Louisiana, Texas, Mississippi, Arkansas, and
Oklahoma. Peers from across this region nom-
inated her for this award. 

Local

Pennington Researcher Discovers
Molecule's Hidden Life as 
Powerful Hormone 
Scientists at the Pennington Biomedical
Research Center have made a surprising dis-
covery that the iron containing heme molecule,
which is a key part of hemoglobin, does more
than just help deliver oxygen from lungs to the
body's cells. The iron based heme portion of
hemoglobin (pronounced HEEM) leads two
lives–one in the bloodstream and one within the
body's cells as a powerful hormone that influ-
ences weight gain, the sleep cycle, and meal
metabolism in ways that could lead to preven-
tion of serious diseases such as obesity, dia-
betes, depression, sleep disorders, and even
breast cancer.

Molecular biophysicist Tom Burris, PhD., has
determined in lab experiments that heme binds
with specific receptor proteins in the cytoplasm
within cells. Then the heme-protein partnership
moves into the nucleus to control specific
genes in our DNA, genes that determine how
efficiently we use the food we eat, how high our
cholesterol levels is, what our sleep cycle is,
and even whether we are prone to abnormal
weight gain. Burris' work was published in
Nature Structural and Molecular Biology, an on-

line publication of Nature magazine. Knowing
that heme can control the genes that regulate
sleep, metabolism, and weight gain could lead
to possible hormonal treatments or cures based
on modified versions of heme.

Blue Cross Blue Shield of
LA Fined $150,000 by DOI
The Department of Insurance (DOI) has
entered into a Consent Agreement with Blue
Cross and Blue Shield of Louisiana (BCB-
SLA) and the company has paid a $150,000
stipulated fine for non-compliance with state
healthcare laws, according to Commissioner of
Insurance Jim Donelon. The fine and the
Consent Agreement relate to approximately
150 instances of non-compliance with the state
law known as the "Baby Bill." The bill, Act 269
of the 2004 Regular Session of the Louisiana
Legislature, requires health insurers to notify
the Department of Health and Hospitals
(DHH) when one of its insured gives birth to a
Medicaid-eligible baby. DHH then conducts a
cost analysis to determine if it would cost the
state less money to maintain the newborn baby
on its parents' health insurance plan and pay
the baby's health insurance premium rather
than enroll the baby in Medicaid. DHH esti-
mates the Baby Bill can result in $10 to $20 mil-
lion per year in Medicaid savings to the state.
According to the Consent Agreement, BCBSLA
failed to properly notify DHH and other required
persons and/or failed to provide the required
documentation or information on newborns
qualifying for coverage. In addition to the
$150,000 fine paid by BCBSLA, the company
has agreed to stipulated fines for any possible
future violations of $500 per day per violation.

Distinguished Neurosurgeon
Now in Baton Rouge 
Neurosurgeon Gary Dennis, MD, FACS, has
opened a neurosurgery practice in Baton
Rouge. With more than 25 years experience as
a neurosurgeon, Dennis specializes in brain,
spinal cord, peripheral nerves and spine sur-
geries. Because of his expertise, Baton Rouge
General recently named him Chief of
Neurosurgery–a service the hospital will be
expanding in December. Previously, Dennis
served as the Chief of Neurosurgery at the
prestigious Howard University Hospital
(Washington, DC) and Associate Professor of
Neurological Surgery at Howard University's
College of Medicine. 

Pennington Plans Move
Forward Despite Shortfall
Pennington Biomedical Research Center
officials told The Advocate that they anticipate
an early spring groundbreaking for a new
92,500-square-foot, clinical research building–a

facility deemed critical for Pennington's future
viability. Unfortunately the budget is about $4
million short of the estimated $25 million price
tag, but Pennington hopes to make up for the
shortfall during the 2008 legislative session.
The expansion is necessary for Pennington to
continue its critical research as it has outgrown
the 600,000-square-foot Pennington health and
nutrition research center. The building should
be complete and fully operational by late 2009.

Louisiana's Oldest Citizen Turns 113
Maggie Mae Renfro, long time resident of
Minden, Louisiana, turned 113 on Wednesday,
November 14. According to Renfro, her date of
birth is November 14, 1894, which makes her
the ninth oldest person in the world. However,
due to the lack of paper documents, she ranks
21st according to the Gerontology Research
Group. Renfro is one in only about one thou-
sand centenarians, someone who has reached
the age of 100, ever to be considered a super-
centenarian, someone who has reached the
age of 110 or more. Renfro, one of 11 siblings,
was born around Athens, Louisiana to Wylie
and Dellie Thorton. Renfro and her sisters
Carrie Thorton and Rosie Warren are all over
the age of 100. 

Blue Cross and Blue Shield of
Louisiana Honored with 2007
Well Workplace Award for Large Employers 
Blue Cross and Blue Shield of Louisiana has
been named the winner of the 2007 Well
Workplace Award for large Louisiana employ-
ers by the Louisiana Health Care Alliance
(LHCA) in recognition of Blue Cross' Healthy
You, Healthy Blue employee wellness program.
Each year, the LHCA recognizes employers
that champion the health of their employees,
work to create a culture of physical activity in
the workplace and inspire change by looking
beyond the criteria to new and innovative ways
to inspire health. Created in 2006, Blue Cross'
Healthy You, Healthy Blue employee wellness
initiative is a free, self-paced program that
offers employees information, tools, and incen-
tives for making healthy lifestyle choices.
Program offerings include a printed wellness
guide and activity log, an annual employee
health fair, educational classes, seminars, well-
ness events throughout the year, and individu-
alized fitness profiles and action plans.
Participating employees can earn points toward
quarterly prizes and even cash awards each
year. So far, more than half of Blue Cross' 1,600
employees are losing pounds, reducing high
blood pressure and lowering cholesterol. As of
September, employees participating in the com-
pany's 2 Ton Challenge had lost a 
collective 1,625 pounds since

Jan. 1, 2007. v

1997: Medicare payment policies changed by Balanced
Budget Act.
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obstructive 
sleep apnea

by: J. Kyle Schwab, MD
Internal Medicine and Pediatrics

bstructive sleep apnea is a common
subject in today’s medical literature.
Who has it? What can we do about
it? And do we know the outcomes of
treatment? This article will focus on
adults with obstructive sleep apnea,

identification, treatment, and reasons to treat. Pediatric
sleep apnea will be addressed at a later time. 

