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letter frOm the publISher

No doubt all of us require healthcare services at some point in our lives. Just as average cities are fool-

ish to not provide healthcare services, modern progressive cities like the new Baton Rouge would be

foolish to not provide state-of-the-art facilities to meet all the population’s needs. 

Now that people are cooling down from the proposed legislative pay fiasco, we can take a moment to

give some props where props are due. 

State legislative officials and LSU’s Board of Supervisors are moving forward with building a

Teaching Hospital in the heart of Baton Rouge. The state has authorized $24 million for planning and

land purchase (near the south end of the I-10/I-12 split) in what is becoming known as the medical

corridor of our city. Regardless of how you side on the charity debate, you are likely to appreciate this

enhancement of medical opportunities for the greater Baton Rouge area. This new hospital will serve

as an academic medical center, research clinic, and Level 1 trauma center. 

I don’t sense there will be a great many tears shed for the loss of the Earl K. Long Medical Center on

Airline Hwy. in north Baton Rouge. The majority of the services from this hospital are outpatient and

LSU plans to continue to provide outpatient services through an enhanced model for the people in this

area. The EKL staff is probably quietly high-fiving each other behind a nurse’s station. I’m also will-

ing to bet the residents of north Baton Rouge and the patients of EKL hospital will be willing to trav-

el another 10 minutes for state-of-the-art care. 

This is not just a new facility, but is a new model for LSU. It’s an opportunity to decentralize the sys-

tem through enhancing outpatient care, actually generating revenue for a change by attracting private-

ly insured patients, and improving the quality of care received for those without adequate insurance

coverage.

Sure there will be challenges and problems. But this is no doubt a big step in the right direction. Not

to be too myopic over all the healthcare moving and shaking going on in the Baton Rouge area, if we

can also improve on our environmental standards, transportation, zoning, and schools, let’s just say

teams from Austin will be coming to town and asking how to be like us. 

Health nuts are going to feel stupid someday,

lying in hospitals dying of nothing.

Redd Foxx (1922-1991)
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Quality

lot can be glossed over by the old saying, “If it ain't broke, don't fix it.” If business is good, and
patients and staff seem happy, it may seem like a waste of time and money to bother with a sur-
vey. But in fact that is a rather naïve approach, particularly in a field where the customer (patient)
already feels at a distinct disadvantage and may be less likely to bring your faults to light.
However, a carefully phrased question may reveal that you have a snippy receptionist, outdat-
ed magazines, or that patients quietly fume over your extended wait times. Even if you dis-
cover nothing earth shattering, chances are you will learn something you can improve. “We
have been doing patient surveys for about twenty years now and I don't think there is a sin-
gle aspect of our clinic that hasn't been touched as a result of those responses,” said Ed
Silvey, CEO of the Baton Rouge Clinic. Silvey indicated that when the clinic first decided
to do surveys there was some resistance. “Everyone felt like they were doing a pretty
good job and they got defensive.” Now, said Silvey, clinic staff and providers are eager
to see the results to see how they can improve. “It has been very worthwhile for us,”

by: Karen Stassi
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said Silvey. You may also find that patients are completely sat-
isfied and would change nothing…in that case it's time to give
your staff a pat on the back and find ways to motivate them to
keep up the good work. 

Danica Colwart, a Senior Data Analyst at Cardiovascular
Institute of the South, said her company started doing surveys
for two reasons: industry standards and because they gen-
uinely wanted to know what their patients were thinking. Not
only does this help them stay competitive, but also allows
them to be sensitive to their patients' needs and provide com-
passionate care. The company has used a couple of different
vendors and methods, but recently switched to Press Ganey,
one of the largest and most well-known. The Cardiovascular
Institute sends patient data from each of its ten locations once
a week (all patient visits) and Press Ganey randomly selects
patients to mail surveys to with confidential mail-in response.
Press Ganey provided a list of questions from which to
choose, but CIS also added questions from their old survey so
they could continue to track and compare results on the same

parameters. The questions are broken up into groupings, i.e.
Access to Care might address ease of scheduling, courtesy of
scheduler, promptness in returning calls, etc. All questions
ask the respondent to rate a service on a sliding scale of 1 to
5, which stand for very good, good, fair, poor, very poor. There
is also space for additional comments. 

The Baton Rouge Clinic not only surveys patients on the over-
all clinic experience, but also conducts an annual survey on
each provider. In addition, new doctors are evaluated through
patient surveys every six months for their first three years.
“We find that helps them get a feel for their patients and can
help them keep tabs on how their practice is doing,” said
Silvey. The surveys include core questions that cover how
friendly, patient, and competent the physician is. They also
measure length of time spent with the patient and willingness
to explain diagnoses and treatment. Physicians' results are
compared with previous surveys, other physicians in the clin-
ic, and providers at other clinics. Like the Cardiovascular
Institute, the clinic uses five-point sliding scale responses,

“We have been doing patient surveys for about twenty years now and
I don't think there is a single aspect of our clinic that hasn't been
touched as a result of those responses.”       - Ed Silvey, Baton Rouge Clinic
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with neutral as the middle range. Open-ended responses
are also allowed, but all results are de-identified unless
the patient requests otherwise. The Clinic has done both
mail and phone surveys. Silvey indicated that the phone
surveys have a higher response rate, almost 100 percent,
and can allow for more probing questions and clarifica-
tion, but they are much more expensive. He also indicat-
ed that the increased use of caller ID and cell phones
makes it harder to contact people and the clinic wants to
remain sensitive to patient's privacy and time. 

Lake Primary Care has been conducting phone surveys
for two years for each of its 19 clinics in the area. The
clinics also use a vendor, but have opted for the phone
survey because it allows them to survey on a continuous
basis with the ability to contact every patient served with-
in a set timeframe following their visit. Rosalie Sager,
Director of Operations for Lake Primary Care, indicated
that they remain sensitive to patients' time and privacy by
keeping the surveys very brief. “The survey is only five
questions. If you get much longer, people are going to
hang up.” Like the other surveys mentioned, Lake
Primary Care's consists of sliding scale questions target-
ed toward quality of care, friendliness of staff, time spent
with patient, and overall satisfaction. It is automated so
there is unfortunately no opportunity for open-ended
questions, said Sager, but it seems to be meeting the
clinics’ needs. Results specific to each clinic are evaluat-
ed monthly and issues are addressed at that clinic.
“However if we see any sort of trending, with similar feed-
back at several clinics, we will get together and brain-
storm solutions,” said Sager. 

The concept of patient satisfaction surveys is simple.
Create a set of questions about your practice that
patients can answer easily and anonymously to indicate
how you are doing. While this can be as simple as a short
questionnaire handed out in the office or as complex as a
three page survey mailed to a randomly drawn sample,
there are a few things to keep in mind:

1) Keep it simple. An overly long survey, whether handed
out in the office, mailed, or conducted by phone, will
reduce the likelihood of having it completed or being
viewed in a positive light. Simply worded and direct ques-
tions should address a patient experience within a rea-
sonable time frame, so patients can recall the visit.
Allowing respondents to circle answers or fill in boxes
rather than compose responses also keeps it simple.

2) Make it anonymous. While it seems cost and time
effective to hand patients a survey and to provide a bas-
ket for completed surveys, patients are unlikely to feel
confident that you won't match their answers to their
names. They may also feel rushed or flustered and are
likely to circle some answers just to get it done and get
out of there. Do allow the option of identifying information.
This allows you to contact the patient, if they wish, to
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resolve an isolated issue. “If personal information is includ-
ed we will contact the patient directly to address the issue
or even to thank them for their comments,” said Colwart.

3) Make it random. You may not need a huge number of
surveys to find out you have a problem, but you should
make every effort to either survey every patient or pull a
random representative sample if you want to have anything
that is statistically defensible or comparable to other prac-
tices. You can do this by selecting a time period to cover all
patients, create a somewhat random sample by surveying
every fourth patient for example, or have a statistically ran-
dom subset pulled from all of your patient records by a ven-
dor. Colwart said the company CIS uses wants them to stay
at a statistically valid point, so if they are not getting a suf-
ficient number of responses they send out more surveys. 

4) Make it easy to return. If you are doing an in-house sur-
vey, provide a basket or envelope for patients to put them
in before they leave the office. If it is a mail-out survey, be
sure to provide a pre-paid return envelope. “There is a mis-
perception that people will only fill out a survey if they have
something to complain about,” said Colwart. “We don't find
that to be true at all.”

5) Be inclusive. Don't just ask about the doctor/patient
experience, but be sure to include questions about access,
courteousness of staff, cleanliness of the facility, availabili-
ty of parking, etc. You may get a few surprises. “Surveys
often ask about the clinical areas, but don't always address
what's going on in the background in other areas like recep-
tion and billing,” explained Colwart. So her company also
added questions specific to areas they wanted to evaluate
such as:
• Assistance with billing questions
• Information about delays
• Ease of obtaining test results (they had some complaints  

in the past and wanted to see if they had been
addressed)

• Staff introduction of themselves (this was added because
they feel if the nurse introduces herself, the patient
feels more at ease to contact that nurse).

6) Include sliding scale questions. Asking patients to rate
various aspects on a sliding scale can make it easier to
complete, but also easier to track numbers and make com-
parisons. Be consistent with your scale so that one end (1)
or the other (5) always represents the positive or negative.
This avoids confusion.

7) Include some open-ended questions such as “What do
we do best?” “What should we change?” or even solicit
comments to allow for issues to be raised that you may
have missed in your question selection.

8) Assign one person to manage, track, and distribute
results throughout the practice. At the Cardiovascular
Institute, each office has a team leader, as well as manage-

ment, that reads all comments.  

9) If you use an outside vendor, use one with experience
with practices similar to yours.  “Hospitals and clinics are
very different; you need to compare apples to apples,”
urged Ed Silvey. Some companies, like the one used by the
Baton Rouge Clinic, will even benchmark your scores
against similar practices locally and across the country.
Colwart said she would definitely recommend surveys even
on a small in-house level, if cost is a concern. “It is very
important to keep a finger on the pulse of what your
patients are feeling.” Her company finds it cost effective,
“but if cost is an issue, just hand out postcards. It may not
be as confidential, but choose a couple of weeks or months
to do the survey,” advised Colwart. “If cost is not
a deciding factor, the big companies are
worth it,” she added. 

10) Use your results. If your survey responses are over-
whelmingly negative or positive, it is easy to do nothing with
them. If too many changes are suggested, pick one or two
to focus on and the rest will fall into place, suggested
Colwart. “Don't expect to be wowed the first year,” warned
Silvey. Some practices have tied patient satisfaction scores
to pay scales for physicians–one way to improve bedside
manner. Among the changes the Baton Rouge Clinic has
made based on survey responses are: beefing up house-
keeping staff, reducing congestion, making parking more
convenient, and improving billing. “If you don't get the feed-
back you can't fix it,” said Silvey. Sager agreed and cited a
case where negative feedback at one clinic prompted some
additional training on communication style for the phone
operators. “We haven't received any negative scores since,
so it must have worked,” said Sager. Colwart said the
Cardiovascular Institute has also made changes based on
surveys. These may vary by clinic, but have included:
• Improved comfort of waiting rooms
• Reduced wait times
• Informing patients about delays 
• Implemention of a World Class Patient Care Program–to

increase awareness of patients, remind staff to focus on
patients. They also began linking new patients to a
patient advocate to give them a point of contact to answer
questions and ease their fears. 

“Our survey scores have improved after these changes,”
said Colwart. “We were already pretty good, but we found
there's always room to improve.”  Sager agreed, saying,
“We could all do better and the way to find out how is to ask
the people closest to the process–in our case it's the
patients. You don't know what's working well or going
wrong, if you don't ask for feedback.” In recommending sur-
veys to other clinics, Sager cautioned, “It may not be the
end all, but it is certainly one of  the many tools we can use
to improve quality and service to our customers.” v

Sources: Patient Satisfaction Survey, Bureau of Primary Health Care, Bphc.hrsa.gov; “A Patient’s
View on Health Care,” RAND, 1994; Walpert, Bryan, “Patient Satisfaction Surveys: How to do them
right,” ACP-ASIM Observer, April 2000, American College of Physicians-American Society of
Internal Medicine; “Medical Practice Survey,” Cardiovascular Institute of the South.
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e had all known it for a long time. Louisiana's healthcare system was struggling. We
consistently ranked at the bottom of national health surveys and scorecards. We

were paying more for healthcare than other states, yet our outcomes were some of
the worst. It was all a bit baffling, because we clearly had an abundance of qualified

professionals and outstanding resources. There just seemed to be a disconnect with
the people who would or should be patients. Was it access, was it coverage, was it igno-

rance of what was available? While we were trying to decide, the 2005 hurricanes blew
in and exposed every crack in the weakened foundation of healthcare in Louisiana. In

some places, it was completely erased, in others, left in disarray. Patients separated from
doctors, records reduced to pulp, hospitals and clinics shut down, and emergency rooms

used for primary care. It was enough to make some pick up and run. For others, it was an
opportunity to start over. The U.S. Department of Health and Human Services requested that

all stakeholders convene and make one “ask” to the federal government, so Governor

by: Karen Stassi
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Kathleen Blanco formed the Louisiana Health Care Redesign
Collaborative to decide what would be necessary to rebuild
Region 1. After taking stock, the collaborative recommended
in its concept paper a massive restructuring of healthcare
delivery, financing, oversight, and infrastructure. 

How did LHCQF evolve?
One of the Redesign Collaborative's recommendations was
the creation of a statewide quality improvement organization.
In November, 2006, DHH decided to get started on convening
stakeholders to discuss what form this QI organization would
take. From this group, which included many members of the
original collaborative, the Louisiana Health Care Quality
Forum (LHCQF), a private, non-profit organization was
formed in 2007 and tasked with the mission of leading com-
prehensive, evidence-based, collaborative initiatives to
improve the health of Louisiana citizens. The leadership and
Board of Directors is a who's who of major players in the
state's medical community, but LHCQF welcomes citizen and
business stakeholders to serve on the committees and task
forces to redesign Louisiana's healthcare. At the center of this
initiative is the move toward a patient centered medical home
model to improve access, continuity, and quality of care. A
system of medical homes linked by health information technol-
ogy (HIT) would not only avoid some of the catastrophes we
experienced with Katrina and Rita, but would provide a strong
foundation for the daily business of providing healthcare. 

What is their mission?
“Medical Homes were our primary goal and HIT is necessary
to make that system work, so HIT became our second goal,”
explained Shannon Robshaw, Executive Director of the
Forum. “Direct quality improvement work is our third goal so
we are working to identify areas of need and to take an evi-
dence-based analytical approach to improvement.” Obviously
none of the three will work fully without an engaged and
informed public, so outreach and education is the fourth stat-
ed goal of the Forum. Based on these goals, LHCQF created
four working committees:

Medical Home Committee–charged with convening the state's
major healthcare stakeholders to develop, and accelerate the
adoption of, standards, components, and criteria for the deliv-
ery of healthcare services via the patient-centered medical
home system of care. A summit was held this spring to outline
the recently adopted definition and voluntary NCQA guidelines
for medical homes in Louisiana. Stakeholders from the med-
ical community were invited to examine models already being
used here and in other states, and offer input on the proposed
model for our state. The committee has also created a toolkit
for practices wishing to convert to the medical home model.

Health Information Technology Committee–charged with pro-
moting a common health information management and tech-
nology vision for the state, which supports the implementation
of patient centered medical homes, patient and healthcare
purchaser empowerment, transparency in healthcare quality
and price, and the implementation of targeted population

health interventions. In June, the Forum became one of 12
community sites selected by the Centers for Medicare and
Medicaid (CMS) to receive and oversee an electronic health
record demonstration grant. The Quality Forum and its stake-
holders will assist CMS with physician practice identification
and recruitment, and coordinate stakeholder activity to sup-
port EHR adoption and quality measurement reporting by par-
ticipating physicians. The Forum also intends to prepare and
promote technical assistance tools and programs to help
providers add or improve the use of HIT at their practices. 

Quality Measurement Committee–with a goal to guide the
development, collection, and use of reliable statistics and
selected qualitative information to be incorporated into a sys-
tem of performance metrics that can identify, enable, and
motivate improvements in the health of Louisiana's population
and the quality, cost effectiveness, and accessibility of health-
care. They will also recommend an immediate quality
improvement agenda to reduce mortality, incidence, and con-
sequences of chronic illness, and improve clinical efficiency.

Outreach and Education Committee–whose goal is to work
collaboratively with stakeholders to promote patient engage-
ment, improve health literacy, and communicate the value of
high quality healthcare. A community outreach program sup-
ported by community and business partnerships will encour-
age consumers to take a more active role in their health and
healthcare. “We have a problem with basic illiteracy in
Louisiana,” said Robshaw. “That translates to a problem with
health literacy. It's something we need to address.”