Who has it? The risk factors for obstructive sleep
apnea that have been clearly identified are neck circumfer-
ence, obesity(BMI), male sex, age, and snoring. Neck cir-
cumference over 17 inches in a male or over 15 inches in
a female predicts risk best. Body mass index over 30
increases risk from 2-4% of the general population to
approximately 25% in these obese subjects. Men have
about twice the incidence of OSA compared to women and
the risk rises with advancing age. Most patients that snore
do not have sleep apnea, however the prevalence of sleep
apnea in snoring adults is higher than in the general popu-
lation. We use a questionnaire called the Epworth sleepi-
ness scale, ask about snoring, and use the physical
parameters of neck size and BMI to help predict risk.
Those felt to be at risk then undergo a nocturnal

polysomnogram (sleep study) to objectively confirm dis-
ease presence.

Why treat OSA? There are three primary reasons
to treat OSA. The first is to eliminate snoring and reduce
bed partner disturbance. The second is to reduce daytime
sleepiness, and the third is to reduce cardiovascular risk
and mortality. It has been shown that OSA patients have an
increased risk of hypertension, stroke, and heart failure.
These patients tend to be obese and have other co-mor-
bidities. The studies have been designed to reduce the
impact of these cofounding variables and the trend
towards increased risk persists. There is a higher inci-
dence of non-dipping blood pressure response in OSA
patients (Davies, Thorax, 2000). The odds ratio of hyper-
tension in OSA patients has been shown to be elevated
two- to threefold versus normal controls. Treatment of OSA
with continuous positive airway pressure (CPAP) has been
shown to reduce average blood pressure in those patients
(Pepperell, Lancet, 2002). OSA patients have a higher risk
of stroke and death from all causes of mortality (Yaggi et
al., NEJM). This study of over 1000 patients showed risk of
stroke or death to be two times the rate of control subjects.
OSA has been shown to increase the risk of heart failure

O

Who’s on First, What’s on Second, I Don’t Know is on Third. 

1998: Of the 98,000 medical residency and fel-
lowship positions supported by Medicare, only 324
focus on geriatrics or geriatric psychiatry.

1999-2002: Almost 70 percent of
Americans 65 and older are overweight or
obese.

internal medicine
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by a factor of 2.2 in the Sleep Heart Health Study
(JAMA, 2000). The data clearly show a link of OSA
and hypertension, stroke, and heart failure.

What can we do about it? Treatment of
OSA has been shown to reduce daytime sleepiness
and eliminate snoring. The data for cardiovascular
risk reduction by treating OSA is confused by the lack
of prospective trials. However, a number of retro-
spective and observational trials suggest a benefit to
treatment. Treatment can include CPAP, surgery, or

an oral appliance. Each has been shown to reduce
OSA severity in selected groups, but the most data is
available on the use of CPAP. As mentioned previ-
ously blood pressure is reduced in patients with OSA
on CPAP treatment. A 3.3mm Hg reduction in aver-
age blood pressure was shown in the Pepperell
study, with some studies showing as much as a
12mm Hg reduction in systolic blood pressure in
severe OSA patients on CPAP (Kaneko, NEJM,
2003). In addition, CPAP treatment of OSA reduces

left ventricular transmural pressure and LV afterload
by reducing negative intrathoracic pressure
(Naughton et al., Circ 1995). This has been shown to
improve left ventricular ejection fraction by 5-9% in
treated patients with OSA and congestive heart fail-
ure (Kaneko, NEJM, 2003) and reduce sympathetic
activity as measured by urinary catecholamines
(Mansfield, AJRCCM, 2003). The long term effects of
CPAP treatment of OSA in heart failure patients
deserves further study. 

In summary, OSA is a disease with proven
treatment available. Identification of patients with this
disorder can be maximized by questioning patients
about snoring, daytime sleepiness, and looking at
physical exam parameters of body mass index and
neck circumference. In identifying patients with OSA
and providing them with effective treatment, we can
improve their quality of life, improve the sleep of
those around them, and can address a condition with
proven morbidity and mortality risk. v

The data clearly show a link of OSA and
hypertension, stroke, and heart failure.

- J. Kyle Schwab, MD
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Introduction
Endoscopic ultrasound (EUS) is a technique that com-
bines endoscopy with ultrasound to obtain a unique view
of and access to organs that are otherwise difficult to
reach. This is particularly useful in the diagnosis of pancre-
ato-biliary conditions and for the staging of various gas-
trointestinal and non-gastrointestinal cancers. Diagnostic
capabilities of EUS include the ability to obtain tissue diag-
nosis in cases of pancreatic cancer and to evaluate vari-
ous lymph nodes for malignancy by fine needle aspiration
(FNA) in a minimally invasive manner.

Although gastroenterologists frequently refer patients for
EUS, awareness of the indications for EUS is improving
and primary care physicians/internists are increasingly
referring patients for evaluation of a pancreatic cyst/mass,
mediastinal mass/lymphadenopathy, etc., found inciden-
tally during imaging for other reasons in an otherwise
asymptomatic patient. Colorectal and cardiothoracic sur-
geons, oncologists, and pulmonologists utilize EUS as a
pre-op or pre-treatment tool for a variety of patients to
obtain accurate staging of malignancies and to assess
response to neoadjuvant treatment. Neoadjuvant therapy
followed by EUS allows the surgeons to assess the candi-
dacy of a previously unresectable patient for surgery.

Equipment
There are three main types of devices used in EUS:  radi-
al echoendoscopes which provide a 360 view of struc-
tures, curvilinear echoendoscopes used for tissue sam-
pling, and endoscopic probes used to evaluate 

submucosal lesions. Special processors and needles for
tissue sampling are also required.

Indications
Pancreato-biliary: EUS is used to rule out stones in the
common bile duct in patients with moderate suspicion for
stones. EUS in such cases can exclude stones with confi-
dence and endoscopic retrograde cholangiopancreatogra-
phy (ERCP), with its potential complications, may be
avoided in these patients. Microlithiases or sludge and
small stones may be missed by transcutaneous ultra-
sonography and are diagnosed by EUS. This is useful in
the evaluation of “idiopathic” pancreatitis that could have
been caused by sludge. EUS can also be used to screen
for pancreas divisum, sludge, chronic pancreatitis, and
pancreatic malignancy in patients with recurrent pancreati-
tis. Ampullary adenomas are evaluated by EUS to rule out
invasion prior to ampullectomy.

by: Neelima Reddy, MD, MSPH
Digestive Health Center of Louisiana

Pancreatic mass with a CBD stent through the mass. Needle tip is

shown during biopsy of the mass

o

2000: Social Security earnings test eliminated for full retirement age. Non-institutionalized Medicare enrollees aged 65+ aver-
age 30 filled prescriptions, up from 18 in 1992. Medicare disbursements total $186.7 billion. 
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Due to the ability to provide tissue diagnosis, EUS is particu-
larly useful in the management of patients with pancreatic
cysts and masses, where it also provides information regard-
ing resectability by evaluating the involvement of vascular
structures and lymph nodes. Endosonographic appearance or
sampling of pancreatic cystic masses will distinguish pseudo-
cysts from cystic neoplasms. High resolution CT provides a
high degree of detail in the evaluation of pancreatic disease,
and is used in conjunction with EUS to provide the best diag-
nostic and prognostic information.

Another aspect of EUS is the ability to perform celiac plexus
neurolysis for refractory pain in the background of unre-
sectable pancreatic cancer. The indications of interventional

EUS are increasing with improved techniques and instru-
ments, e.g., drainage of pancreatic pseudocysts.

Staging of malignancies
Gastrointestinal cancers: EUS provides essential informa-
tion regarding local staging of esophageal, gastric, and rectal
cancers, including T (depth of invasion) and N staging
(involvement of celiac and paraesophageal lymph nodes).
Typically CT is performed prior to EUS to evaluate for distant
metastases. The left lobe of liver can be visualized by EUS for
metastatic disease. Gastric lymphomas can also be staged by
EUS prior to considering therapy. EUS has also been used to
exclude invasive cancer in patients with Barrett’s esophagus
and high grade dysplasia prior to definitive surgery.

Lung cancer: Mediastinal adenopathy can be evaluated and
these lymph nodes can be sampled by EUS with minimal risk
to the patient (compared to mediastinoscopy). The left adre-
nal gland can be accessed by EUS and can be sampled if
necessary in cases of lung cancer as well as other adrenal
tumors. EUS is complementary to bronchoscopy or endo-
bronchial ultrasound in the evaluation of lung cancer and may
be preferred first due to the ease of access to the mediastinal
nodes before considering other modalities.

Such information is utilized to make appropriate recommen-
dations in the management of esophageal and lung cancer,
such as pre-op chemo/radiation and to decide the role of sur-
gery in various malignancies.

Fine needle aspiration of a subcarinal lymph node

Gallstone seen in the gallbladder causing an acoustic shadow

Common bile duct and pancreatic duct followed to the ampulla

2001: 39 million Americans are 65 or older. Leading causes of death for those 65 and older are heart disease, cancer, stroke,
chronic lower respiratory disease, flu and pneumonia, and diabetes. IOM updates its report to address quality of care issues
at nursing homes. The new report is called “Improving the Quality of Long-Term Care.” 



Submucosal lesions in the esophagus, stomach, duode-
num or rectum can be evaluated by EUS and sampled if
necessary. This avoids unnecessary surgery if these are
found to be simple cysts or leiomyomas, whereas the diag-
nosis of complex gastrointestinal stromal (GIST) tumors in
patients with GI bleeding is useful prior to surgery. Carcioid
tumors,  if limited to the mucosa or submucosa in the stom-
ach or rectum, may be removed by endoscopic mucosal
resection (EMR) while those extending deeper than the
submucosa will need surgical resection.

EUS can be utilized in several other settings depending on
the site and type of lesion suspected or seen by other
imaging studies, e.g. the author has sampled simple liver
cysts, primary lung cancer, as well as a lymphocele seen
as a cyst attached to the small bowel. Likewise, in cases
of difficult diagnosis of the primary mass, liver metastases
may be sampled.

The key to tissue diagnosis by EUS is the availability of
experienced cytopathologists on site to evaluate the spec-
imen during the procedure. This allows the endosonogra-
pher to obtain more samples if necessary and limits unnec-
essary sampling once the diagnosis is made on the avail-
able specimen. Rapid On Site Evaluation (ROSE) has
been evaluated and found to be far superior to performing
EUS without a pathologist on site. This avoids repeat pro-
cedures due to inadequate specimen.