A non-profit, the LHCQF's primary funding currently comes
from DHH, but members are working on ways to diversify their
funding sources and attract sponsors to fund initiatives.
Grants are also an option and the selection of LHCQF to lead
Louisiana's effort in the CMS EHR demonstration was a sig-
nificant milestone. “That was huge for us,” said Robshaw. “It
has the potential to bring up to $29 million to the state and it
was such a perfect fit. HIT is such a critical tool and a core part
of our philosophy.” When HHS Secretary Michael Leavitt
came to Baton Rouge to present the grant award he indicated
that the grant proposal submitted by LHCQF was one of the
top four among the 30 received by CMS. 

What are the challenges? 
One of the biggest, according to Robshaw, has been convinc-
ing stakeholders they can survive the proposed changes.
“Anyone can feel threatened by changes to their livelihood, to
the status quo,” said Robshaw. “That's why our approach has
been to truly bring people into the decision-making process

We have a problem with basic illiteracy
in Louisiana. That translates to a prob-
lem with health literacy. It’s something
we need to address.
–Shannon Robshaw, Executive Director, LHCQF
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and earn their trust. Change is hard, but it is also
inevitable.” Robshaw realizes that providers may be
alarmed at the push to not only restructure their prac-
tices to meet the standards of a medical home, but
also to implement electronic health records. Money is
a big factor. “Providers are worried about downtime,
lost income, lost productivity,” said Robshaw. “We
need to help them see the return they will get on that
investment.” Robshaw also stressed that all recom-
mendations are voluntary and the LHCQF is not say-
ing everyone has to do this overnight. “We have no
enforcement capability; we are here to provide guid-
ance.” Another ongoing issue for our state is the
aging and lack of replenishment of our primary care
physicians, particularly in rural areas, said Robshaw.
A practice that is already struggling is going to be
very overwhelmed by the proposed changes.

Robshaw acknowledged that perhaps the Forum's
biggest challenge, and the one they haven't made as
much progress on, is restructuring the payment sys-
tem to support medical homes. “Right now it is trans-
action-based not outcome-based. Care coordination
and preventive care portions of the medical home
model are not supported by the current payment sys-
tem,” she explained. LHCQF is working hard to bring
private insurance companies on board, as well as
business stakeholders. “We are trying to help busi-
ness understand how medical homes can not only
help employees' health, which is good for business,
but also save money.” Robshaw indicated that we
need to retool the insurance coverage model and
one way to approach restructuring is to educate
employers on what they need to ask for. “We do have
the State group very involved and Blue Cross is very
involved, so it's a start, but we need the other health
plans to make this work. We're still working on them.” 

The Forum has also been trying to find ways to bet-
ter communicate to the general public. “We're not
sure they know who we are and what we are about,”
said Robshaw.

What's on the horizon?
The Forum plans to hold two summits a year to keep
stakeholders and the public informed as to their
progress and to gather input. The fall summit will
address LHCQF's HIT goals. In the meantime Forum
members will work on figuring out how to redesign
healthcare financing to support the medical home
concept. They will step up efforts to involve the health
plans and the business community. Also on their wish
list is a refreshable, de-identified, multi-payer data-
base to help identify QI needs across the state and
track improvements. Robshaw indicated that they will
need the health plans to contribute data to make it
work. v
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erhaps a little slow
moving and isolat-
ed to be consid-
ered a trend, there
has been a gradual

inclination by large
insurance companies

to demand quality certifi-
cations or accreditation of
services for which they are
expected to reimburse
providers. This gradual move
is about to take a large, very

public step this fall when UnitedHealthcare implements a
mandatory accreditation requirement for imaging services,
including CT, CTA, MRI, MRA, Nuclear Medicine, Nuclear
Cardiology, PET, and Echocardiography. Originally scheduled
for March, 2008, UnitedHealthcare acknowledged the time
and financial constraints of attaining accreditation and rolled
the deadline back to the third quarter of 2008. 

While not the first to implement this requirement,
UnitedHealthcare is certainly the largest insurance company
to do so on a national basis. Aetna actually put forth the idea
back in 2001, refusing reimbursement claims for scans per-
formed at unaccredited sites, and the idea has been gaining
steam ever since. This April, Anthem Health Plans of Virginia
(dba Blue Cross and Blue Shield) announced that providers
performing MRI, MRA, MRS, PET, Nuclear Cardiology, CT or
CTA would have one year to seek accreditation from the
American College of Radiology (ACR) or the Intersocietal
Commission for the Accreditation of Magnetic Resonance
Laboratories (ICAMRL), part of the Intersocietal Accreditation
Commission (IAC), in order to remain as participating
providers. Anthem also indicated it would only accept ACR
and IAC accreditation for imaging services in Indiana,
Kentucky, and Ohio. Similarly, Blue Cross Blue Shield of
Kansas City implemented a criteria privileging program which
lists accreditation as one of the necessary criteria for
approved imaging centers. Some states and some Medicare
providers have also implemented accreditation or certification
provisions or require certain standards for the equipment and
personnel that conduct or read scans. There is some specu-
lation that the centers for Medicaid and Medicare will follow
the trend of big insurance companies to make reimbursement
dependent on, or at least reflective of, accreditation.

The trend is likely due more to increased recognition of the
value of heightened quality and safety standards than a reac-
tion to any inherent quality failings among MRI sites, accord-
ing to Blue Cross and Blue Shield of Louisiana (BCBSLA).
“We at Blue Cross would agree that the highest quality serv-
ices promote the best health outcomes and in turn greater
member satisfaction,” said BCBSLA Chief Medical Officer Dr.
James Carney. “Over time this may also assist in controlling
costs.” But John Stagg, CEO and President of Champion
Diagnostics, believes the trend may also be a reaction to the
disparity in the level of care being provided by MRI sites.
“There's a wide range in quality even from the technology

standpoint,” said Stagg. Of particular concern are sites that
have lower quality equipment or lack professionally certified
staff to read the scans. Dr. Curtis Partington, a radiologist at
the Imaging Center of Louisiana, agreed saying, “There are
many imaging centers out there that do terrible quality work. I
see exams every day that were done on bad quality equip-
ment. They are bad quality exams and are accompanied by
bad quality reports…yet they get paid the same as I do.”
Partington said he thinks UnitedHealthcare and other insurers
realized that there are enough quality centers out there so
there is no reason to send patients to poor quality ones. 

Since these sites were being reimbursed at the same rate as
accredited facilities, the professional imaging community is
not necessarily opposed to the idea of mandatory accredita-
tion. “We're all for it,” said Stagg. “It levels the playing field.”
Champion, which has accredited sites in several states, has
already faced a similar mandate from Blue Cross in Alabama.
“We try to put in quality equipment and technology at our sites
anyway, so for us it's a good thing,” said Stagg. “I hope all the
insurers require accreditation or at least tie reimbursement
rates to accreditation status.” Ray May, Imaging Services
Director at Baton Rouge Radiology Group, agreed. “Our sites
got ACR accredited back when Aetna was the first to require
it. We were hoping it would make a difference in the level of
reimbursement. If you can't meet a reasonable standard then
I have to wonder if you should be reimbursed at the same rate
as me.” While most insurers, including BCBSLA, do not cur-
rently tie their rates to accreditation, “It does make sense,”
said Dr. Carney, “to consider preferential reimbursement for
those that have attained those standards.”

While some local imaging experts anticipate similar require-
ments from other insurers, Ray May thinks it might be a moot
point once UnitedHealthcare's mandate is in place. “United is
probably large enough that most sites will have to apply for
accreditation just to meet their requirement. Blue Cross may
not even have to follow suit with its own mandate.” While
BCBSLA has no immediate plans to impose the same man-
date as UnitedHealthcare, the company is in the process of
actively considering the best approach to ensuring quality at
imaging sites. One of the considerations is a basic accredita-
tion requirement similar to UnitedHealthcare's, but BCBSLA is
also considering a modified approach, looking at elements
such as ease of access, modified hours, and outsourced cre-
dentialing. “Whatever we do, we intend to provide adequate
notification and we want to ensure continued access to high
tech imaging for our membership,” said Carney. While there is
no timeframe for when those changes might occur, Dr. Carney
did recommend that imaging facilities begin to familiarize
themselves with standards such as those put forth by ACR
and to incorporate them into their practices. He would also

I hope all the insurers require accredi-
tation or at least tie reimbursement
rates to accreditation status.

–John Stagg, CEO, President, Champion Diagnostics
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suggest pursuing accreditation as he is confident it will be part
of the process BCBSLA eventually requires. “We will be looking
at this as a quality, safety, and transparency initiative and I
believe patients are starting to expect this. They deserve to
receive services from quality providers.”

Accreditation can be costly and time-consuming and ongoing
QA is necessary to maintain it once you've earned it. Stagg esti-
mates that it costs $5000 per modality annually to receive
accreditation and maintain those standards, even though the
accreditation is good for three years. Obviously, for the sake of
competition, Stagg would like to see everyone being held to the
same standards if they are receiving the same reimbursement,
“But it's also what's best for the patient and I think that's what
the patient wants to see,” said Stagg. “I would encourage any
MRI site to seek accreditation.” May also urged any facilities
that have not started the process to get going. “I think there is
going to be a bottleneck for accreditation even with
UnitedHealthcare's extension, and the process takes time.”
However Dr. Partington believes the bulk of quality imaging cen-
ters in the Baton Rouge area are already accredited and have
been for a long time. “Particularly those of us that are members
of the American College of Radiology, the accrediting body. As
members, we felt obligated to pursue accreditation early on.” 

Accreditation remains voluntary in many places, but of course,
a mandate will remove the choice from the matter and facilities
offering imaging will have to pay the price in order to submit
claims to UnitedHealthcare or the handful of other insurers that

require it. And not just any accreditation will do. So far the pay-
ers that have imposed mandatory accreditation, most notably
UnitedHealthcare, will only accept accreditation by ACR or IAC.
You should also note that only the IAC accredits echocardiogra-
phy laboratories. Even if facilities apply for accreditation, there
is no guarantee they will make it. “Everyone is seeing that they
have to become accredited or they will go under,” said
Partington. “But there are places in Baton Rouge that flat have
no chance.” 

Of course mandates are not the only reason to get accredited.
Many have found the process useful and educational for identi-
fying ways to improve a practice and to provide confidential
peer review of systems and staff. Accreditation also inspires
consumer and practitioner confidence and provides a marketing
opportunity. All that said, there is a price tag and imaging sites
will have to weigh the benefits against their bottom line. If more
mandates do come, most will offer a grace period during which
to apply for and/or receive accreditation. For example, while
UnitedHealthcare gave adequate warning about its deadline, it
will still reimburse for claims for 12 months after that deadline,
provided an accreditation application has been submitted. It
also extended the original deadline when it realized that many
were behind in the process. Similarly, new sites wishing to be
reimbursed by United will have 12 months to establish accredi-
tation. v

Sources: The Intersocietal Commission for the Accreditation of Magnetic Resonance Laboratories, www.icam-
rl.org; American College of Radiology, www.acr.org/accreditation.aspx; International MRI Accreditation
Resources, LLC, www.mri-accreditation.com; “UnitedHealth Becomes First to Require Accreditation
Nationally,” Washington G-2 Reports, March 2007, www.g2reports.com; UnitedHealthcare Imaging
Accreditation Program-Frequently Asked Questions, www.unitedhealthcareonline.com.
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baby is being born. During labor there had been no indication of trouble, but now we
see the baby's delivering head pulled back against the mother. We are suddenly
dealing with what is known as a shoulder dystocia. The baby's shoulders are too
big to deliver and if the correct actions are not taken, the baby may be harmed,
or worse, die. An infant with its head out, but its shoulders stuck can die with-
in five to seven minutes unless it is freed. Obstetricians are taught several
maneuvers to deliver in this case, but seldom get a chance to practice those
procedures outside of the rare emergency. Each maneuver has been used to
save babies from harm, but each also has a high failure rate.

Perinatal morbidity, or harm to the mother or the baby, is reported to
occur in seven in 1,000 births. Prior to the year 2000, most healthcare personnel felt we were doing a
good job of providing care. In labor and delivery negative outcomes were rare. A report published in the
year 2000 by the Institute of Medicine, titled “To Err is Human,” changed the way healthcare profession-
als looked at what we do. Data in that study suggested that millions of Americans died each year as a

by: William Dore Binder, MD, Woman's Hospital
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result of medical errors. What many critics forgot, however, is
that these errors are often made by highly skilled professionals
and are generally the result of system failures, not substandard
individual performance. Could it be possible to do a better job in
labor and delivery?

Woman's Hospital is one of 57 hospitals participating in the
Institute of Health Care Improvement's Perinatal Collaborative.
The Institute of Health Care Improvement (IHI) is an independ-
ent not-for-profit organization helping to lead the improvement
of healthcare throughout the world. Woman's Hospital's goal is
to reduce perinatal morbidity to three in 1,000 births. Idealized
Design of Perinatal Care is an innovative project based on the
principles of reliability science. Reliability science is used at
nuclear power plants and on aircraft carriers–areas where failure
is not an option. The Idealized Design model focuses on compre-
hensive redesign to enable Woman's Hospital's labor and deliv-
ery to perform substantially better in the future than the best it
can do at present.

The best defense against medical error–and indeed for providing
the best care for patients–is prevention or minimization of harm
whenever possible, through adherence to evidence-based prac-
tice guidelines. The challenge is ensuring that these guidelines
are used consistently. The four key components of the Perinatal
Care Model are: 

1. The development of reliable clinical processes to man-
age labor and delivery; 

2. The use of principles that improve safety (i.e., 
preventing, detecting, and mitigating errors); 

3. The establishment of prepared and activated care
teams that communicate effectively with each other
and with mothers and families; and 

4. A focus on mother and family as the locus of control during
labor and delivery.

In the labor and delivery department at Woman's Hospital we are
using bundles of care that have been shown to reduce harm. A
perinatal bundle is a group of evidence-based interventions relat-
ed to care in labor and delivery that, when executed together,
result in better outcomes than when implemented individually.
Harm to the mother or the baby in labor and delivery is often
associated with the use of Pitocin, a medicine given to mothers
to make their contractions stronger. The goal of the perinatal
bundles is to reduce the risk of a bad outcome when inducing
labor, or augmenting labor, with Pitocin. Experience from the
use of bundles in other clinical areas, such as care of the venti-
lated patient, has shown that reliably applying these evidence-
based interventions can dramatically improve outcomes. The
assumption of this innovative work is that the use of bundles in
the delivery of perinatal care will have a similar effect. 

Poor communication among providers and with patients con-
tributes to care that is less than optimal. In one study, more than
one-third of adverse events were associated with communication
problems ranging from basic miscommunication among
providers, to misunderstanding because of a lack of common ter-
minology, to delays in communication, and to a total absence of
communication. Part of the Perinatal Collaborative's focus is on
improving communication in labor and delivery. The SBAR
(Situation-Background-Assessment-Recommendation) tech-
nique used at Woman's Hospital provides a framework for com-
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munication between members of the healthcare team about a
patient's condition. SBAR is an easy-to-remember, concrete mech-
anism useful for framing any conversation, especially critical ones,
requiring a clinician's immediate attention and action.

The science of teamwork skills and training has been studied by the
U.S. military and the commercial aviation industry for the last 20
years. Cockpit, or crew resource, management was developed in
the 1970s after 70% of aircraft-related fatalities were found to be a
result of human error and poor teamwork. In 2004, the Joint
Commission on Accreditation of Healthcare Organizations issued a
risk reduction strategy for decreasing perinatal death or permanent
injury. Based on reports of injuries to mothers and neonates during
birth, JCAHO recommended that facilities such as Woman's
Hospital implement team training and mock emergency drills for
shoulder dystocia, emergency cesarean section, and maternal hem-
orrhage. Woman's Hospital uses a mannequin named Noelle to
practice providing care in an emergency.

How far has obstetrics come in improving care? In 1933 the New
York Academy of Medicine published a study of 2,041 maternal
deaths that occurred in childbirth. It was thought that two-thirds
were preventable. The single most dangerous thing a woman could
do in the 1930s was to deliver a baby. One in 150 deliveries ended
in the death of the mother. Today, a mother faces death in one in
10,000 deliveries and a full term baby dies in one in 500 child-
births. We have come a long way, but feel we can still do better. The
commitment to continually improving healthcare services is a high
priority and impacts most, if not all, the decisions made by our
leadership team. v
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by: Phillip Gatto



ver-developing technology
allows for some innovative
approaches to quality improve-
ment. Many larger practices
and hospitals have implement-
ed integrated systems of elec-
tronic monitoring, reporting,
and health records allowing
real-time access to patient
information no matter where
the physician is. Here in town,

the Baton Rouge General has turned to automation
to help ensure medication safety for its patients.
The electronic medication administration solution is
part of a 24-month Health Information Technology
project that is equipping Baton Rouge General with
the most sophisticated technology available. 