The advantages of EUS are its sensitivity and specificity in

confirming or excluding a particular diagnosis as well as in
staging of various cancers, the ability to provide tissue
diagnosis in most cases, and the safety and convenience
of an outpatient procedure. EUS is being increasingly rec-
ognized as an accurate, safe, and cost effective modality
to turn to, before subjecting the patient to other complex
procedures. EUS offers the patient the possibility of obtain-
ing a preliminary diagnosis at the end of the procedure
when on-site cytopathologists are available. 

The current role of EUS is to complement other imaging
and diagnostic modalities such as CT, MRI/MRCP, ERCP,
and transcutaneous ultrasonography, as well as to provide
tissue samples in a minimally invasive manner. The infor-
mation provided by EUS should be considered in the back-
ground of the patient’s clinical scenario.

Basic understanding of the technique and expected results
by the referring physicians will be useful to explain the
same to the patients. Educational programs for providers
are currently being considered to underline the indications
of EUS to specialists and primary care providers. 

One of the limiting factors for EUS is its availability or lack
of experienced personnel who have undergone special
training to perform EUS. It is currently performed primarily
at major academic centers with trained personnel. It is now
also offered at Baton Rouge General, making it available
to local patients without the need to travel long
distances.v
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Ochsner Health System Finalizes Ownership
of Ochsner Medical Center-Baton Rouge
In January 2008, Ochsner Health System assumed full
ownership of Ochsner Medical Center-Baton Rouge
(OMC-BR). Ochsner’s initial purchase of Ardent Health
System’s shares (50%) in the medical center allows
OMC-BR to become a wholly-owned Ochsner facility
and the seventh hospital fully owned by the health sys-
tem, which has locations throughout Southeast
Louisiana. Ochsner Medical Center-Baton Rouge will
remain an open-staff model and its employees will join
the Ochsner Health System. 

Ochsner Health System is a not-for-profit organization,
and as such OMC-BR will become a not-for-profit facil-
ity committed to investing in expanding community
care through medical technology, staffing, and infra-
structure. Ochsner Health System and Ardent Health
Services originally announced their joint venture in
June 2004 to share 50/50 ownership of the former
Summit Hospital. Since 2005, Ochsner’s investment in
the O’Neal Lane campus has increased exponentially.
The Medical Center campus now includes a hospital
medical staff of over 300 and an Ochsner Health
Center with 32 physicians in 17 specialties. In addition

2003: First adult immunization schedule includes recommendations for flu shots and pneumonia shots
for the elderly. Medicare prescription drug benefit passed.
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to the $24.5 million in capital improvements to the facility
under the Ochsner-Ardent partnership, Ochsner will soon
integrate its electronic medical records system at the
campus, connecting Ochsner patients “virtually” with all
other Ochsner facilities across the state and providing
physicians with improved access to patient records, thus
improving continuity of care. 

Baton Rouge Nurse Honored
Brenda Brown, BSN, RN, of the Baton Rouge General,
has received the Nurse Excellence Award for Community
Service for the South Central Region of the United States
presented by NurseWeek magazine. Brown was also pre-
sented the Lifetime Achievement Award by the Louisiana
Council of the Emergency Nurses Association (ENA).

Brown has been employed by Baton
Rouge General for 31 years, and is

currently Nurse Manager of the
Family Health Center and

Baton Rouge General’s
Diabetes Center.

NurseWeek honored Brown
and five other South
Central area nurses for their
leadership and commitment

to the profession at the 2007
NurseWeek Excellence

Awards gala Oct. 12 in Dallas,
Texas. NurseWeek’s Excellence

Awards recognize extraordinary contribu-
tions nurses make to their patients, each other, and the
profession.

Brown received the ENA Lifetime Achievement Award—
for an unheard of second time—at the Louisiana
Educational Conference Oct. 26 in Lafayette. This award
honors an ENA member whose career reflects one of
dedicated service, accomplishments, and contributions to
emergency nursing. During her career, she taught trauma
nursing throughout the state. She helped form the first
Louisiana Board of Emergency Nurses and has been
reelected to the Board for the past 20 years, serving
terms as president and vice president. She is also serving
as a member of the Trauma and Education committees.

General Introduces Lebed
for Breast Cancer Survivors
The Lebed Method, an exercise program aimed at reliev-
ing breast cancer survivors’ pain and depression through
movement and dance, is now available exclusively in our
community at Baton Rouge General. Lebed assists can-
cer survivors in healing physically and emotionally
through physical therapy, gentle movement, eclectic
music, positive reinforcement, and information and edu-
cation in a fun, relaxing environment. There is no charge
for admission for breast cancer survivors, courtesy of a
grant provided by the Susan G. Komen Breast Cancer
Foundation, but registration is required.

Benefits of the Lebed Method include:
• Reduces pain and depression
• Stimulates flow of the lymphatic system,

helping to reduce swelling
• Improves range of motion, circulation, muscle tone,

core strength, energy, coordination, structural 
rebalancing, reduction of lymphedema, reduction 
of scar restriction, and weight stabilization

• Improves psychological well-being and quality of life
• Favorable results for all cancers and

lymphedema.

Woman’s Hospital Director Recognized 
as Certified Healthcare Facility Manager
The American Hospital Association (AHA) Certification
Center announced that Woman’s Hospital’s Thomas
Gautreau has earned the designation of Certified
Healthcare Facility Manager (CHFM). The CHFM is a
national credential that distinguishes an individual as
being among the elite in a critical field of healthcare man-
agement. Gautreau started his tenure at Woman’s
Hospital in the spring of 1989 as the maintenance super-
visor. He held that position until promoted to director of
building operations in September 1997. As director of
building operations, he is responsible for maintenance,
repair, construction, and renovation at Woman’s Hospital
facilities and properties. He also coordinates the environ-
ment of care committee which is responsible for the hos-
pital’s safety and regulatory compliance issues. Gautreau
has been involved in managing over sixty million dollars
in renovation and construction. 

2005: U.S. life expectancy is 77.9 years. The U.S. death rate falls to an all-time low of 800
per 100,000. Percentage of seniors below poverty level is 10 percent.
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To earn the CHFM, an individual must satis-
fy eligibility requirements that incorporate a blend of
work experience and education, agree to adhere to
professional standards of conduct, and pass the
CHFM Examination. The CHFM examination tests
knowledge required of a competent healthcare facili-
ty manager in the areas of compliance; planning,
design and construction; maintenance and opera-
tions; finance; and administration. The CHFM pro-
gram supports the community of healthcare facility
managers and is designed to provide an objective
rigorous assessment of professional knowledge.

Kreko Appointed Baton Rouge
General’s Director of Laboratory Services
J. Wayne Kreko was recently appointed Baton
Rouge General’s Director of Laboratory Services.
Kreko is the former Director of the Pathology
Department at Providence Hospital in Mobile,
Alabama. He was also an Administrative Director of
Clinical Laboratories at Tulane Medical Center
Hospital and Clinic in New Orleans. Kreko holds a
master’s degree in Clinical Laboratory Administration
from Georgia State University and a bachelor’s
degree in Medical Technology from Southeastern
Louisiana University. The American Society for
Clinical Pathology certified Kreko as a Registered
Medical Technologist and a Diplomat in Laboratory
Management.

Birth Center Receives GIFT Certification
Baton Rouge General’s Birth Center has been
awarded the Guided Infant Feeding Techniques
(GIFT) certification. The GIFT is a program that rec-
ognizes hospitals in Louisiana that protect, promote,
and support breastfeeding. Hospitals becoming GIFT
certified must meet the criteria of The GIFT’s “Ten
Steps to a Healthy, Breastfed Baby.” Baton Rouge
General is the only GIFT certified hospital in Baton
Rouge and one of only six in Louisiana.  

Lane Launches New, Smoke-Free You! Program 
Lane Regional Medical Center wants to help the
community free itself from the health risks associated
with cigarette smoking. This March the hospital will

2007: 26.6 million people worldwide have Alzheimer's.
One in seven Americans 71 and older has some form
of dementia.
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offer a six-week smoking cessation program that utilizes a
positive behavior approach to teach participants how to
become non-smokers. For many smokers, especially those
who have tried to quit before, group support can make the dif-
ference in helping them stay smoke-free. The program, con-
ducted by Donna Thompson, RRT, American Lung
Association Certified Smoking Cessation Facilitator, is
designed to help people understand why they smoke, why
they should stop, and how to stay free from smoking.
Registration is required.  

Excellence in General Nets $190,000
A classic masquerade ball in the grand European style daz-
zled and entertained over 550 guests at the Excellence in
General Gala for the Baton Rouge General Foundation on
October 25. Guests were dressed in beautiful gowns and cos-
tumes to go with the theme of the evening. The event pro-
duced a net profit of $190,000. The funds will be used for car-
diovascular services at the Milton J. Womack, Sr. Heart
Center at Baton Rouge General. Committee members in
attendance included: Janet Schwartz and Claire Major, Event
Committee Co-chairpersons; Amy Howe and Penny Miller,
Auction Committee Chairpersons; and Annette Barton and
Lonnie Stockwell, Ticket/Sponsorship Co-chairpersons. Other
committee members included Rocky Daboval, Matt Doiron,
Joanie Netterville Dubroc, Dan Holliday, George Kurz, Daniel
“Dan” Lennie, Kevin Miller, Cherine Patin, Natalie Roumain,
Cynthia Wade, Emelie Alton, Linnella Garrett, Kelly Hurtado,
Kay Martin, Anne McCanless, Gail O’Quin, and Alison
Rodrigue. 

St. Elizabeth Hospital Promotes Lee

Jill Lee, Director of Surgery at St. Elizabeth Hospital, has
been promoted to Assistant Vice President

(AVP) of Surgical Services. Lee holds
an Associate’s Degree in Nursing

from Hillsborough Community
College, Tampa, Florida, which
she received in 1980. She
received her certification as an
operating room nurse through
the American Operating Room
Nurses in 1983. In addition to

her experience as a floor nurse in
Florida and in Baton Rouge, Lee

spent 16 years as a surgery nurse
and in a number of management posi-

tions with Woman’s Hospital of Baton Rouge,
the last being Director of Surgical Services. Before joining St.

Elizabeth Hospital in 2002, Lee was the Director of Surgical
Services for Summit Hospital in Baton Rouge for five years.

Since her tenure at St. Elizabeth Hospital began, there have
been many changes to the surgery department including the
implementation of computerized surgery scheduling, the
opening of an Ambulatory Surgery Center in April 2006, and
the recent addition of bariatric surgery and plastic surgery.

OLOL Lead Physician Executive Retires
Ron Radzikowski, MD, Vice President of Medical Affairs at
Our Lady of the Lake recently retired after a long and suc-
cessful career. Dr. Radzikowski has contributed greatly to Our
Lady of the Lake both in his practice as a highly respected
internist and in his role as OLOL's lead physician executive for
the last six years. 

Dr. Radzikowski began his career
upon graduation from the LSU
Medical School in New Orleans
followed by an internship at
LSU Shreveport and comple-
tion of his Internal Medicine
residency at Touro/Tulane.
While in private practice in
Baton Rouge, he served in a
variety of leadership posi-
tions including OLOL Chief
of Staff in 1988. He then
joined Lake Primary Care
Physicians in 1993 where he
practiced until becoming OLOL's
Vice President of Medical Affairs in
2001. Dr. Radzikowski also volun-
teers on several boards and is an Eden
Park Reading Partner to second graders. 