The solution, which consists of a fully automated,
closed-loop medication administration system and
a physician portal, reduces errors such as illegible
handwriting, missed doses, and incorrect meds,
provides documentation in the patient's electronic
health record, and allows for tracking. The physi-
cian portal allows physicians the ability to access
and maintain electronic health records (EHR) on
any patient. If a patient's physician is taking advan-
tage of the portal, staff can treat them using up-to-
date vital information about their medical history
and any current medications they may be taking.
The closed loop medication system can also use
this information to provide prompts, reminders, and
warnings reinforcing the five rights of patient safe-
ty (right patient, right drug, right dose, right time,
and right route). In addition, according to Bennett
Cheramie, RN, who works in the Hospital
Information Technology Department, “It allows us
real-time oversight of medication administration,
improving the quality of care we are providing, and
has tremendously improved our ability to provide
that care in a timely manner. Less time spent on
the process allows more time for patient care.”

The closed loop system begins with Meds
Manager, the medication input system in the phar-
macy. When medication orders are written they are
labeled with the patient's scannable identifier.
When they are received by the pharmacy, they are
scanned into the system. Patient information from
the electronic health record pops up to screen for
allergies or conflicts with other prescriptions,
reducing the chance of adverse drug events and
optimizing resources. The medication is located
and selected for that patient through two main
components. At the mid-city location, a robot, the
Robot RX, retrieves the correct, bar-coded medica-

The AcuDose-Rx, another part of the closed loop system controls
all critical aspects when accessing on-hand patient medica-
tions–safety, security, accountability, availability, and charge cap-
ture.

-Baton Rouge General
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tion and drops it in an envelope labeled for that patient. With
bulky or awkward meds, the Med Carousel, an automated ver-
tical storage system prompts location and selection of the cor-
rect medication with pick-to-light and bar-code scanning tech-
nology. The Med Carousel is also used at the Bluebonnet
location, which does not yet have a robot. To further reduce
packaging errors, the General endeavors to purchase all
meds unit-dosed and bar-code-ready said Debra Jarratt,
Assistant Director of Baton Rouge General's Pharmacy. “Only

10 percent of hospitals nationwide have this level of capacity
of bar-code readability,” said Jarratt. With the automated sys-
tem, medication inventory is replenished automatically based
on rate of usage and minimum and maximum limits entered by
the pharmacy.

While the robotic system is still fairly new, the ultimate goal is
to handle the bulk of the administrative tasks performed by
pharmacists and techs, leaving them with more time to spend
on direct patient care. “More time on the floor for the pharma-
cists allows for more clinical applications, more availability for
staff and patient education, and helps build a better rapport
with physicians and nursing staff,” said Jarratt. “It adds to our
effectiveness and the quality of care delivered.” At the same

time, despite being automated, the system can be tweaked to
conform to unusual patients or situations. “Not all patients are
created equal,” said Jarratt, “but the system is capable of
adjusting.” 

Once selected and packaged for the patient, the medication is
delivered to a mobile Care Point cart with medicine drawers,
a computer, and the handheld bar-code device on board.
Nurses use handheld bar-coding technology to help verify the

five rights of medication safety and to document vital patient
information at the bedside. Gone are the days of pills placed
in cups in the medication room down the hall. Everything is
brought to the bedside and scanned at the bedside along with
the patient identification checks. If anything is not right, the
scanner will alert the nurse, “much in the manner of 'Danger
Will Robinson,'” laughed Cheramie. “Errors are still possible,
but are much less likely with this closed loop system.” Through
the Physician Portal physicians can also access their patients'
records from remote computers and PDAs to double-check
medication orders and administration. Soon to come will be
electronic doctor's orders, which will arrive almost instanta-
neously at the pharmacy for verification before meds are
pulled. “It's a beautiful system,” said Jarratt. “The nurses like

MedCarousel
-Baton Rouge General
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it and they can chart electronically because of it. It's
very exciting–we are getting close to a perfect world,
where everything ties in.”

“The system is designed to make the right choice, the
easiest choice,” said Cheramie. It will alert either the
pharmacist or the nurse if the medication is wrong or the
dose is wrong, but it can still be deliberately, manually
overridden when necessary. That override and the rea-

son behind it is documented in the system. “The nurse's
judgment is still imperative and we never want it to be
overridden by a computer.” By the same token, said
Cheramie, “in a paper world, we could not track the near
misses–situations when a nurse would catch a problem
before a medication error occurred. Now near misses
would be recorded in the system, because an explana-
tion is required when a scheduled medication is not
given. Those can be tracked and improvements made
in the area where the error occurred. “Our desire to
improve quality with this medication administration sys-
tem does not end with implementation,” said Cheramie.
“We keep striving to improve it to eventually attain error-
free perfection.” v
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he delivery of excellent patient care is everyone's goal. It has
been said that the future of medicine will be data driven,
which almost assures that Information Technology (IT) will
be a critical factor in that future. One key area of a data driv-
en future in medicine is the advent of internet-based patient
registries in delivering Quality Assurance (QA). These
patient registries rely solely on patient data housed in a data-
base environment to be effective.

Quality Assurance hinges on physicians and clinicians adhering to gold stan-
dards. The question then becomes, how do you know if you are actually deliv-
ering the highest standard in patient care? This is where Information
Technology (IT) can make a significant contribution. The ability to track
patient data inside a database allows you to perform multiple reporting config-
urations such as benchmarking, practice management, and clinical outcome
assessments. This database of patient records is commonly referred to as a
patient registry.

Patient registries are commonly used in clinical trials. Large amounts of patient
data can be aggregated in a database, which allows for analyses that demon-
strate relationships between numerous data points. Age, risk factors, medical
device used, procedural, and any other characteristics of patient care can be
analyzed and correlated to make observations on actual outcomes and predic-
tors of outcomes. The Centers for Medicare and Medicaid Services rely on
patient registries to deliver decisions on reimbursement. Private insurance car-
riers are also utilizing registries to make payment decisions, while the private
sector outside the insurance industry employs registries to gauge performance
of medical devices.

Patterns and trending analyses can easily be determined with the use of reg-
istries. There are also practice management implications that can be realized by
tracking patient care at the practice level. Practice managers can view technol-
ogist performance, ordering physician's volumes, reading physician's volumes
and outcomes, patient population counts, and review types of procedures done.
Structured reporting allows the practice manager to implement a steady stream

by: Jeff LeBlanc, COO, and Matt Turland, Lead Programmer, Surgisys

Jeff LeBlanc Matt Turland
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of improvements to improve work flow and refine standard operat-
ing procedures, all of which impact the bottom line.

This performance can be used to benchmark against industry stan-
dards. If a practice wants to prove excellence in patient care, they
can choose to become accredited in that field. Having your patient
population in a database can help the practice manager keep the
practice operating at the optimum level, which is achieved through
accreditation. In addition, re-accreditation becomes significantly
easier.

Advanced statistical modeling, data mining techniques, and infor-
mation retrieval can also be performed utilizing these databases.
Scientific and academic research relies heavily on data.
Aggregating large volumes of patient population data in one loca-
tion  allows for advancements in patient care and cures for diseases
to be accelerated. 

There are positive implica-
tions for the patient as
well. What if a patient
could see their chart via a
secure website allowing
them to run different types
of reports based on pre-
dictability of outcomes,
risk factors, behavior mod-
ification, etc.? For in-
stance, starting with a cur-
rent baseline, a patient
could determine that if
they started to exercise
daily–burning an extra 300
calories–would that lead to
a better outcome, in a
quicker timeframe? You
could run the same predic-
tions based on a change in
diet, smoking cessation,
and many other factors,
and then compare that to
known medical research.
Patients could actually cor-
relate the optimum stan-
dards of care to the care they are receiving to make more informed
decisions. 

Now that we've established the importance of patient registries,
what form should they take? Internet-based applications or
Software as a Service (SAAS) are gaining popularity at an aggres-
sive pace. They have a number of advantages over their tradition-
al “software in a box” predecessors. They have no tangible assets
such as installation CDs or product keys that can be lost or dam-
aged. They do not require end users to install special software on
their workstations, since very few desktop operating systems do
not come complete with an internet browser. 

Applications requiring a common data source for user collabora-
tion on tasks, such as scheduling events or revising documents, can
be hosted and maintained off-site by third-party service providers.
This alleviates the need for businesses to invest in hardware to host
the software and human resources to integrate and maintain these

functions on their local network. Internet applications allow for the
central administration of “software,” allowing upgrades to be
deployed to a single installation rather than multiple individual
client workstations, and making the upgrade process less time-con-
suming and more transparent to the end user. They also tend to
offer more support for a wider variety of operating systems and
data sources, making them more portable and platform-agnostic as
the composition of networks and server environments continues to
become more varied. 

With ease of integration between various data systems becoming
more critical, internet applications are addressing the need by
implementing support for open standards and web services to
allow for data exchange. In short, they offer the capability to pro-
vide businesses with the software they need now without obligat-
ing them to invest time and resources in constructing and sustain-
ing the infrastructure it requires, while additionally providing

superior integration
versatility with their
existing systems. The
Society of Vascular
Surgeons and the
American College of
Cardiology both have
Internet-based patient
registries. Internet-
based applications
allow any physician
who is treating the
patient to securely log-
in and view what is
happening to that
patient in real time,
rather than waiting on
someone to fax the
needed pages of a
chart. This physician
real-time collaboration
over the Internet is the
future.

The ability to analyze
data and perform evi-
dence-based clinical

outcome assessments can impact the overall care of patients in a
positive manner. Physicians who take the time to look back at prior
cases can trend their delivery of care–an extremely valuable tool
for the practice in terms of time and money. Obviously, it would be
almost impossible and inefficient to wade through a mountain of
paper charts to accomplish this goal. With patient registries, such
reports can be generated with the click of a mouse. 

The data driven nature of healthcare will require practices to move
from a paper-based work flow to EMR-based systems. Pay for per-
formance is a reality today, with CMS already requiring the track-
ing of specific patient data in order to retain certification for many
procedures. This trend will continue as CMS attempts to drive
quality and efficiency into the system and propel medical mistakes
and abuse out of the system. This trend in mandated patient track-
ing will continue, which means the role of IT will become even
more vital to the success of the practice–both from a patient care
perspective and a business operation perspective. v

Screen shot of echocardiogram worksheet



ealthcare professionals are treating patients with increasingly
complex healthcare issues, which make them more vulnerable
to infections and other complications. Tools and other

resources are available from several sources, including Louisiana Health
Care Review (LHCR), Louisiana's Medicare Quality Improvement
Organization, to help providers prevent infections. The most recent CMS
data shows that Louisiana providers are doing much better following rec-
ommended best practices, which is great news. However, we still have
room for improvement. To that end, the Board of Trustees of the
Louisiana Hospital Association resolved in May of this year to partner
with LHCR and health professionals across Louisiana and elsewhere to
accomplish the collective goal of ultimately eliminating methicillin
resistant staphylococcus aureus (MRSA) and hospital-acquired infec-
tions (HAIs) in Louisiana hospitals by 2010.

"Our hospital membership is committed to eliminating hospi-
tal-acquired infections, including MRSA," said John Matessino, CEO of
the Louisiana Hospital Association. "Our partnership with LHCR is a
perfect fit since we have the resources to reach hospitals, which are
always focused on improving the quality of care for patients, and LHCR
brings the necessary tools and science-based best practices for our mem-
bers to implement in their facilities."

A national public health threat
Nationally, a significant percentage of the nearly 30 million

operations performed in the United States each year result in preventa-
ble, often life-threatening complications. The Institute of Medicine, in its
groundbreaking report "To Err Is Human," highlighted a study of more
than 44,000 operations at a large medical center from 1977 to 1990. It
revealed that 5.4 percent (more than 2,400 patients) suffered complica-
tions, nearly half of them attributable to error. Similarly, a 2003 study
published in the Journal of the American Medical Association found that
postoperative complications accounted for up to 22 percent of preventa-
ble deaths among patients, depending on the complication. The study
looked at 18 types of medical injuries during hospitalization and found
those events accounted for 2.4 million additional hospital days and $9.3
billion in additional charges each year. According to the Institute for
Healthcare Improvement (IHI), it is estimated that 126,000 hospitalized

patients develop MRSA infections each year, and over 5,000 of them die
as a result.

reimbursement cuts this fall
Effective October 1, 2008, the Centers for Medicare and

Medicaid Services (CMS) will no longer reimburse healthcare facilities
for costs related to certain HAIs that could have been reasonably pre-
vented through the use of evidence-based guidelines. CMS has indicat-
ed that it will be adding additional preventable conditions to the list in
the future. Regardless of the CMS reimbursement initiative, patient out-
comes and the hospital's bottom line are better served by avoiding pre-
ventable infections that can cause unnecessary complications, longer
hospital stays, use of additional resources, and at worst, avoidable loss
of life. 

evidence-based Guidelines Available to fight hAI 
The first steps recommended by LHA to eradicate HAIs include:

• Initializing the LHA Healthcare Quality and Patient Safety Advisory
Panel to provide expertise and guidance to help address this issue, along
with other quality and patient safety driven initiatives supported by the
association and its members.

• Working with LHCR to aggressively promote and recruit hospitals to
utilize the IHI's five recommendations to significantly reduce MRSA
infections in healthcare settings, as promoted in the 5 Million Lives   
Campaign:
1. Improve hand hygiene among health care workers.
2. Make fastidious environmental cleaning and disinfection

a priority.
3. Consider performing active surveillance cultures.
4. Identify colonized patients and implement contact precautions.
5. Implement and perform all interventions specified in the central  

line bundle and ventilator bundle (collective of best-practice inter-
ventions).

• Assisting member hospitals in developing board and community edu-
cation tools for use by the leadership of LHA member hospitals with
the goal of engaging their boards and community in the fight against
MRSA and HAIs.   

• Fast Tracking Surgical, Cardiac, DVT, and Pneumonia Related
Infection Prevention. 

Because doctors and surgical staff are so busy with their patient
loads every day, it could take years for them to become cognizant of a
new process of care on their own. LHCR and others help speed up that
process with educational materials, tools, and consulting at no charge to
the providers. LHCR and CMS recommend that healthcare providers fol-
low the SCIP (Surgical Care Improvement Project) which is now offered
nationally by CMS. Information on the national program can be found
on the MedQIC Web site (www.medqic.org/scip). The SCIP program is
designed to fast track that information through the provider ranks so that
we can propel the prevention advances forward as quickly as possible.

Partners in SCIP believe that a meaningful reduction in com-
plications requires that surgeons, anesthesiologists, perioperative nurses,
pharmacists, infection control professionals, and hospital executives
work together to make surgical care improvement a priority. The nation-
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al SCIP program focuses on adopting standard processes of care for
surgical site infections (SSIs), cardiac complications, deep vein
thromboembolism (DVT), and ventilator-associated pneumonia. 

Surgical Infections–Research shows that delivering
antibiotics to a patient within one hour prior to beginning surgery
can dramatically cut surgical site infection rates. The national net-
work of Medicare quality improvement organizations (QIOs),
working under contract to CMS, recently conducted a surgical
infection prevention collaborative that effectively reduced SSIs by
27 percent at 56 centers across the country. In addition, current
medical literature recommends clipping hair before surgery instead
of shaving to avoid tiny cuts on the skin that create easy access for
germs and can lead to infection. Significant education was neces-
sary to overcome initial resistance from some physicians unfamiliar
with new guidance. 

Cardiac Complications–Adverse cardiac events as a com-
plication of surgery, such as heart attacks, occur in 2 to 5 percent of
patients undergoing noncardiac surgery, and in as many as 34 per-
cent undergoing vascular surgery.

Deep Vein Thrombosis Concerns–DVT, a blood clot that
develops in a deep vein, usually the leg, occurs after approximate-
ly 25 percent of all major surgical procedures performed without
prophylaxis, and pulmonary embolism (PE) in 7 percent of surger-
ies done with prophylaxis. Despite well-established efficacy and
safety of preventative measures, studies show that prophylaxis is
often underused or used inappropriately.

Pneumonia Incidents–Ventilator-associated pneumonia
has been linked with high mortality rates, according to the Centers

for Disease Control and Prevention. Postoperative pneumonia
occurs in 9 to 40 percent of patients and has an associated mortali-
ty rate of 30 to 46 percent. 

These areas were targeted by CMS because they are
among those with the highest incidence of postoperative complica-
tions and have the highest potential for improvement. By imple-
menting projects to reduce SSIs, hospitals could recognize a sav-
ings of $3,152 and a seven day reduction in extended length of stay
for each patient developing an infection, according to CMS.

For more information about the ongoing efforts to fight
hospital-acquired infections, go to www.lhcr.org or www.lhaon-
line.org, or contact Kenneth Alexander, Vice President of
Regulatory Activities for Louisiana Hospital Association, or Scott
Flowers, Director of Quality Improvement, Louisiana Health Care

Review. v
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ost medical practices, whether hospitals,
surgical centers, clinics, or home health
agencies, will tell you that quality is a pri-
ority. They may follow a set of standards,
complete certifications, or seek accredita-
tion from a variety of sources. One of the
most widely recognized accrediting bodies
is the Joint Commission. Many practices,
even if they don't seek out accreditation,
follow the Joint Commission's National

Patient Safety Goals and related requirements. Others jump in
feet first and have the Joint Commission evaluate how they are
doing. If granted accreditation, it is a signal to the practice itself,
to fellow practitioners, and to the public that they are doing a
good job. It is, however, a lengthy and fairly costly process, and

it is voluntary, so some opt to simply address quality improve-
ments internally. 

Recently, the Joint Commission started listing
facilities that have received accreditation on

their Quality Check website. Visitors to the site
can search by state, county, city, or by distance

from a zipcode for a specific provider. They may
also search by type of provider or service for an

accredited facility. The Joint Commission Quality
Check site also lists non-accredited providers in these

areas, upon their request.

As a nod to their commitment to quality, we have listed for
you, by parish and type of provider, all of the Joint

Commission accredited sites in the Baton Rouge Metropolitan
Statistical Area (the 225 area code) as of June, 2008. Please note
that certain sites are listed under categories that might not seem
to fit, for example a freestanding clinic may be listed under
“Hospital.” The reason for this is that they are listed under the
category of the parent site through which they were accredited. 

For more details, check the Joint Commission Quality Check
website at http://www.qualitycheck.org/consumer/search
QCR.aspx.

by: Phillip Gatto
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ASCENSION

Ambulatory Health Care

Sleep Rite, LLC
826 West Hwy 30, Suite A
Gonzales, LA 70737

Behavioral Health Care

Our Lady of the Lake Ascension
Community Hospital, Inc.
1125 West Louisiana Hwy. 30
Gonzales, LA 70737

Promise Hospital of Ascension, Inc.
615 East Worthey Road
Gonzales, LA 70737

Critical Access Hospital

Prevost Memorial Hospital
301 Memorial Dr.
Donaldsonville, LA 70346

Home Care

Health Care Options, Inc.
1060 East Worthey Rd., Suite D
Gonzales, LA 70707

Infusion Network of Louisiana, Inc.
2647 Riverview Blvd., Ste. 312
Gonzales, LA 70737

Home Health Care Deemed Status

Health Care Options, Inc.
1060 East Worthey Rd., Suite D
Gonzales, LA 70707

Hospice Deemed Status

Health Care Options, Inc.
1060 East Worthey Rd., Suite D
Gonzales, LA 70707

Hospitals

Ochsner Health Center
Baton Rouge-Prairieville
16260 Airline Hwy., Suite A
Prairieville, LA 70769

Our Lady of the Lake
Ascension Community Hospital, Inc.
1125 West Louisiana Hwy. 30
Gonzales, LA 70737

Promise Hospital of Ascension, Inc.
615 East Worthey Rd.
Gonzales, LA 70737

St. Elizabeth Hospital
Medical Office Building
1212 Riverview Blvd., Ste. 2000
Gonzales, LA 70737

St. Elizabeth Medical Plaza
17609 Old Jefferson Hwy.
Prairieville, LA 70769

Woman's Hospital Therapy Center
2306 South Burnside Ave.
Gonzales, LA 70737

Laboratory

Prevost Memorial Hospital
301 Memorial Dr.
Donaldsonville, LA 70346

Promise Hospital of Ascension, Inc.
615 East Worthey Rd.
Gonzales, LA 70737

EAST BATON ROUGE PARISH

Ambulatory Care

Alliance Imaging S 33
7855 Howell Blvd.
Baton Rouge, LA 70808

Louisiana Sleep
Diagnostics-Baton Rouge
7932 Picardy Ave., Ste. D
Baton Rouge, LA 70809

Baton Rouge VA Outpatient Clinic
7968 Essen Park Ave.
Baton Rouge, LA 70809

Chaneyville Medical
and Dental Clinic
13211 Jackson Rd.
Zachary, LA 70791

Deep South Sleep Disorders Clinic
7809 Jefferson Hwy.
Baton Rouge, LA 70809

Alliance Imaging-MS 91
7855 Howell Blvd.
Baton Rouge, LA 70808

The Outpatient Cath Lab
7777 Hennessy Blvd. Suite 215
Baton Rouge, LA 70808

Total Sleep Diagnostics
Baton Rouge Lab
11944 Justice Ave., Suite D
Baton Rouge, LA 70816

Behavioral Health Care

Baton Rouge General
Medical Center
3600 Florida Blvd.
Baton Rouge, LA 70806

Baton Rouge
VA Outpatient Clinic
7968 Essen Park Ave.
Baton Rouge, LA 70809

Earl K. Long
Medical Center
5825 Airline Hwy. 
Baton Rouge, LA 70805

East Baton Rouge
Medical Center, LLC
17000 Medical Center Dr.
Baton Rouge, LA 70816

East Louisiana MH System
East Division-Greenwell Springs
23260 Greenwell Springs Rd.
Greenwell Springs, LA 70739

Our Lady of the
Lake Regional Medical Center
5000 Hennessy Blvd.
Baton Rouge, LA 70808

TAU Mental and
Behavioral Health
8080 Margaret Ann Dr.
Baton Rouge, LA 70808

Hospitals

Baton Rouge General
Medical Center
3600 Florida Blvd.
Baton Rouge, LA 70806

Baton Rouge General
Medical Center-Bluebonnet
8585 Picardy Ave.
Baton Rouge, LA 70809

Baton Rouge General Medical
Center Diabetes Center
3910 Convention St.
Baton Rouge, LA 70806

Baton Rouge General Medical
Center Pediatric Rehabilitation
3968 North Blvd.
Baton Rouge, LA 70806

Baton Rouge General Medical
Center Radiation Oncology Center
3401 North Blvd.
Baton Rouge, LA 70806

Baton Rouge General Medical
Center Sleep Disorder Center
8595 Picardy Ave. Suite 120
Baton Rouge, LA 70809

Better Beginnings @
Family Roads
323 East Airport
Baton Rouge, LA 70806

BRGMC Bluebonnet
Plaza Rehabilitation
8490 Picardy Building 100
Baton Rouge, LA 70809

Center for Reconstruction
and Cosmetic Surgery
7777 Hennessy Blvd., Suite 709
Baton Rouge, LA 70808

Children's Respiratory
and Sleep Center
7777 Hennessy Blvd.
Baton Rouge, LA 70808

Earl K. Long
Medical Center
5825 Airline Hwy.
Baton Rouge, LA 70805

Earl K. Long Medical Center
9032 Perkins Rd.
Baton Rouge, LA 70810

East Baton Rouge
Medical Center, LLC
17000 Medical Center Dr.
Baton Rouge, LA 70816

East Louisiana MH System
East Division-Greenwell Springs
23260 Greenwell Springs Rd.
Greenwell Springs, LA 70739

Family Practice Associates-PCN 2
12525 Perkins Rd.
Baton Rouge, LA 70810

FASTLane
4917 West Park Drive
Zachary, LA 70791

HealthSouth Rehabilitation
Hospital of Baton Rouge
8595 United Plaza Blvd.
Baton Rouge, LA 70809

Lake Allergy and
Immunology Clinic
7777 Hennessy Blvd. Suite 5007
Baton Rouge, LA 70808

Lake Men's Health Center
7777 Hennessy Blvd., Suite 101
Baton Rouge, LA 70808

Lake Pediatric
Gastroenterology
7777 Hennessy Blvd., Suite 208
Baton Rouge, LA 70808

Lake Pediatrics at
O'Neal-PCN 33
2380 O'Neal Ln., Suite A
Baton Rouge, LA 70816

Lane Regional
Medical Center
6300 Main St.
Zachary, LA 70791

Lane Rehabilitation Center
4601 McHugh Road
Zachary, LA 70791

LPCP Pediatrics at
Goodwood (KidMed)-PCN 27
8415 Goodwood Blvd., Suite 100
Baton Rouge, LA 70806

LPCP Senior Care IM
of Baton Rouge-PCN 28
5339 Didesse
Baton Rouge, LA 70808

LSUHCSD
MidCity Clinic
1401 North Foster
Baton Rouge, LA 70806

North Baton Rouge Outreach
Clinic at EKLMC
2013 Central Rd.
Baton Rouge, LA 70807

Ochsner Health Center
Baton Rouge-Main Campus
9001 Summa Ave.
Baton Rouge, LA 70809

Ochsner Health
Center O'Neal
16777 Medical Center Dr.
Baton Rouge, LA 70816

*

*
*

*

*

*
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Ochsner Health Center
Baton Rouge Mid-City
3401 North Blvd., Suite 200
Baton Rouge, LA 70806

OLOL Neighborhood
Clinic-Scotlandville
9422 Scotlandville Ave.
Baton Rouge, LA 70807

Our Lady of the
Lake Regional Medical Center
5000 Hennessy Blvd.
Baton Rouge, LA 70808

Outpatient Pediatric
Rehab and Assessment Center
8415 Goodwood Blvd.
Baton Rouge, LA 70806

Pediatric Medical
Center-PCN 9
9191 Bluebonnet Blvd.
Baton Rouge, LA 70810

Renal Care Group Dialysis Center
1333 O'Neal Lane
Baton Rouge, LA 70816

South Baton Rouge
Outreach Clinic at EKLMC
950 Washington
Baton Rouge, LA 70802

Southeast Pediatrics-PCN 12
8415 Goodwood Blvd.,
Suite 104
Baton Rouge, LA 70806

Surgical Specialty Centre
8080 Bluebonnet Blvd.
Baton Rouge, LA 70810

TAU Mental and
Behavioral Health
8080 Margaret Ann Dr.
Baton Rouge, LA 70808

Trauma
Specialists Clinic
5000 Hennessy Blvd.
Baton Rouge, LA 70808

VitalSource
Specialty Hospital
8225 Summa Ave.
Baton Rouge, LA 70809

Woman's Center for Wellness
9637 Jefferson Hwy.
Baton Rouge, LA 70895

Woman's Hospital
9050 Airline Hwy.
Baton Rouge, LA 70815

Zachary Family 
Practice Clinic
2335 Church St.
Zachary, LA 70791

Home Health Deemed Status

Health Care Options
6639 Sullivan Rd., Suite A
Greenwell Springs, LA 70739

Health Care
Options Clinical Services
6639 Sullivan Rd.
Greenwell Springs, LA 70739

Health Care Options
Hospice, Inc.
6639 Sullivan Rd., Suite B
Greenwell Springs, LA 70739

Home Health

Apria Healthcare Inc.
12123 Industriplex Blvd.
Baton Rouge, LA 70809

Baton Rouge KCI USA, Inc.
6756-B Langley
Baton Rouge, LA 70809

Baton Rouge Home Care
8490 Picardy Ave., Bldg 500-1B
Baton Rouge, LA 70809

Health Care Options
6639 Sullivan Rd., Suite A
Greenwell Springs, LA 70739

Health Care
Options Clinical Services
6639 Sullivan Rd.
Greenwell Springs, LA 70739

Health Care
Options Hospice, Inc.
6639 Sullivan Rd., Suite B
Greenwell Springs, LA 70739

Health Management
Services, Inc.
5215 Essen Ln., Suite 10
Baton Rouge, LA 70809

Home Care Supply, LLC
12232 Industriplex Blvd., Suite 19
Baton Rouge, LA 70809

Home Health Care 2000
11603 Newcastle, Suite A
Baton Rouge, LA 70816

Infusion Network of Louisiana, Inc.
5225 O'Donovan Dr., Suite 101
Baton Rouge, LA 70808

Lane Memorial
Hospital Home Health
6300 Main St., Office Bldg. G
Zachary, LA 70791

Lane Regional Medical Center
6300 Main St.
Zachary, LA 70791

National Pharmacy
Acquisition, LLC
5344 Brittany Dr.
Baton Rouge, LA 70808

Regional Medical Rental & Sales
11712 Florida Blvd.
Baton Rouge, LA 70815

St. Joseph Hospice
8923 Bluebonnet Blvd.
Baton Rouge, LA 70810

Taylor Home Health Supply
4716 North Blvd.
Baton Rouge, LA 70806

Woman's Home Care
7662 Goodwood Blvd., Suite B201
Baton Rouge, LA 70806

Joint Commission Releases 2009 Goals

The Joint Commission recently announced its 2009 National Patient Safety Goals and the
related requirements for each of its accreditation programs and its Disease-Specific Care
Certification Program. These goals apply to the more than 15,000 Joint Commission-
accredited and -certified healthcare organizations and programs. Compliance with the
requirements is a condition of continuing accreditation or certification for Joint Commission-
accredited and -certified organizations.

Major changes for 2009 include three new hospital and critical access hospital requirements
related to preventing deadly healthcare-associated infections due to multiple drug-resistant
organisms (MDROs), central line-associated bloodstream infections, and surgical site infec-
tions. These additions build on an existing National Patient Safety Goal to reduce the risk
of healthcare-associated infections, and recognize that patients continue to acquire prevent-
able infections at an alarming rate within hospitals. The new requirements related to central
line-associated bloodstream infections will also take effect for ambulatory care facilities and
office-based surgery practices, home care organizations, and long term care organizations.
In addition, prevention of surgical site infections will be a new requirement for ambulatory
care facilities and office-based surgery practices. Full implementation is expected by
January 1, 2010. 

A revision of the requirements for the existing medication reconciliation goal is based on
feedback obtained from a Medication Reconciliation Summit convened in late 2007 and is
included in the 2009 update. Other changes to the National Patient Safety Goals include a
requirement to eliminate transfusion errors related to patient misidentification in hospitals,
critical access hospitals, ambulatory care facilities, and office-based surgery practices. New
requirements for several programs focus on engaging patients in their care regarding infec-
tion control, prevention of surgical adverse events, and the patient identification process. 

The requirements associated with the existing Universal Protocol were also improved for
2009. These changes, which address the topics of procedure verification, marking the pro-
cedure site, and conducting a “time out” immediately prior to starting procedures, were
based on feedback received at the Wrong Site Surgery Summit in 2007. 

*

*



Hospice Deemed Status

Health Care Options
6639 Sullivan Rd., Suite A
Greenwell Springs, LA 70739

Health Care Options Clinical Services
6639 Sullivan Rd.
Greenwell Springs, LA 70739

Health Care Options Hospice, Inc.
6639 Sullivan Rd., Suite B
Greenwell Springs, LA 70739

Laboratory

Family Practice Associates-PCN 2
12525 Perkins Rd.
Baton Rouge, LA 70810

Lake Internal Medicine at Hennessy
7777 Hennessy Blvd., Suite 7000
Baton Rouge, LA 70808

Lake Men's Health Center
7777 Hennessy Blvd., Suite 101
Baton Rouge, LA 70808

Lake Pediatrics at O'Neal-PCN 33
2380 O'Neal Ln., Suite A
Baton Rouge, LA 70816

Lake Primary Care of South Baton
Rouge (PCN 25)
18169 E. Petroleum Drive, Bldg. #9
Baton Rouge, LA 70810

Lane Regional Medical Center
6300 Main St.
Zachary, LA 70791

LPCP Pediatrics
at Goodwood (KidMed)-PCN 27
8415 Goodwood Blvd., Suite 100
Baton Rouge, LA 70806

National Hansen's
Disease Programs
1770 Physician's Park Dr.
Baton Rouge, LA 70816

OLOL Mental
and Behavioral Health Services
8080 Margaret Ann Dr.
Baton Rouge, LA 70809

OLOL Neighborhood
Clinic-Scotlandville
9422 Scotlandville Ave.
Baton Rouge, LA 70807

Our Lady of the
Lake Regional Medical Center
5000 Hennessy Blvd.
Baton Rouge, LA 70808

Pediatric Medical Center-PCN 9
9191 Bluebonnet Blvd.
Baton Rouge, LA 70810

Southeast Pediatrics-PCN 12
8415 Goodwood Blvd., Suite 104
Baton Rouge, LA 70806

St. Francis House 
Adult Day Health Care
2041 Silverside Dr.
Baton Rouge, LA 70808

Woman's
Hospital
9050 Airline Hwy.
Baton Rouge, LA 70815

Zachary Family
Practice Clinic
2335 Church St.
Zachary, LA 70791

Long Term Care

National Hansen's
Disease Programs
1770 Physician's Park Dr.
Baton Rouge, LA 70816

Lane Regional
Medical Center
6300 Main St.
Zachary, LA 70791

Medicare and Medicaid
Certification-Based
Long Term Care

Our Lady of the
Lake Regional
Medical Center
5000 Hennessy Blvd.
Baton Rouge, LA 70808

EAST FELICIANA

Ambulatory Health Care

Clinton Middle
Health Center
12126 Liberty St. 
Clinton, LA 70722

Jackson Complex
Health Center
3501 Hwy. 10
Jackson, LA 70748

RKM Primary
Care Clinic
11990 Jackson St.
Clinton, LA 70722

Behavioral Health Care

Eastern Louisiana
MH System East
Division Jackson Campus
Hwy. 10
Jackson, LA 70748-0498