Baton Rouge General Names New Executive
Vice President & Chief Operating Officer
Edgardo Tenreiro has been named as the Executive Vice
President and Chief Operating Officer (EVP/COO) of Baton
Rouge General Medical Center and General Health System.
This is a newly established position for which the General has
been conducting a national search during the past several
months.

Tenreiro recently served as Chief Operating Officer for Valley
Baptist Medical Center in Harlingen, Texas. Previously, he
worked with the NCH Healthcare System in Naples, Florida,
serving in a variety of executive and management positions

2030: It is projected that one in
five Americans will be over 65.

2050: Experts predict that 19 million Americans will
be 85 or older and, barring a cure, 100 million peo-
ple worldwide will have Alzheimer's.



including Vice President of Operations and Vice President
of Cardiology & Oncology Service Lines. Born in South
Bend, Indiana, Tenreiro spent most of his childhood in
Venezuela and later returned to Indiana where he attend-
ed the University of Notre Dame, earning a bachelor's
degree in Economics, as well as a master's degree in
Business Administration. 

OLOL and BCBSLA Resolve Differences
Just hours before a contract deadline, Our Lady of the
Lake Regional Medical Center and Blue Cross and Blue
Shield of Louisiana were able to come to terms over a dis-
agreement that threatened to disrupt coverage for hun-
dreds of thousands of Louisianans. The dispute over reim-
bursement rates came up as the two parties attempted to
negotiate a new contract before the old one expired. Blue
Cross refused to accept the increased reimbursement
rates requested by OLOL and the hos-
pital insisted that current reimburse-
ment rates did not adequately cover

the cost of care. As the January 31st

deadline approached and negotiations
broke down, thousands of Blue Cross
policyholders contemplated loss or
reduction of coverage at all Franciscan
Missionaries of Our Lady (FMOL) facil-
ities and some associated providers.
This would have included:
•Our Lady of the Lake Regional

Medical Center, Baton Rouge
•Tau Center for Chemical Dependency, Baton Rouge
•Our Lady of Lourdes Regional Medical Center, Lafayette
•St. Francis Medical Center and 
St. Francis North Hospital, Monroe

•St. Elizabeth Hospital, Gonzales 
•Assumption Community Hospital, Napoleonville
•Lake Primary Care Physicians 

The two organizations were in negotiations for six months
before the announcement they might separate was made.
Neither party closed the door on a possible pre-deadline
agreement however, and less than three hours before
midnight on January 31, a new two-year contract was
signed. Under the compromise, Blue Cross has agreed to
a single-digit rate increase and both parties pledged to
work on the funding issues. v
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Andrea Buffert, RN

Ochsner Medical Center 

“Andrea Buffert has been a nurse for 32 years and consistently goes above and beyond

for the hospital and the Telemetry Department. She picks up multiple shifts a week, some-

times working 6 shifts a week to help cover the unit. She is admired by her co-workers

and her patients. Andrea is always willing to accept a heavier load of patients, assist any

family member, and help her co-workers in any way that she can (responds to call lights

of patients that are not assigned to her, assists in all rapid response or code situations, etc).

Here’s what our Telemetry patients have to say about Andrea:

‘Andrea is the best.’ ‘My special thanks to Ms. Andrea who provided my mother with

excellent care, thanks to those who care for her during her stay. Hats off to all.’ ‘I’m grate-

ful for the hospitality shown to me. Nurse Andrea was the sunshine of our day.’ ‘Ms.

Andrea was exceptional in her work and mannerisms.’ ‘I would like to acknowledge

nurse Andrea, she was very friend-

ly and caring and also responsive to

my needs. Best nurse out of my

hospital stay; need more like her.’

“In addition, Andrea will do anything asked by her department director or the house

supervisor. On numerous occasions she has stayed until 11 p.m. to help cover an open

shift and then returned the next morning at 7 a.m. She passes on her knowledge and

skill by volunteering to oversee all of the unit assistants and helping to train them. She

never loses her smile or motivation, and always remains positive. She should be a role

model for all nursing staff—her patients are ALWAYS #1.”

James “Gabe” Taylor, RN

Promise Hospital of Baton Rouge

“James ‘Gabe’ Taylor, a graduate of Southwest Mississippi College in 1996, has been

an employee of Promise Healthcare since October 2003. Gabe has a variety of expe-

rience, as do most nurses in today’s culture, however, Gabe has mastered his skills in

the unique industry of Long Term Acute Care Hospitals (LTACH). This specialized

sector of healthcare requires well rounded, clinically sound, extremely patient, customer service oriented employees. Gabe has always and

continues to exemplify those and many other positive qualities. Gabe is always open to new areas of professional growth. His dedication

and commitment to his patients, profession, and employer are second to none and stand as a testament to his peers, subordinates, and supe-

riors. Gabe’s contributions to patient care are evidenced with every shift worked, whether he is providing guidance to other staff or consol-

Sources: Older Americans 2004: Key Indicators of Well-Being, National Center for Health Statistics, http://www.agingstats.gov; “Twentieth Century
Advances in Gerontological Perspective,” http://medicine.jrank.org/pages/730/Gerontology-Twentieth-century-advances-in-gerontological-perspec-
tive.html; “The Historical Experience of Three Cohorts of Older Americans: A Timeline of Selected Events, American Geriatric Society; “Medicare &
Madison Avenue,” scriptorain.lib.duke.edu/mma/timeline.html; “Medical Advances Timeline,” www.infoplease.com; “Timeline of Medicine & Medical
Technology,” Wikipedia, http://en.wikipedia.org.



ing patients or families in need. Gabe is an outstanding RN

employee and an integral part of our clinical team.”