Eastern Louisiana
MH System Forensic
Div. Admissions
Hwy. 10; Jackson, LA 70748

Eastern Louisiana
MH System Forensic Division
Hwy 10
Jackson, LA 70748
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Gulf States LTAC of Feliciana
11232 Bank St.
Clinton, LA 70722

Hospital

Clinton Rehabilitation
Hospital, LLC
9725 Grace Ln.
Clinton, LA 70722

Eastern Louisiana MH System
East Division Jackson Campus
Hwy. 10
Jackson, LA 70748-0498

Eastern Louisiana MH System
Forensic Div. Admissions
Hwy. 10
Jackson, LA 70748

Eastern Louisiana MH System
Forensic Division
Hwy 10
Jackson, LA 70748

IBERVILLE

Ambulatory Health Care

East Iberville Elementary/High
School Based Health Center
3285 Hwy. 75
Saint Gabriel, LA 70776

Eastside
Community Health Center
5760 Monticello St.
Saint Gabriel, LA 70776

Iberville Elementary
School Based Health Center
58650 Iron Farm Rd.
Plaquemine, LA 70764

St. Gabriel Eastside
Dental Center
5035 Iberville St., Suite 23
Saint Gabriel, LA 70776

Home Care

Health Care Options, Inc.
23510 Railroad Ave.
Plaquemine, LA 70764

Home Health
Care Deemed Status

Health Care Options, Inc.
23510 Railroad Ave.
Plaquemine, LA 70764

Hospice Deemed Status

Health Care Options, Inc.
23510 Railroad Ave.
Plaquemine, LA 70764

Hospital 

River West Medical Center
59355 River West Dr.
Plaquemine, LA 70764

Westbank Cardiology
59335 River West Dr.
Bldg. C, Suites C&D
Plaquemine, LA 70764

Laboratory 

River West Medical
Center 59355 River West 
Dr. Plaquemine, LA 70764

LIVINGSTON

Ambulatory Care

Sleep Rite, LLC
1286 Del Este Avenue
Denham Springs, LA 70726

Behavioral Health Care

Gulf States Long Term Acute
Care of Denham Springs, LLC
8375 Florida Blvd.
Denham Springs, LA 70726

Hospital

Gulf States Long Term Acute
Care of Denham Springs, LLC
8375 Florida Blvd.
Denham Springs, LA 70726

Lake Pediatrics
of Denham Springs
311 Veterans Blvd.
Denham Springs, LA 70726

North Oaks Family Medicine
Clinic-Walker
28799 Walker South Rd., Suite 1
Walker, LA 70785

Ochsner Health
Center Denham Springs
30819 LA Hwy. 16
Denham Springs, LA 70726

Walker Clinic
28050 Walker South Rd.
Walker, LA 70785

Laboratory

Lake Pediatrics 
of Denham Springs
311 Veterans Blvd.
Denham Springs, LA 70726

POINTE COUPEE

Ambulatory Health Care

Alliance Imaging Inc.
Mobile Unit/MS-92
59355 Riverwest Dr.
Morganza, LA 70759

Home Care

Regional Medical
Rental & Sales
121 Court St.
New Roads, LA 70760
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Laboratory

LPCP-PCN 7, PCN 15, PCN 18,
PCN 24, PCN 39-New Roads
230 Roberts Dr., Suites A, E, B, & H
New Roads, LA 70760-0550

ST. HELENA

Ambulatory Health Care

St. Helena Central Elementary
School-Based Health Center
RR2 Box 22
Greensburg, LA 70441

St. Helena Central High
School-Based Health Center
Hwy. 37 Greensburg, LA 70441

St. Helena Community  Health Center
490 Sitman St.
Greensburg, LA 70441

St. Helena Middle School-Based
Health Center RR2 Box 31
Greensburg, LA 70441

WEST BATON ROUGE

Ambulatory Health Care

WBRPrimary Care
751 Court St.
Port Allen, LA 70767

*

*

*

*

WEST FELICIANA

Critical Access Hospital

West Feliciana Parish Hospital Laboratory
5266 Commerce St.
Saint Francisville, LA 70775

Hospital

Lake Pediatrics  at St. Francisville- PCN 35
10289 Gould Dr.
Saint Francisville, LA 70775

Laboratory

Lake Pediatrics at St. Francisville-PCN 35
10289 Gould Dr.
Saint Francisville, LA 70775 * denotes conditional accreditation
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Alan Levine was appointed by Governor Bobby Jindal in January to serve as Secretary of the
Louisiana Department of Health and Hospitals. Levine most recently served as President and
CEO of Broward Health, a large public healthcare system in South Florida. He is also the former
Secretary of the Florida Agency for Health Care Administration and served as Deputy Chief of
Staff and Senior Health Policy Advisor to Governor Jeb Bush. He holds a Bachelor of Science
degree in health education and community health, a Master's degree in health science, and an
MBA from the University of Florida.
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Smith W. Hartley: The state is turning the Medicaid system into more of a managed care model.
Can you lead us through where we are, where it's going, and where we hope to get at the end
of it?

Alan Levine: When you look at the Medicaid system as it exists today, we're one of the few states
that haven't incorporated the concepts of coordinated care into the Medicaid system. Basically, what
we do is hand the Medicaid recipient a card and tell them to go navigate through this very difficult sys-
tem where we all know there are not enough physicians that are taking Medicaid. So if they have a
child that needs care they might spend two or three days looking for a doctor, a specialist, who will
take their child. A lot of the time we'll end up fielding phone calls from those parents, who are frustrat-
ed, and we have to go beg, borrow, and steal to get a doctor who can take care of that particular issue
for that family. And it's not the doctors' fault; it's the marketplace that we've created. It's really kind of
an unfortunate situation.
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That's the micro level. If you look at the macro level, our state
has the poorest outcomes in the country. That's a document-
ed fact. And it's not because our state's healthcare system is
bad; we have excellent hospitals, we have good doctors, and
we probably have some health habits that could be better. But
the one system we have, and it's the largest insurer in the
state, is Medicaid–and all Medicaid does is pay claims. That's
all we do. We're not doing anything to leverage the billions and
billions of dollars we spend every year on Medicaid. We just
sit around waiting for claims to come in and we pay them. I am
sure we pay out tens of millions of claims a year. But we don't
operate any coordinated disease management programs in
Medicaid. We don't have any coordinated care. When people
can't find the care they need they end up in the emergency
department and we wind up paying $500 for a visit that should
have cost $50 or $60. The point is that it's a very fragmented
system. We talk about the qualitative side of it, but if you look
at the quantitative side, this year the legislature cut Medicaid

by $50 million and this is in a year where the state is in the
best financial situation. But the forecast over the next few
years is that it won't be as good. So clearly we've got to do
something differently with the Medicaid program where we're
better leveraging the money that we spend and we're not
spending it just paying claims, but trying to achieve better out-
comes.

So what we want to propose is not just managed care,
although people will call it that. What we are proposing is a
coordinated care system, with some of the ingredients of man-
aged care. For instance, having case management concepts
brought to the playing field. Having transparency in outcomes
by plan so that people can see which plans are actually more
productive in terms of outcomes, which plans have a better
array of children that get well-child check-ups, which plans are
demonstrating that children or adults are being properly diag-
nosed with diabetes or other chronic disease and then being
managed through a good, proven disease management pro-
gram. Then documenting which plans do a good job of that.
Frankly, I would even go as far as to say our plan is to be able
to put financial incentives on the table so that we can identify
those plans that are successful. Now, when I say plan, I mean
a provider service network; we're not just doing HMOs. We are
requiring that any coordinated system of care be a partnership
that includes providers. For instance, physicians could band
together to form a provider service network, or hospitals. So

When people can’t find the care they
need they end up in the emergency
department and we wind up paying $500
for a visit that should have cost $50 or
$60.
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far we've had interest from hospitals, some physician
groups, and LSU. So I think what you'll have is a market-
place where everybody makes choices about which plan
is best for them and then we publish the outcomes of
those plans. Our role as a state then goes from just pay-
ing claims to regulating and monitoring those plans. 

The other piece of this is fraud and abuse. Attorneys gen-
eral from all over the United States claim that about ten
percent of Medicaid spending is fraud and abuse. In
Louisiana that's about $700 million a year, assuming our
Medicaid budget is $7 billion. That's a lot of money. By
bringing in coordination of care, by having these net-
works, there are several requirements they are going to
have to meet. One of these is to have a fraud and abuse
detection system in place. We currently have a Medicaid
program integrity unit, that's literally made up of a dozen
or so people, which monitors tens of millions of claims. By
the time we figure out someone's stealing from the sys-
tem, they've already stolen the money and they're gone.
By having partners in that, we're casting a much wider net
and we're using some principles from the private market-
place to help. 

We are also going to require that every plan be invested
in the medical home model so that every Medicaid con-
sumer has a primary care medical home. We also want to
have a robust utilization management program in place.
We need to make sure we identify someone who's been
using the ER for healthcare and make sure they know that
it's better to go to a primary care doctor's office. Those are
all things that we are going to be putting in place with this
concept. It's not just HMO's. In a lot of states, HMOs have
been the solution. In Florida, where I came from, 60 per-
cent of the Medicaid population was in HMOs. However,
just bringing HMOs into Medicaid the way other states
have done, I don't think is a solution for Louisiana. I think
it has to be something a lot more purposeful, that's more
outcomes driven. This isn't about saving money. In fact,
our proposal is not to say, okay this is where we stand
today and by putting people into coordinated care plans
we can save five percent. We are going to take what we
are spending today and we are going to convert it to risk-
adjusted based premiums. So the sicker you are the more
resources you have; the healthier you are, obviously it
doesn't cost as much for your care. Then we will make
sure the plans have the resources they need to provide
these services. Over time the savings will occur if we just
change our trajectory a little bit.

SWH: What should providers expect in terms of a
change in reimbursement or reporting?

Alan Levine: I think with regard to reforming the Medicaid
system, what providers can expect is not unlike what they
experience with the commercial marketplace today. The
good thing about moving toward the model we're dis-
cussing is it is more like the marketplace. The way that
Medicaid is today, we set the rates and there's no negoti-



ation in that process. We pay what we pay. And what you
find with that model is that some specialists just won't take
Medicaid and you have limitations in neurosurgeons, limi-
tations in orthopedics, limitations in ear, nose, and throat.
By just setting the rate and not letting the marketplace
work at all, people say, “Well I'm not going to do it for that,”
and they just don't take Medicaid. With what we are pro-
posing, once we pay a risk-adjusted premium to an organ-
ization, the marketplace comes to bear. What I found in
Florida, and in most other states, specialists within
Medicaid managed care actually get paid more in many
cases than Medicaid fee-for-service. That's because one
of the things required if you are going to be a licensed plan
in Medicaid, is you have to demonstrate to us that you
have an adequate provider network. So for instance, per
100,000 population we're going to say you need to have
two neurosurgeons. If you don't, you don't have an ade-
quate network and we're going to sanction you. So net-
works are incentivized to go out and find those neurosur-
geons. If they have to pay them more than what Medicaid
pays then that's what they do. The same thing holds true
for hospitals. They'll be able to negotiate based on market
leverage. 

Where I think the savings will occur is you'll see less
overutilization of services like ERs and that results in sav-
ings to those plans. So they have a little bit more money
to play with. This, by the way, isn't theoretical, this is
proven. This is exactly what has occurred in other states.
Medicaid reform is always going to have its detractors.
There are always going to be people that don't like it and
point to every little failure and say it doesn't work. The fact
of the matter is, when you look at the data, what we found
in Florida was that in the markets where we moved to this
coordinated care model, it substantially increased the
number of providers that were participating in Medicaid,
because it was more of a market. I think what providers
will be pleasantly surprised with is that it's more of a mar-
ket driven model as opposed to me sitting in this ivory
tower saying, “Here's what we're going to pay. I decree it
and that's what it is.” It's sort of letting the marketplace
take over. We found that by unleashing market forces we
had more than a hundred additional services provided in
Medicaid or decreases in co-pays and deductibles under
a reformed Medicaid system than the government
imposed model. It was tremendous. 

SWH: As far as measuring quality going towards a
more transparent system, what does that look like? Is
that self-reported information?

Alan Levine: Well there will be required reporting. We got

a bill passed this session, Senate Bill 287 by Senator
Mount. It's the Louisiana Healthcare Consumer's Right to
Know Act and that bill will mandate reporting of certain
quality outcomes by health plan and by healthcare
providers including hospitals. Consumers will have a cen-
tralized, trusted source of data on healthcare outcomes.
Whether its reform or otherwise, we are going to be pub-
lishing what's called HEDIS (Healthcare Effectiveness
Data and Information Set) measures. HEDIS is a data set
of about 70 different measures of quality for managed
care plans. Those will all be published so that small
employers will be able to select what's best for their
employees. I own a small business myself, a restaurant in
Florida, and when I bought insurance for my manager, I
went and shopped. In Florida we have this transparency
so I was able to go and look at which health plan made the
most sense for my employee and which ones had the best
service ratings, the best customer satisfaction
ratings–those are the ones I went after. That's what we are
bringing to the marketplace here. It'll take us about a year
to implement it, but once it's implemented it will be a pow-
erful tool. 

There's an old saying, “Sunshine is the best disinfectant.”
With transparency comes a heightened sense of aware-
ness among providers that, “Hey, what we are doing is
going to be viewed by all. It's important for us to improve
our outcomes.” You don't want to have the highest infec-
tion rate if you're a hospital. You don't want to have the
highest rate of bedsores if you're a nursing home,
because the public is going to see that. You know, you've
got to believe nurses, hospitals, everybody wants to have
the best outcomes. The problem is, on any given day, you
can go to 20 different meetings and they're all focused on
20 different things. The fact is that this brings it home. We
know what's being measured. We know that we're going
to be deciding, and by “we” I mean the health data panel
that I will be appointing, the most important, relevant met-
rics for the public to know about their healthcare providers.
And we're going to publish that information. So it becomes
a focal point for nurses, doctors, everybody. They'll say,
“You know what? If they're measuring our post-operative
sepsis rate, we'd better make sure that our postoperative
sepsis rate is low.” That happened. Florida was the first
state to do it; we were sort of the testing ground. And what
I found was that hospitals would come to me and say, “We
looked good on thirteen or fourteen of the measures, but
on three or four of them we didn't look so good. Even risk
adjusted, our scores were higher than expected for post-
operative sepsis.” Well, you don't want to be higher than
expected–the newspapers like to report on that. There is
also that factor of not wanting to be higher than expected
if your competitors are as expected or better than expect-
ed. So the hospitals formed QI teams to address those
measures. 

True competition happens in any economic system when
consumers have all the information. The best economies
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True competition happens in any
economic system when consumers
have all the information.
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work when consumers are armed with useful data,
whether it's buying cars, appliances, homes. I wouldn't buy
a car today if I didn't go online first and compare all of the
relevant things that are important to me versus the other
similar types of cars. I'm not saying buying healthcare is
like buying a car, but the theory is actually more important
in healthcare. You're talking about taking your child, or
your mom, or your brother, a loved one, to a hospital that's
going to put them under anesthesia and potentially
remove an organ or do brain surgery or open heart sur-
gery. The least you should know are what are the out-
comes? How does that hospital compare to the others?
Transparency is a critical part of transforming any health-
care system. I'd like to say Louisiana was at the front of the
line in this, but we're not. I think there are about 25 states
that have created transparency websites since we did it in
Florida, so I'm proud of that. I'm glad that they've done it.

SWH: With regards to a timeline, what are we looking
at for this rollout?

Alan Levine: The good news is that the legislature in its
wisdom passed a bill last year, Senate Bill 1, the
Healthcare Reform Act of 2007, which directed us to do
this, so we don't need to go back to the full legislature prior

to implementation. But we do need to bring our plans
before the Joint Health and Welfare and Joint Budget com-
mittees before we apply for our federal waivers. Once we
apply for the waivers our hope is to be able to roll out our
waiver plans this year and have our provider service net-
works up and running by the middle of 2010. Once we get
a waiver approval, I think it will take us about a year to do
the RFP process. In each region that we implement the
Medicaid reforms consumers will have a choice of at least
two or three plans. I think it will take us a year to select the
plans that we are going to bring into the market for con-
sumers to choose from and then it will take them several
months to put their networks together and get ready. The
consumers will also need time to make their plan selec-
tion. So hopefully June, 2010 will be when we are pre-
pared to start paying the premiums and making the system
work.

SWH: One final question. October 11th, LSU v. Florida,
what is your prediction?

Alan Levine: I believe that LSU is a great university. I
think they have a great football team. I just hope that on
October 11th they are the second best team on the field
that day. That's all I'm saying.v
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ntil July of 2001, asthma care at Earl K. Long
Hospital was delivered almost exclusively in the
acute setting in the emergency department.
Asthmatics received breathing treatments for
their urgent breathing problems and typically
were sent out on albuterol and prednisone. This
meant that patients were often likely to return
very quickly to the ED. In 2001, the number of
respiratory visits per 1,000 ED visits was
extremely high–463. There were similar poor
numbers related to admissions with a respirato-
ry diagnosis–143 per 1000 admits.  

by: Jule Assercq, MD, Chief of Family Practice, Earl K. Long Medical Center
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Since then, the statistics have changed dramatical-
ly. In 2007, the ED respiratory visits had dropped to
less than half, at 217 per 1000, and the respiratory
admits were down to 29 per 1000. In addition, the
45 day re-admits with a respiratory diagnosis
dropped from 7.2% in 2001 to zero in 2007. 

What accounts for this improvement? In July of
2001, an Asthma Clinic was initiated for patients at
EKL. We developed the Asthma Clinic with the
assistance of trained asthma specialist, Kerri
Capello, who is also a respiratory therapist, and
with the support of Kevin Reed who heads the
Pulmonary Department at EKL. Since the clinic's
inception, when asthmatics present to the emer-
gency department they are treated there for the
acute problem, but now leave with a follow up
Asthma Clinic appointment. Every effort is made to

ensure that the patient actually shows up for the
appointment through a reminder letter and phone
calls. If they do not make the appointment, another
appointment is made and phone calls and follow up
letters are sent until the patient actually shows up at
the clinic. Persistence has been an important fea-
ture in the success of the program.  

Once the patient comes to the clinic, they are eval-
uated as to the severity of their asthma. Since these
patients were recently in the ED, they generally
have uncontrolled and at least mild, if not moderate,
persistent asthma. After filling out a questionnaire
about their respiratory, allergic, and smoking histo-
ry, the patients perform a simple in-office spirome-
try test and a peak flow maneuver. It is noted that
many patients are sent to the clinic that do not have
asthma, but rather have COPD or CHF. They were
found to be wheezing in the ED and at some point
were diagnosed with asthma. Because the clinic is
staffed by a primary care physician, this can all be
sorted out at the first visit. Further testing can be
undertaken should it be necessary for diagnosis.  

The patients are then educated in detail as to the
nature of asthma and its triggers. They are told
about the role of controller medicines in prevention
of attacks. Every effort is made to make the patients
fully understand their disease, as this is critical to
getting them to buy in to taking their controller med-

icines. Also important in the education process is
allaying the fears that the patient might have relat-
ed to taking long term steroids. We have had suc-
cess with a rather folksy story that discusses the
role of the immune cells and inflammatory media-
tors in asthma. The asthmatic process going on in
the patient’s lungs is likened to a war, with the white
cells representing soldiers that are trying to protect
the patient, but get carried away and instead mess
up the lungs. The story keeps the disease in med-
ical terms, but also uses more illustrative terms that
the patient can relate to. The risks of prednisone,
including weight gain, diabetes, high blood pres-
sure, are also explained to the patient. And it is
made very clear that regular use of albuterol not
only means that the patient's asthma is out of con-
trol, but that permanent damage is being done to
the lungs. We discuss with the patient how the con-
troller medicines work and which controller medi-
cines are most appropriate for the particular
patient's needs. I should also note that thanks to
support from the pharmaceutical industry, qualifying
indigent patients are able to get their medicines
from the Earl K. Long and Mid City pharmacies for
a minimal processing fee. Accessibility of these
medicines is a huge factor in the success of our
asthma program

After this education is complete, an Asthma Action
Plan is developed for the patient. It has been shown
that lack of an action plan is one risk factor for asth-
ma deaths. This action plan is based upon the NIH

plan, but was streamlined to meet the needs of the
EKL patient. In addition, the copy that the patient
receives is divided into the Green, Yellow, and Red
zones by actual colors. This helps the patient to
understand that the zones on the Action Plan match
with the peak flow meter that they are also given at
the visit. The daily controller medicines are written
in the green zone. Patients are then taught how to
monitor their asthma based on the peak flow read-
ing and their symptoms, and how to follow their

Persistence has been an
important feature in the 
success of the program. 

Every effort is made to make
the patients fully understand
their disease, as this is 
critical to getting them to buy
in to taking their controller 
medicines.
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action plan. For example, they are taught to begin
albuterol treatments if they fall into their yellow zone
or become symptomatic. As per the NIH guidelines,
they are taught to double up on their inhaled steroid
for a week if they rapidly are able to return to their
green zone. If they get stuck in their yellow zone, their
action plan tells them to take a five-day course of oral
prednisone. This standby prednisone prescription is
given to the patient at the first visit. It might seem a lit-
tle worrisome that the patient might just take this pred-
nisone without cause. However, this concern is
reduced by several steps. First, a lot of effort is put
into getting the patient to understand how much harm
prednisone can do to his or her health. Second, the
prescription is written stating, “Take for five days
ONLY if stuck in the yellow zone.” The prednisone has
no refills. The patient is told that if they call for refills,
they will be asked what their peak flow was when they
took it and if they were stuck in the yellow zone.
Multiple refill requests have not been a problem. In
fact, many patients will come in at some point and
say, “I have had that old prednisone sitting around for
a while. Do you think I should get a refill just to have
something fresh on hand?” 

At the first visit, the asthmatic is also educated about
the triggers that may be causing their attacks and
learns how to control or avoid these in their home and
work environment. Over the years, we have found
that asthmatics are often unaware that the scents in
their world can be their triggers. Many arrive smelling
strongly of perfume or of their scented laundry deter-
gent. They are advised strongly to remove all of that
from their lives. All too often, the asthmatic is also a
smoker or lives with one. Consequently, a very
intense effort is undertaken to get them to quit. We
employ a fairly graphic depiction of the effects of
smoking on the patients' health and also use medi-
cines including nicotine or Chantix to help the patients
quit. In addition, we discuss the long term financial
costs of smoking and bring home the point by individ-
ually computing the cost of the patients' current smok-
ing through a great website (http://aipm.wellness-
checkpoint.com/library/SMK/Calculators/Smoking
Costs.asp), which for example would show the $3.00
pack a day 35-year-old would spend an astonishing
$63,000 on their cigarettes by the time they are 69.
Over the years, we have had significant success in
getting our patients to quit.

After the initial educational visit, patients are then set
up with a primary care doctor at the hospital for con-
tinuing care. A copy of the action plan goes home with
the patient, but another is kept in the chart. A third
copy is kept by Kerri Capello so that it is readily avail-
able should the patients call her. Access to Ms.
Capello is very important for continued care of the
asthmatic. She is often able to advise them when they
feel that their asthma is out of control and help them
to determine how to treat their asthma at home. She
can also contact me directly should the patient need
to be seen. The patients are also able to leave mes-
sages for her should they need refills or other help
with getting their medicines. Capello also conducts a
weekly computerized inquiry to see if patients who
have been seen in the asthma clinic re-appear in the
ED. If they do, they are brought back to the asthma
clinic for re-education.  

An analysis done after the first year showed that
patients at EKL who attended the asthma clinic

Graph 1 shows the two groups have sim-
ilar levels of ER visits over the four base-
line quarters (a result of the statistical
matching), but that the asthma clinic
group falls below the comparison group
and remains below it in the follow-up
year.

Graph 1: ER (including Walk-in Clinic)
Respiratory Visits Over Time

It has been shown that

lack of an action plan is

one risk factor for asthma

deaths.
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reduced their ER visits by 1.27 on average (Graph
1). Even with the most conservative cost estimates,
this saved the hospital over $50,000 in its first year.
Asthma is all too common in Louisiana, estimated at
6.1% or 265,500 persons. It is estimated to account
for as much as 1.5% of the American health budget,
and a substantial portion of this cost is attributed to
hospital care. If similar effective asthma education
programs such as this could be established
statewide, the cost savings could be enormous.

A separate quality of life study showed that being
seen in the asthma clinic resulted in strong improve-
ments in patient satisfaction with their lives.
Elizabeth Juniper's “Mini Quality of Life
Questionnaire” was used and 36 adults with symp-
tomatic asthma and a wide range of airway respon-

siveness were assessed, treated, and educated
according to NIH guidelines. The pre- and post-
analyses demonstrated that the asthma disease
management program has a significant impact on
improving the patient's quality of life. The program
initially aimed to capture only asthmatics that were
new to the EKL system and had no primary care.
Subsequently, the program was expanded to
include education for patients who were already
under primary care at the hospital. We are very
proud of this highly innovative and award-winning
program and we are constantly coming up with
ways to improve the quality of care of the asthmatic
at EKL. v
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Sometimes it's not quite as simple as “If you build it, they will come.” Sometimes the real issue in access to healthcare
is exactly that, access. Medicaid may be providing a great benefit and community clinics a great resource, but if the
patient doesn't have transportation or the clinic is only open during work and school hours, problems can still remain. In
an effort to make healthcare more accessible, a network of federally qualified community health centers has grown up
around the country. Innis Community Health Center in Pointe Coupee Parish is one of them. The clinic started providing
primary medical care to the community in 2001 and has since added dental and mental health care. A sliding pay scale
makes the services accessible to the poor and underinsured, and Medicaid funds help with those who can't afford to pay
at all. More than just physician's services, the comprehensive clinic provides a safety net for the insured, the uninsured,
or the underinsured. But until recently there was still a missing element.

After a few years, administrators realized that while the dental office at the clinic was thriving, they still were not seeing
very many children. Lack of transportation, fear of missing school, or working parents who couldn't take the time off were
the main problems.

Regional

by: Karen Stassi



“It was a concern. I thought, ‘there has to be a better way to do this’,” said Executive Director Linda Matessino. It was then
that Matessino started hearing about the success of mobile dental clinics. Through a national organization of mobile health
clinics, she was able to meet with Dr. John Reese in South Carolina. Reese is both a pioneer and a success story when it
comes to mobile dental care. Faced with a poor rural population that lacked the ability to come to him, Reese initially added
a retrofitted RV to his private dental practice and offered dental care to underprivileged children in one school district. The
experiment was so successful, Dr. Reese eventually converted his entire practice into three mobile dental clinics serving nine
school districts, and worked with Turtle Top, an RV manufacturer, to custom design mobile dental clinics. With his guidance,
the Innis Clinic purchased a used RV he had used as a dental clinic and drove it home to Pointe Coupee Parish. 

The next challenge was finding a dentist willing to work the clinic. Joan Welch, DDS, a Commander in the U.S. Public Health
Service Corps, saw the job listing for a mobile dentist and applied for the posting as her next duty station. Not only was she
committed to the concept, it was also a way for Welch to spend the next three years closer to home, as she is originally from
Louisiana. Welch and Matessino continued their research, talking to groups running mobile clinics in Austin and in post-Katrina
Biloxi, and the idea blossomed. By Fall, 2007 the mobile clinic started seeing its first patients.

Matessino and Welch both knew they wanted to go far beyond one day appearances handing out toothbrushes and flossing
instructions. Instead, Matessino was able to convince the school board that it would be better if the mobile clinic spent a peri-
od of several days at each area school, allowing for permission slips, appointments, follow-up work,
etc. to be completed. The schools were put on a rotating schedule, with the clinic parked in a
designated area at each school for a 3-4 week period. Not only did this provide some con-
tinuity of care, but it avoided having to pack up and break down each day. It is also much
easier for the clinic staff to work around children's and teachers' schedules “The prin-
cipals have been terrific,” said Matessino. 
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The launch was not without problems. “One thing we quickly
learned about RVs–they are meant for camping, not running
all this high-powered equipment, so we were at the mercy of
generators,” explained Matessino. Three generators ran the
AC, lights, dental equipment, and a small sterilizer. The clinic
would show up, a generator would go down, and the sched-
ule fell apart. So the clinic had an electrician convert the RV
to land power for a more trustworthy electrical source.
Matessino then went to the individual schools and asked, “If I
install the plugs will you pay for the electricity?” They agreed
and custom electrical outlets were installed at each school in
the clinic's designated spot. Now the clinics are totally on land
power and Matessino has learned her lesson. “If we get
another one, we would get one fully equipped and ready to
run on land power.”

profile: pointe coupee hIt network

The Pointe Coupee Parish Health Information Technology
Partnership (Pointe Coupee HIT Network) is an unincorporated
association of rural healthcare providers and healthcare organiza-
tions in Pointe Coupee Parish, whose principal purpose is to
coordinate organizational and community-wide implementation
of health information technology for the improvement of patient
safety, cost, and quality of healthcare. The network includes
Pointe Coupee General Hospital, a 25 bed critical access hospital
(CAH); the CAH's transfer tertiary hospital, Our Lady of the
Lake Regional Medical Center (OLOL), and four local rural
health clinics managed by OLOL; a Federally Qualified Health
Center (FQHC) with two sites in the parish; one local communi-
ty clinic; two private practice primary care clinics; and one home
health agency. The network members make up the backbone of
the healthcare delivery system in the Pointe Coupee area and
have a long history of working collaboratively as innovators in
rural network development. The network will also include advi-
sory members from state-level health information technology
(HIT) and health information exchange (HIE) initiatives that
include: the Bureau of Primary Care and Rural Health (the state's
Rural Hospital Medicare Flexibility Program [FLEX] grantee),
the Louisiana Health Information Exchange, the Rural Health
Information Technology Partnership, and the Louisiana Health
Care Quality Forum.  

The mission of the network is to fully implement functional elec-
tronic health records with practice management system capabili-
ties within each network partner organization and to enable
appropriate health information exchange among all partner
organizations. Once HIT is implemented at the individual
provider level and connected through an information exchange
environment, the network will have the capacity to provide the
communication, information, and assessment platform for
informed decision making and efficient management of health-
care delivery information and processes. Determined by the
needs expressed in the healthcare community and knowledge of
the value a HIT network may bring to healthcare services, the
goals of this rural health networking project are: 
(1) Improve coordination of care
(2) Increase quality of care
(3) Provide cost savings to the system. 

The project's goals link directly to the Healthy People 2010 goal
to increase the quality and years of healthy life.  

We are seeing a lot of pathol-
ogy, a lot of dental caries, a
lot of kids that have to be in
dental pain. You can't learn
with a tooth-ache, you can't
pay attention, you hurt, you
are miserable, you can get

into infection. 

-Linda Matessino
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The care in the clinic is no different from a dentist's office, just
more compact. Examination, cleaning, cavity treatment, and
sealant application can all be done on board. In some cases
the dentist is doing initial exams on kids who have never
been to a dentist before.
“We are seeing a lot of
pathology, a lot of dental
caries, a lot of kids that
have to be in dental
pain,” said Matessino.
“You can't learn with a
toothache, you can't pay
attention, you hurt, you
are miserable, you can
get into infection.”
According to the U.S.
Surgeon General, 51 mil-
lion school hours are
missed each year
because of dental prob-
lems and more than 4
million children attend school in pain. Last year, across the
country at least two children died due to untreated dental
problems. “That's inexcusable to lose a child because we
can't get dental services to them,” said Matessino. “At least in
Pointe Coupee I know what we are doing to address that. We
had one little child with 22 dental caries. You know that child

is hurting and those permanent teeth are not going to devel-
op if you don't catch that early.” Matessino feels that if she
can get dental treatment to the kids, they have a better
chance for oral health as adults. That will keep them in better

health all around, they
may do better in school,
and they might influence
family members to visit a
dentist as well. 

Dr. Welch works four days
a week doing exams and
treatments and the dental
hygienist works two days a
week doing cleanings and
putting sealants on. In the
summer months, the clinic
parks for shorter periods
at schools offering sum-
mer programs and also
provides extra capacity at

the fixed-base clinic. Matessino said she is excited to share
the data she has gathered on the state level and to assist
other parishes in setting up mobile clinics, perhaps avoiding
some of the trial and error the Innis clinic experienced.
Nicknamed Smiles to Go, the Innis Community Health Center
mobile dental clinic has more than lived up to its name. v
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WORLD
Health Risks Add to Crisis in Ethiopia
Worsening malnutrition and the threat of disease
outbreaks are compounding Ethiopia's humanitar-
ian crisis. The World Health Organization (WHO)
is working with the Government of Ethiopia and
health partners to support the 4.6 million people
needing urgent emergency food relief nationwide.
Health risks are being compounded by the global
food security crisis, the impact of drought on agri-
cultural production, and the country's weak health
system. Annual rains are expected to again cause
large-scale flooding, increasing loss of crops and
risk of disease. In three regions alone (Somali,
SNNP and Eastern Oromiya), the number of gov-
ernment-run feeding centers has risen from 200 to
605 in just three months. Some 75,000 children
under 5 need therapeutic and supplementary
nutrition support. WHO, UNICEF and nongovern-
mental organizations are supporting these cen-
ters. WHO is working with Federal and regional
government partners, UN agencies and non-
governmental organizations to: provide better
health and nutrition services throughout Ethiopia
using emergency mobile teams; deploy drugs,
medical and nutrition supplies and staff for emer-
gency action; plan the rolling out of outpatient ther-
apeutic programs; and strengthen disease and
nutritional surveillance systems to enable rapid
response. 