Angela Sue Gourney, RN

LSU Mid-City Pediatric Clinic

“Angela Sue Gourney is a graduate of Southern University,

School of Nursing and began working at Earl K. Long

Medical Center in 1990. Angela is the RN Supervisor 2 at

the LSU Mid-City Pediatric Clinic. This clinic has an aver-

age of 1,000 visits per month for infants, children, and ado-

lescents. Primary care and specialty pediatric services are

provided. Angela supervises clinic operations, which

includes 16 nursing and support staff.

“She and the staff that she supervises have been commend-

ed by the physician staff of the Pediatric Clinic as follows:

Angela works extremely hard in many difficult situations.

She performs her duties with great proficiency, skill, and

knowledge. She is compassionate to all patients and very

sensitive to their needs. She is very dedicated to her profes-

sion and has a cohesive working relationship with all staff.”
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Baton Rouge General Medical Center’s School of Nursing announced the graduation of 36 nursing

candidates for the Class of 2007 at ceremonies at Broadmoor United Methodist Church December 7, 2007.

Paul Douglas, Baton Rouge General’s vice president of human resources and development, provided the

welcome, and Deb Charnley, RN, MN, Baton Rouge General’s chief nursing officer, gave the commence-

ment address. Baton Rouge General’s School of Nursing operates a two-year RN program and accepts

approximately 40 candidates each year. The graduates, their hometowns and their awards are as follows:

Scott Vercher, Baton Rouge • Erin L. Stanly, Baton Rouge • Jamie Spangler, Baton Rouge • Candace Smith,

Baton Rouge • Lindsey Sharpe, Baton Rouge, National Collegiate Nursing Award Nominee • Amanda

Rabalais, Baton Rouge •  Heather Petit, Baton Rouge, National Collegiate Nursing Award Nominee •

Amanda Neames, Baton Rouge • April Holbert, Baton Rouge, Faculty Award for Excellence in Adult Health

Nursing • Karen Fortenberry, Baton Rouge • Alicia Daniel, Baton Rouge • Janie Tidwell, Zachary, Faculty

Award for Student Excellence, Faculty Award for Student Excellence in Nursing of Children, National

Collegiate Nursing Award • Stephanie P. Jenkins, Zachary • Becky Cotten, Zachary • Joy Bogie, Zachary •

Rachelle Ferguson Rayburn, Hammond • Heather Latshaw, Hammond, 2006 Executive Women

International ASIST Scholarship Winner, Louisiana Leveraging Education Assistance Partnership Award •

Krista Jewell Gibbs, Hammond, National Collegiate Nursing Award, Historical Committee Chairman •

Ronald J. Little, Gonzales • Ashley Hodgeson, Gonzales • Kristin B. Scroggins, Denham Springs • Brandy

Davis, Denham Springs, Faculty Award for Excellence in Management in Nursing • Penelope F. Jarreau,

Baker, National Collegiate Nursing Award Nominee • Kristy C. Matherne, French Settlement • Lori Domino

Marcotte, Geismar, Faculty Award for Excellence in Maternal Newborn Nursing • Christi Madere, Gramercy,

Kari Lefort Memorial Scholarship • Tina G. Cox, Greensburg • Direxa L. Roussel, Hester • Amber

Schlesinger, LaPlace, Donnie Tindell Sample Scholarship Award • Shani Schexnayder, Pontchatoula •

Christina Gaspard, Port Allen, Grace Hough Award, National Collegiate Nursing Award • Deborah Cardin,

Port Vincent, Faculty Award for Excellence in Mental Health Nursing • Sara Oubra, Prairieville • Laurie

Rayburn, Pride • Deone Bourgeois, St. Amant, Peggy Bradley Scholarship Award, National Collegiate

Nursing Award, Garnie Belvin Eggers Award • Elizabeth Brignac, Springfield, Scholastic Achievement

Award, Faculty Award for Excellence in Critical Care Nursing, National Collegiate Nursing Award, All-

American Scholar, Downtown Kiwanis Scholarship Award.
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Adult Day Care
Baker Wellness Adult Day Health Care
225.778.1567
2402 Main St., Baker, LA 70714
bmh@bmh.brcoxmail.com

Airport
Baton Rouge Metropolitan Airport
225.355.0333
9430 Jackie Cochran Dr., 
Baton Rouge, LA 70807
www.flybtr.com

Assisted Living
Caring Place Residential Home, Inc.
225.775.9208
8326 Pettit Rd., Baker, LA 70714
www.caringplacehome.com

Attorneys
Breazeale, Sachse & Wilson, L.L.P.
225.387.4000
One American Place, Suite 2300, 
Baton Rouge, LA 70825
www.bswllp.com

McGlinchey Stafford
225.383.9000
14 One American Place, 
Baton Rouge, LA 70825
www.mcglinchey.com

Automotive (Dealers)
Paretti Jaguar of Baton Rouge
225.756.5247
11977 Airline Hwy., 
Baton Rouge, LA 70817
www.paretti.com

Automotive (Tire and Car Care)
Treads & Care
225.647.9631
1312 W. Hwy. 30, Gonzales, LA 70737

Treads & Care
225.368.1234
10711 Coursey Blvd., 
Baton Rouge, LA 70716

Catering
Southern Belle Sandwich
225.927.4670
1969 N. Lobdell Ave.,
Baton Rouge, LA 70806
www.southernbellesandwich.com

Consulting
HealthCare + Business Consulting, 
Phillip H. Rees
225.767.9577
7474 Highland Rd.,
Baton Rouge, LA 70808
www.HCBconsulting.com

Dentist
Thomas E. Foster DDS, APDC
225.291.2212
4450 Bluebonnet Blvd., Suite A, 
Baton Rouge, LA 70809
www.tomfoster.com

Diabetic Supplies
HealthCare 1
225.355.5880
6547 North Foster Dr.,
Baton Rouge, LA 70811
sales@healthcare1la.com

Financial Services
Campus Federal
225.769.8841
6230 Perkins Rd.,
Baton Rouge, LA 70808
www.campusfederal.org