WHO, IAEA Conduct
Nuclear Emergency Exercise
WHO recently completed a two-day emergency
radiation exercise that involved a simulated acci-
dent at the Laguna Verde nuclear power plant in
Mexico. It was coordinated by the International
Atomic Energy Agency (IAEA), together with 74
of its Member States and 9 international organiza-
tions. The test utilized all WHO systems including
its headquarters in Geneva, regional headquarters
in Washington, and the country office in Mexico.
Permanent coordination was established with the
Emergency Unit and National Focal Point for IHR
(2005) of the Mexican Ministry of Health. Results
of the exercise are currently being evaluated. This
exercise is a crucial part of the international efforts
to be fully prepared to respond to any radiological
or nuclear incident or emergency worldwide.
Under the International Health Regulations (2005),
and as the lead health agency within the United
Nations, WHO has a mandate to coordinate any
international public health response to all types of
public health risks and emergencies, including
radio-nuclear events. 

WHO Visits Sudanese
Town for Restoring Health Services
WHO, with other key UN agencies, has made the
first high-level international visit to Abyei since the
recent peace accord in the central west Sudanese
town. The mission was to plan for the reconstruc-
tion of health facilities and other vital infrastructure
in the town, as well as for the return of thousands
of people displaced by more than five weeks of
insecurity. Fighting commenced in early May and
forced Abyei's population to flee to displacement
camps and settlements in nearby areas, giving
rise to numerous health risks. Most of Abyei's
inhabitants remain in Agok, Abathok, Awal, Wun-
Peth and Malual Aleu, increasing strains on
resources in host communities. 

The main health risks facing the displaced are

malnutrition and lack of access to safe drinking
water. There is a high probability of communicable
diseases breaking out due to various factors,
including the low level of health coverage, over-
crowding, and poor sanitation in refugee settle-
ments. The ongoing rainy season may cause a
rise in acute watery diarrhea, dysentery, and
malaria. Viral hemorrhagic fever is also a risk.
Intensive primary healthcare efforts have kept
these under control. Following the signing of the
Abyei Road Map Agreement, the international
community together with the authorities have
begun plans to reconstruct the town. WHO is con-
cerned with ensuring the restoration of health
services that had been lost during the fighting.
Abyei had seven health centers and one hospital.
Critical needs include medical devices, supplies
and staff to rehabilitate health facilities. Other
urgent needs include:
• access to basic health services, including vacc-

ination and nutrition 
• using mobile clinics and referral units to deliver      

services 
• surveillance to prevent and control communic-

able disease outbreaks. 

New Rapid Tests for
Drug-Resistant TB for Developing Countries
People in low-resource countries who are ill with
multidrug-resistant TB (MDR-TB) will get a faster
diagnosis–in two days, not the standard two to
three months–and appropriate treatment thanks to
two new initiatives unveiled by WHO, the Stop TB
Partnership, UNITAID, and the Foundation for
Innovative New Diagnostics (FIND). MDR-TB is
a form of TB that responds poorly to standard
treatment because of resistance to the first-line
drugs isoniazid and rifampicin. At present it is esti-
mated that only 2% of MDR-TB cases worldwide
are being diagnosed and treated appropriately,
mainly because of inadequate laboratory services.
The initiatives should increase that proportion at
least seven-fold over the next four years, to 15%
or more.

WHO Urges Total Ban
on Tobacco Advertising
WHO has urged governments to protect the
world's 1.8 billion young people by imposing a ban
on all tobacco advertising, promotion, and spon-
sorship. This year's campaign focuses on the
multi-billion dollar efforts of tobacco companies to
attract young people to addictive products through
sophisticated marketing. Recent studies prove
that the more young people are exposed to tobac-
co advertising, the more likely they are to start
smoking. Despite this, only 5% of the world's pop-
ulation is covered by comprehensive bans on
tobacco advertising, promotion, and sponsorship.
Tobacco companies, meanwhile, continue target-
ing young people by falsely associating use of
tobacco products with qualities such as glamour,
energy and sex appeal. In a WHO study of 13- to
15-year-olds in schools worldwide, more than 55%
of students reported seeing advertisements for
cigarettes on billboards in the previous month,
while 20% owned an item with the logo of a ciga-
rette brand on it. But it is the developing world,
home to more than 80% of the world's youth,
which is most aggressively targeted by tobacco
companies, said WHO. Young women and girls
are particularly at risk, with tobacco companies
seeking to weaken cultural opposition to their
products in countries where women have tradition-
ally not used tobacco.

World Leaders Call for Action to
Reduce TB Deaths Among HIV-Positive People
For the first time ever, heads of governments, pub-
lic health and business leaders, heads of UN
agencies, and activists came together at UN
Headquarters to confront a threat to global health
that could undermine investments in life-saving
drug treatment for people living with HIV.
Tuberculosis (TB) is every year taking the lives of
nearly a quarter of million people living with HIV. It
is the number one cause of death among people
living with HIV in Africa. Worldwide it is a leading
cause of death in this population. WHO, the Joint
United Nations Programme on HIV/AIDS
(UNAIDS), and the United Nations Children's
Fund (UNICEF) recently announced that some 3
million people are now receiving life-saving anti-
retroviral treatment, but TB, especially drug-resist-
ant forms of the disease, threatens to hinder this
progress. Because HIV weakens the immune sys-
tem, people living with HIV are up to 50 times
more likely to develop TB in their lifetimes than
people who are HIV negative. Without proper
treatment with anti-TB drugs, the majority of peo-
ple living with HIV die within two to three months
of becoming sick with TB. The leaders spelled out
specific measures recommended by WHO and
needed to prevent deaths from HIV/TB. People liv-
ing with HIV must be screened regularly for TB.
Those who are sick with TB need effective TB
treatment, and those without TB should receive
preventive therapy with the drug isoniazid. These
treatments are not expensive. A six-month course
of TB treatment costs $20, and a course of preven-
tive drug therapy costs $2. Simple measures to
prevent the spread of TB among HIV-infected peo-
ple, especially in healthcare settings, also need to
be put in place.

New Checklist to Help Make Surgery Safer
With major surgery now occurring at a rate of 234
million procedures per year–one for every 25 peo-
ple–and studies indicating that a significant per-
centage result in preventable complications and
deaths, WHO launched a new safety checklist for
surgical teams to use in operating theatres, as part
of a major drive to make surgery safer around the
world. Several studies have shown that in industri-
al countries major complications occur in 3% to
16% of inpatient surgical procedures, and perma-
nent disability or death rates are about 0.4% to
0.8%. In developing countries, studies suggest
death rates of 5% to 10% during major operations.
Mortality from general anesthesia alone is report-
ed to be as high as one in 150 in parts of sub-
Saharan Africa. Infections and other postoperative
complications are also a serious concern around
the world. These studies suggest that about half of
these complications may be preventable. 

The Safe Surgery Saves Lives initiative is a collab-
orative effort led by the Harvard School of Public
Health. More than 200 national and international
medical societies and ministries of health are
working together to reduce avoidable deaths and
complications in surgical care. The WHO surgical
safety checklist, developed under the leadership
of Dr. Atul Gawande, a surgeon and professor at
the Harvard School of Public Health, identifies a
set of surgical safety standards that can be applied
in all countries and health settings. Preliminary
results from a thousand patients in eight pilot sites
worldwide indicate that the checklist has nearly
doubled the likelihood that patients will receive
proven standards of surgical care. Use of the
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checklist in pilot sites has increased the rate of
adherence to these standards from 36% to 68%
and in some hospitals to almost 100%. This has
resulted in substantial reductions in complications
and deaths in the 1000 patients. Final results on
the impact of the checklist are expected in the next
few months.

China, UAE Make Progress in
Ensuring Safe Blood Donation
China and the United Arab Emirates (UAE) have
made impressive strides in tackling the risk of con-
tamination from unsafe blood by reaching close to
100% voluntary blood donation, said WHO. Their
efforts to increase their safe blood base were pro-
moted as models for other countries to follow on
the occasion of World Blood Donor Day. Compared
to 1998, when systems of paid donations or dona-
tions from family members made up 80% of its
blood supplies, China has achieved 98.5% volun-
tary donations in just 10 years. The UAE went from
no voluntary donations at all in 1990 to 80% in
2004 and 97.6% in 2006. WHO's most recent fig-
ures on blood donation show that only 54 countries
globally have achieved 100% voluntary donation,
including, most recently, Thailand, Turkey, and
Uganda. Studies reveal that some governments
perceive the task of mobilizing the population to
donate blood without payment or family interest as
insurmountable. But China and the UAE have
shown that it is possible to change donor behavior
in a very short time. 

3 Million Now Receiving Life-Saving HIV Drugs
Nearly 3 million people are now receiving anti-
retroviral therapy (ART) in low- and middle-income
countries, according to a new report jointly

launched by WHO, UNAIDS, and UNICEF. The
report, “Towards universal access: scaling up prior-
ity HIV/AIDS interventions in the health sector,”
also points to other gains. These include improved
access to interventions aimed at preventing moth-
er-to-child transmission of HIV, expanded testing
and counseling, and greater country commitment
to male circumcision in heavily affected regions of
sub-Saharan Africa.

According to the authors of the report, the close of
2007 saw nearly 1 million more people (950,000)
receiving antiretroviral therapy–bringing the total
number of recipients to almost 3 million. The latter
figure was the target of the '3 by 5' initiative that
sought to have 3 million HIV-positive individuals liv-
ing in low- and middle-income countries on treat-
ment by 2005. Although that target was not
achieved until two years later, it is widely credited
with jump-starting the push towards ART scale-up.
According to the report, the rapid scale-up of ART
can be attributed to a number of factors, including
the:
• Increased availability of drugs, in large part

because of price reductions; 
• Improved ART delivery systems that are now bet-

ter adapted to country contexts. The WHO public
health approach to scale-up emphasizes simpli-
fied and standardized drug regimens, decentral-
ized services and judicious use of personnel and
laboratory infrastructure; and 

• Increased demand for ART as the number of
people who are tested and diagnosed with HIV 
climbs. 

The authors state that overall, some 31% of the
estimated 9.7 million people in need of ART

received it by the end of 2007. That means that an
estimated 6.7 million in need are still unable to
access life-saving medicines. The authors warn
that future expansion of access to ART is likely to
be slow owing to weak health systems in the worst-
affected countries, in particular, the difficulty of
training and retaining healthcare workers. They
also emphasize the ongoing need to improve the
collection, analysis, and publication of critical pub-
lic health information. 

NATIONAL
Number of People with
Diabetes Increases to 24 Million
Diabetes now affects nearly 24 million people in the
United States, an increase of more than 3 million in
approximately two years, according to new 2007
prevalence data estimates released by the
Centers for Disease Control and Prevention
(CDC). This means that nearly 8 percent of the
U.S. population has diabetes. In addition to the 24
million with diabetes, another 57 million people are
estimated to have pre-diabetes, a condition that
puts people at increased risk for diabetes. Among
people with diabetes, those who do not know they
have the disease decreased from 30 percent to 25
percent over a two-year period.

Among adults, diabetes increased in both men and
women and in all age groups, but still dispropor-
tionately affects the elderly. Almost 25 percent of
the population 60 years and older had diabetes in
2007. As in previous years, disparities exist among
ethnic groups and minority populations including
Native Americans, blacks, and Hispanics. After
adjusting for population age differences between
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the groups, the rate of diagnosed diabetes was
highest among Native Americans and Alaska
Natives (16.5 percent). This was followed by
blacks (11.8 percent) and Hispanics (10.4 per-
cent), which includes rates for Puerto Ricans (12.6
percent), Mexican Americans (11.9 percent), and
Cubans (8.2 percent). By comparison, the rate for
Asian Americans was 7.5 percent with whites at
6.6 percent.

The data are an update of diabetes prevalence
estimates last reported two years ago and now
published in the 2007 National Diabetes Fact
Sheet developed by CDC in collaboration with
multiple agencies under the U.S. Department of
Health and Human Services and other federal
agencies. CDC also is releasing estimates of diag-
nosed diabetes for all counties in the United
States. Nationally, the data indicate increased dia-
betes rates in areas of the Southeast and
Appalachia that have traditionally been recognized
as being at higher risk for many chronic diseases,
including heart disease and stroke.

New Hospital-Based Inpatient
Psychiatric Services Measure Set Available
Effective with October 1, 2008 discharges, accred-
ited hospitals that provide acute inpatient psychi-
atric services will be able to use The Joint
Commission's Hospital-Based Inpatient
Psychiatric Services (HBIPS) measure set to meet
current Joint Commission ORYX performance
measurement requirements. In conjunction with
the HBIPS measures, The Joint Commission also
will implement an important modification to exist-
ing ORYX performance measurement require-
ments by offering free-standing psychiatric hospi-
tals the option of collecting and submitting data on
either the seven measures included in the final
HBIPS measure set or nine non-core measures, in
order to meet ORYX requirements. Additionally,
general medical/surgical hospitals that provide
acute inpatient psychiatric services will be able to
select the Hospital-Based Inpatient Psychiatric
Services measure set as one of their four sets of
core measures needed to meet ORYX require-
ments for 2008. Detailed specifications for the
seven HBIPS measures are available on the Joint
Commission's website.

The final measure set includes:
• Admission screening for violence risk, substance

use, psychological trauma history, and patient
strengths completed;

• Hours of physical restraint use;
• Hours of seclusion use; 
• Patients discharged on multiple antipsychotic

medications;
• Patients discharged on multiple antipsychotic

medications with appropriate justification;
• Post discharge continuing plan created; and
• Post discharge continuing care plan transmitted

to next level of care provider upon discharge.

Multi-Lingual Web Content Gives High-Risk
Audiences Access to Vital Health Information
Two hundred thirty pages of widely used heart dis-
ease and stroke information has been translated
into Spanish, Vietnamese, and Simplified Chinese
and is now available on the American Heart
Association's Web site at
www.americanheart.org. Traditional Chinese is
coming soon. The Vietnamese and Simplified
Chinese content are new offerings from the asso-
ciation, which currently has a Spanish Web site.

The new pages will enhance that content. The
translated content comes from three highly traf-
ficked areas of the American Heart Association's
Web site: 
• Diseases and Conditions–information that helps

people who have heart disease or stroke under-
stand and better manage their disease. 

• Healthy Lifestyle–information to help people
reduce their risk of heart disease and stroke. 

• Heart and Stroke Encyclopedia–a quick-refer- 
ence guide with brief, authoritative information on
a wide range of cardiovascular topics. 

To access the translated content, go to www.amer-
icanheart.org and click on the Spanish,
Vietnamese, or Chinese link. These links are also
at the top right corner of every Web page so those
who enter the Web site without going to the home-
page can still get the heart-health information in
their preferred language. 

2009 Joint Commission
Standards Available Online
The Joint Commission's revised standards,
rationales, and elements of performance for 2009
are now available online. The standards will take
effect January 1, 2009 and have been placed
online to give all healthcare organizations time to
become familiar with the new language, ordering
and numbering. The changes are part of the
Standards Improvement Initiative (SII), launched
in 2006 as part of The Joint Commission's ongoing
quality improvement efforts. SII focuses on clarify-
ing standards language, ensuring that standards
are program-specific, deleting redundant and
nonessential standards, and consolidating similar
standards. While no new requirements were
added, chapter overviews, standards, introduc-
tions, rationales, and elements of performance
were designed for ease of use. In the standards
reorganization, requirements were split or consoli-
dated. Standards have been renumbered and
reordered to allow electronic sorting and to allow
the addition of new requirements in the future. A
history tracking report is available online to help
organizations see what changes occurred from
previous to revised standards. The history tracking
allows users to see what happened to each stan-
dard, its new number, and how it changed.

Other important aspects of the Standards
Improvement Initiative include:
• Phase I of the SII focused on the accreditation

programs for hospitals, critical access hospitals,
ambulatory care, office-based surgery, and home
care organizations;

• SII's Phase II for behavioral health care, labora-
tory and long term care accreditation programs
began in 2008 and the standards changes will
take effect in January 2010. The Accreditation
Participation Requirements, Life Safety Code,
and Leadership chapters for these programs are
online;

• Changes in the scoring and decision process will
take place January 1, 2009 for all accreditation
and certification programs;

• Single-user license electronic E-ditions of the
manuals will be provided for the first time;

• Color-coded tabs in print manuals distinguish
standards and requirements from accreditation
policies and procedures;

• Accreditation program-specific language used in
all manuals;

• With E-ditions, ability to sort relevant standards
and elements of performance applicable to the 

services provided by an individual organization;
• Links from certain EPs to associated require-

ments in other chapters; and
• Standards and EPs related to a focused area of

improvement placed in relevant chapters.

U.S. Deaths Down Sharply in 2006
Age-adjusted death rates in the United States
dropped significantly between 2005 and 2006 and
life expectancy hit another record high, according
to preliminary death statistics released by CDC's
National Center for Health Statistics. The 2006
age-adjusted death rate fell to 776.4 deaths per
100,000 population from 799 deaths per 100,000
in 2005, the CDC report said. In addition, death
rates for eight of the 10 leading causes of death in
the United States all dropped significantly in 2006,
it said. These included a very sharp drop in mortal-
ity from influenza and pneumonia. The preliminary
infant mortality rate for 2006 was 6.7 infant deaths
per 1,000 live births, a 2.3 percent decline from the
2005 rate of 6.9.