Capital One
225.381.2303
Scott Ridley
www.capitalonebank.com

Florist
Peregrin's Florist & 
Decorative Services, Inc.
225.761.0888
8883 Highland Rd., 
Baton Rouge, LA 70808
www.peregrinsflorist.com

Gastroenterology
Digestive Health Center of Louisiana
225.927.1190
9103 Jefferson Hwy.,
Baton Rouge, LA 70809
www.dhcla.com

Hearing Aids
Audibel Hearing Healthcare
225.928.1490
8754 Goodwood Blvd.,
Baton Rouge, LA 70806
www.audibel.com

Home Health
Personal Homecare Services
877.336.8045
6869 Hwy. 84 W., Ferriday, LA 71334
www.personalhomecare.net

Synergy Home Care
225.201.1235
8120 Kelwood Ave.,
Baton Rouge, LA  70806
www.synergygrp.net

Hospital
Lane Regional Medical Center
225.658.4000
6300 Main St., Zachary, LA 70791
www.lanermc.org

Our Lady of the Lake Regional
Medical Center
225.765.6565
5000 Hennessy Blvd.,
Baton Rouge, LA 70808
www.ololrmc.com

Hospital (Long-Term Acute Care)
Promise Hospital of Ascension
225.381.2682
615 East Worthey Rd.,
Gonzales, LA 70737

Promise Hospital of Baton Rouge
225.381.2682
Baton Rouge General (Mid-City) Campus

The individuals and companies listed in the HJBR Resource Guide
are supporting the Healthcare Journal of Baton Rouge and are 

committed to supporting those in the Baton Rouge area healthcare field.  

To be listed in the HJBR Resource Guide, call 225.302.7500.
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3600 Florida Blvd., 
4th Floor, 
Baton Rouge, LA  70806

Promise Hospital of Baton Rouge
225.381.2682
Ochsner Campus
17000 Medical Center Dr., 3rd Floor,
Baton Rouge, LA  70816

Imaging
Baton Rouge Radiology Group
225.769.9337
5422 Dijon Dr., 
Baton Rouge, LA 70808
www.brrg.com

Imaging Center of Louisiana
225.761.8988
8338 Summa Ave., 
Suite 302,
Baton Rouge, LA 70809
www.imagingcenterofla.com

Insurance
Employees Insurance
225.273.1471
2645 O'Neal Ln.,
Bldg. B, Suite A, 
Baton Rouge, LA 70816
www.employeesinsurance.com

Louisiana Health Plan 
225.926.6245
P.O. Box 83880, 
Baton Rouge, LA 70884-3880
www.lahealthplan.org 

Peoples Health
1.800.252.1869
3838 North Causeway Blvd.,
Suite 2200, Metairie, LA 70002
www.PeoplesHealth.com

Jewelry
Lee Michaels
225.926.4644
7560 Corporate Blvd.,
Baton Rouge, LA 70809
www.lmfj.com

Medical Uniforms
Classic Image Uniforms
225.929.8989
3510 Drusilla Ln., Suite A,
Baton Rouge, LA 70809
www.classicimageuniforms.com

Uniforms Etc. USA
225.248.1333
7767 Tom Dr., Baton Rouge, LA 70806

Mental Health
Baker Community Mental Health Center
225.771.1510
2402 Main St., Baker, LA 70714
bmh@bmh.brcoxmail.com

Non-Profit Associations
American Heart Association
225. 248.7700
4962 Florida Blvd., # 402,
Baton Rouge, LA 70806
www.AmericanHeart.org

Neuromedical
The NeuroMedical Center Clinic
225.769.2200
10101 Park Rowe Ave.,
Baton Rouge, LA 70810
www.TheNeuroMedicalCenter.com

Nursing Home
CommCare Corporation
877.277.3859
5550 Thomas Rd.,
Baton Rouge, LA 70811
www.commcare.com

Orthopaedics
Baton Rouge Orthopaedic Clinic
225.924.2424
8080 Bluebonnet Blvd., Suite 1000,
Baton Rouge, LA 70810
www.brortho.com

Bone & Joint Clinic of Baton Rouge
225.766.0050
7301 Hennessy Blvd., Suite 200,
Baton Rouge, LA 70808
www.bjcbr.com

Pharmaceuticals
Gulfcoast Pharmaceutical Specialty
800.498.5220
1039 E. Hwy. 30, Gonzales, LA 70737
www.gpspharmacy.biz

Physical Therapy
Peak Performance Physical Therapy
225.295.8184
11320 Industriplex Blvd., 
Baton Rouge, LA 70809
www.peakphysicaltherapy.com

Prescription Card
Your RxCard.com
225.229.3085
11608 Darryl Dr.,
Baton Rouge, LA 70815
www.YourRxCard.com

Restaurants
French Market Bistro
225.753.3500
16645 Highland Rd.,
Baton Rouge, LA 70810
www.mansursontheboulevard.com

Mansurs on the Boulevard
225.923.3366
5720 Corporate Blvd.,
Baton Rouge, LA 70808
www.mansursontheboulevard.com

Skilled Nursing Facility
CommCare Corporation
877.277.3859
5550 Thomas Rd.,
Baton Rouge, LA 70811
www.commcare.com

Television Stations
WAFB
225.383.9999
844 Government St.,
Baton Rouge, LA 70802
www.wafb.com

Vascular Clinic
Total Vein Care
225.761.8119
8595 Picardy Ave., Suite 320,
Baton Rouge, LA 70809
www.totalveincarelouisiana.com

Vascular Lab
Proactive Medical Vascular Lab
225.819.8299
5425 Brittany Dr., Suite B, 
Baton Rouge, LA 70808
proactivemedical@yahoo.com
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