Other findings of the report:
• Life expectancy at birth hit a record high in 2006

of 78.1 years, a 0.3 increase from 2005. Record
high life expectancy was recorded for both white
males and black males (76 years and 70 years
respectively) as well as for white females and
black females (81 years and 76.9 years). 

• The preliminary number of deaths in the United
States in 2006 was 2,425,900, a 22,117 decrease
from 2005. 

• Between 2005 and 2006, the largest decline in
age-adjusted death rates occurred for
influenza/pneumonia (12.8 percent). Other
declines were observed for chronic lower respira-
tory diseases (6.5 percent), stroke (6.4 percent),
heart disease (5.5 percent), diabetes (5.3 per-
cent), hypertension (5 percent), chronic liver dis-
ease/cirrhosis (3.3 percent), suicide (2.8 per-
cent), septicemia, also known as blood poisoning
(2.7 percent), cancer (1.6 percent), and accidents
(1.5 percent). 

• There were 12,045 deaths from HIV/AIDS in
2006, and age-adjusted death rates from the dis-
ease declined 4.8 percent from 2005. 

• Alzheimer's disease overtook diabetes as the 6th
leading cause of death in the United States in
2006. Preliminary data indicate 72,914
Americans died of Alzheimer's disease in 2006. 

The data are based on over 95 percent of death
certificates collected in all 50 states and the
District of Columbia as part of the National Vital
Statistics System. The report, “Deaths: Preliminary
Data for 2006,” is available at www.cdc.gov/nchs.

FDA Requests Boxed Warnings
on Older Class of Antipsychotic Drugs
The U.S. Food and Drug Administration exer-
cised its new authority under the Food and Drug
Administration Amendments Act of 2007 to require
manufacturers of "conventional" antipsychotic
drugs to make safety-related changes to prescrib-
ing information, or labeling, to warn about an
increased risk of death associated with the off-
label use of these drugs to treat behavioral prob-
lems in older people with dementia. In 2005, the
FDA announced similar labeling changes for "atyp-
ical" antipsychotic drugs. At that time, Boxed
Warnings, the FDA's strongest, were added. The
Boxed Warning will now be added to an older
class of drugs known as "conventional" antipsy-
chotics. The warning for both classes of drugs will



56 Healthcare Journal of Baton Rouge | September / October 2008 Issue | healthcarejournalbr.com

say that clinical studies indicate that antipsychotic drugs of both
types are associated with an increased risk of death when used in
elderly patients treated for dementia-related psychosis.
Manufacturers of these drugs are required to submit new language
to the FDA within 30 days of notification, or to provide a reason why
they do not believe such labeling changes are necessary. The
medications involved in this action are: 

Conventional Antipsychotic Drugs Atypical Antipsychotics

Compazine (prochlorperazine) Abilify (aripiprazole)
Haldol (haloperidol) Clozaril (clozapine)
Loxitane (loxapine) FazaClo (clozapine)
Mellaril (thioridazine) Geodon (ziprasidone)
Moban (molindrone) Invega (paliperidone)
Navane (thithixene) Risperdal (risperidone)
Orap (pimozide) Seroquel (quetiapine)
Prolixin (fluphenazine) Zyprexa (olanzapine)
Thorazine (chlorpromazine) Stelazine(trifluoperazine)
Trilafon(perphenazine) Symbyax (olanzapine 

and fluoxetine)

First Realistic Neonatal Simulators Arrive In Hospitals
The SimNewB, a new neonatal patient simulator developed
through a strategic alliance between the American Academy of
Pediatrics (AAP) and Laerdal Medical, features realistic newborn
traits and lifelike clinical feedback that will help healthcare profes-
sionals learn to resuscitate their most vulnerable patients. The
SimNewB will play a vital role in the redesign of neonatal resusci-
tation training programs to a more interactive model, said Jay
Goldsmith, MD, FAAP, co-chair of the AAP's Neonatal
Resuscitation Program Steering Committee. Rather than lecture-
intensive courses, programs are shifting to emphasize hands-on,
interactive training. To support this new approach, the AAP issued
a request for proposals for a newborn simulator that would align
with medical guidelines for neonatal resuscitation. Laerdal, a
Norway-based manufacturer, delivered the SimNewB, a 7-pound,
21-inch female newborn mannequin. Laerdal engineers worked
closely with the AAP to design a simulator that mimics a newborn's
complex physiological responses to a wide range of variables. The
SimNewB is fully integrated with the AAP's guidelines for neonatal
resuscitation, creating an effective learning tool. 

Measles Making Comeback?
From January 1 through April 25, 2008, CDC received a total of 64
reports of confirmed measles cases in the U.S. This is the highest
number reported for the same time period since 2001. Cases have
been reported from nine states and outbreaks were ongoing in
four: Wisconsin, Arizona, Michigan, and New York. Of the 64
cases, 59 occurred among U.S. residents and 54 were associated
with importation of measles from other countries. Most (63) case-
patients were unvaccinated or had unknown vaccination status;
one had received two doses of vaccine. Of the 59 U.S. patients:
• 13 were < 12 months old–Too young to be vaccinated routinely 
• 7 were 12-15 months old–Not yet vaccinated  
• 21 were 16 months to 19 years old  
• 14 (67%) claimed vaccination exemptions due to religious or per-

sonal beliefs
• 7 (all < 5 years of age) were unvaccinated due to delay or missed

opportunities  
• 18 were > 20 years old 
• 14 had unknown or undocumented vaccination status
• 2 (who acquired measles in Europe) claimed personal belief or

religious exemptions
• 1 had evidence of immunity through birth before 1957
• 1 had documentation of receiving two doses of MMR vaccine. 

Ongoing measles virus transmission was declared eliminated in
the U.S. in 2000, but the risk of cases and outbreaks from import-
ed disease remains. Increases in the proportion of the population
declining vaccination for themselves or their children might lead to
large-scale outbreaks in the U.S. Before the measles vaccination
program, about 3-4 million persons in the U.S. were infected each
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year, of whom 400-500 died, 48,000 were hospi-
talized, and another 1,000 developed chronic dis-
ability from measles encephalitis. 

Medicare Expands Coverage
for Artificial Heart Devices 
The Centers for Medicare & Medicaid Services
(CMS) have issued a final National Coverage
Determination (NCD) expanding Medicare cover-
age of artificial hearts when they are implanted as
part of a study that is approved by the Food and
Drug Administration (FDA) and that meets CMS'
Coverage with Evidence Development (CED) clin-
ical research criteria. Artificial hearts are used in
patients with severe heart failure who are
extremely sick and at imminent risk of death.
Heart failure affects more than 5 million patients in
the United States. Over 500,000 new cases are
diagnosed annually, and more than 50,000 heart
failure patients die from the disease every year.
The use of artificial heart technology has not been
available to Medicare beneficiaries due to a 1986
non-coverage policy. Since the 1986 policy, two
artificial heart device manufacturers have con-
ducted clinical trials studying the safety and health
outcomes of using their devices in these very sick
patients. CMS believes there is now sufficient sci-
entific evidence on the use of artificial hearts to
allow coverage of these devices for beneficiaries
in the carefully controlled clinical environment of
an FDA-approved study.

FDA Requests Boxed Warnings
on Fluoroquinolone Antimicrobial Drugs
The U.S. Food and Drug Administration (FDA)
has notified manufacturers of fluoroquinolone

antimicrobial drugs that a Boxed Warning in the
product labeling concerning the increased risk of
tendinitis and tendon rupture is necessary.
Through its new authority under the Food and
Drug Administration Amendments Act of 2007
(FDAAA), the agency also determined that it is
necessary for manufacturers of the drugs to pro-
vide a Medication Guide to patients about possi-
ble side effects. Fluoroquinolones are drugs
approved for the treatment or prevention of cer-
tain bacterial infections. Like other antibacterial
drugs, fluoroquinolones do not treat viral infec-
tions such as colds or flu. 

The risk of developing fluoroquinolone-associated
tendinitis and tendon rupture is further increased
in people older than 60, in those taking corticos-
teroid drugs, and in kidney, heart, and lung trans-
plant recipients. Patients experiencing pain,
swelling, inflammation of a tendon, or tendon rup-
ture should be advised to stop taking their fluoro-
quinolone medication and to contact their health-
care professional promptly about changing their
antimicrobial therapy. Patients should also avoid
exercise and using the affected area at the first
sign of tendon pain, swelling, or inflammation.
Manufacturers are being notified of the need to
change labeling so that all of the drugs in the
class carry uniform updated warning language.
These warnings would apply to fluoroquinolones
for systemic use (e.g., pills, tablets, capsules, and
injectable formulations). The warnings would not
apply to fluoroquinolones for topical ophthalmic or
otic use (e.g., eye and ear drops). The medica-
tions involved in this action are: Cipro and gener-
ic ciprofloxacin, Cipro XR and Proquin XR

(ciprofloxacin extended release), Factive (gemi-
floxacin), Levaquin (levofloxacin), Avelox (moxi-
floxacin), Noroxin (norfloxacin), and Floxin and
generic ofloxacin.

STATE
APHA Awards Grants to
Strengthen Capacity of 13
State Public Health Associations
The American Public Health Association
(APHA) recently awarded mini-grants to 13 affiliat-
ed state public health associations in the second
round of funding for APHA's Affiliate Capacity-
Building Initiative. Among the recipients was the
Louisiana Public Health Association, the state
affiliate of APHA. The awards were made possible
through a $165,000 grant from the Pfizer Public
Health Group. Grant recipients may use this
money for member recruitment; public health
activities to benefit the community and Affiliate
activities; and strategic or business plan develop-
ment. The mini-grants are part of the larger APHA
Affiliate Capacity-Building Initiative, which delivers
financial and technical resources to APHA state
and regional affiliates over five years. The initia-
tive supports affiliates to improve their leadership,
management, programs, and services, and to
improve their ability to engage their communities
in responding to new and emerging public health
threats such as pandemic flu or other emerging
infectious disease.  

DHH, LSU, Tulane Announce
Results of Strategic Plan Review
DHH Secretary Alan Levine was joined in New
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Orleans by Dr. Fred Cerise, LSU System vice
president for health affairs and medical education,
and Dr. Benjamin Sachs, senior vice president of
Tulane University and dean of the School of
Medicine, to deliver the results of a review of the
proposed business plan for an Academic Medical
Center in New Orleans. After seeking input from
outside stakeholders, leadership from DHH, LSU,
and Tulane made revisions to several areas of the
business plan, resulting in the next step toward a
destination academic medical center for New
Orleans.

The review of the business plan did lead to signifi-
cant changes in the financial assumptions made by
the initial plan. While the initial plan demonstrated
a substantial profit, it is now believed the hospital
will require funding support by the state. However,
this support will be minimized if the business plan
is executed successfully. At a press conference in
New Orleans, the group announced that the future
hospital will hold 364 acute care beds and 60 ded-
icated mental health beds, for an initial total of 424
beds with additional capacity for future expansion.
Bed count was determined based on a methodolo-
gy that considered future population growth, rates
of utilization, and LSU's projections for volume
growth they expect to achieve with the new hospi-
tal.

NOAH Launches Mobile
Mental Health Clinic for Kids
Children and adolescents in New Orleans will soon
have more readily available access to mental
health services with the unveiling of a mobile men-
tal health clinic by the New Orleans Adolescent
Hospital (NOAH). The unit, called NOAH's ARC (a
resource center), will travel throughout Orleans,

Plaquemines, and St. Bernard parishes to provide
evaluation and treatment services to seriously
emotionally disturbed children and adolescents. It
will be available to provide its services among
schools, pediatric clinics, and other community
sites as needed. The ARC will be staffed by clinical
professionals from NOAH, including child and ado-
lescent psychiatrists, psychologists, nurses, social
workers, and trainees.

NOAH, which operates under DHH's Office of
Mental Health, was the first public mental health
inpatient facility to re-open after Katrina within New
Orleans and remains at the forefront of providing
these vital services to a population in great need.
Since Katrina, the youth-oriented hospital has
been treating adults as well as children and adoles-
cents to accommodate the demand for services in
the city. The ARC was funded by a $50,000 grant
from the American Academy of Child and
Adolescent Psychiatry Access Initiative, a
$40,000 grant from the AmeriCares Foundation
and a $50,000 grant from the Institute of Mental
Hygiene. The state Office of Mental Health also
contributed to this project. 

Louisiana Gets Mixed
Marks in Air Quality Report
Louisiana showed continued improvement in air
quality in the American Lung Association's
annual State of the Air Report released in June.
Although Baton Rouge is listed as the No. 10 most
polluted city in America for ozone, Louisiana only
had four parishes that scored Fs, according to the
Lung Association's grading scale. In 2003 there
were 10 parishes. Baton Rouge made the nation-
wide top 10 list, but only had 24 orange days
(unhealthy for sensitive people), six red days

(unhealthy for all people) and zero purple days
(very unhealthy for all) during 2002-2004. By com-
parison, Harris County, Texas, the closest county to
Baton Rouge in the top 10 list, had 74 orange days,
20 red days, and 2 purple days during this same
three-year period. Harris County, which includes
Houston, was ranked No. 4 on the list. Louisiana's
four failing parishes were East Baton Rouge, West
Baton Rouge, Pointe Coupee, and Iberville.
Alexandria made the Lung Association's list of 23
cleanest cities in the nation for the air pollutant par-
ticulate matter 2.5 (PM2.5). The entire state of
Louisiana is in compliance with the federal PM2.5
standard and all parishes received passing grades
from the State of the Air report. The Lung
Association also has a chart on its website that
shows the ozone trend for the Baton Rouge area.
Significant improvement from the mid-1990s to
2002-2004 is documented.

Local CFO to Help
Lead American Heart Association
Louisiana executive Debra Lockwood was elect-
ed as Chairperson-elect for the American Heart
Association, Greater Southeast Affiliate board of
directors at the organization's Leadership Summit
held in St. Petersburg, Florida. The Greater
Southeast Affiliate services Ala., Fla., Ga. La.,
Miss., Tenn., and Puerto Rico. Lockwood will serve
as Chairperson-elect of the board during the asso-
ciation's 2008-2009 fiscal year. Currently,
Lockwood is the Executive Vice President and
Chief Financial Officer for Provident Resources
Group, Inc. and has been a member of the senior
management team since 2002. She also has
extensive professional experience as a practicing
Certified Public Accountant. In addition, she has
served on numerous professional and civic organi-
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zation boards and has received several honors
and awards. During the upcoming year,
Lockwood's leadership will help the organization
impact heart disease and stroke in the affiliate.
The board will help the association focus on sev-
eral key priorities including:  educating women
about heart disease–their No. 1 killer; preventing
and combating childhood obesity; promoting
physical activity; empowering African Americans
and Hispanics to reduce their increased incidence
of stroke and risk; raising funds for research and
education efforts, and advocating for legislation to
increase physical activity, reduce smoking and
improve cardiovascular care.

Federal Grant Funds Help New Orleans-Area
Health Care Providers Continue to Grow
The Primary Care Access and Stabilization
Grant (PCASG) program has announced its third
round of grant funding totaling $16,639,000 to 25
public and private non-profit healthcare provider
organizations which operate 70 clinic locations in
the New Orleans area. Funding from the PCASG
program helps improve access to primary health-
care, mental health counseling and treatment, and
other critically needed services for everyone in the
greater New Orleans area, regardless of ability to
pay. To date, including grant awards made in
September, 2007 and December, 2007, PCASG
has released more than $43 million to bridge gaps
in services. The three-year, $100 million Primary
Care Access and Stabilization Grant is designed
to meet the increasing demand for healthcare
services in the four-parish greater New Orleans
area while decreasing the reliance on emergency
room usage for primary care services. PCASG
was awarded to the Louisiana Department of
Health and Hospitals by the U.S. Department of
Health and Human Services last year. The
Louisiana Public Health Institute is administer-
ing the grant as the state's local partner. 

Blue Cross and Blue Shield of Louisiana
Receives URAC HIPAA Privacy Accreditation 
Blue Cross and Blue Shield of Louisiana has
been awarded HIPAA Privacy Accreditation from
URAC, a Washington, D.C.-based healthcare
accrediting organization that establishes quality
standards for the healthcare industry. URAC's
HIPAA Privacy Accreditation program enables
healthcare organizations to display a commitment
to fair information practices and demonstrate that
they have taken the necessary steps to protect
health information privacy in accordance with the
HIPAA Privacy Rule. Blue Cross and Blue Shield

of Louisiana has held the HIPAA Privacy accredi-
tation since 2003. It is one of only two Blue plans
to obtain HIPAA Privacy accreditation and one of
only 10 companies nationwide to receive such
recognition. The accreditation program is
designed to be relevant to all organizations that
create, receive, maintain, or transmit electronic
protected health information and/or are expected
to comply with the HIPAA Security Rule. 

DHH Exceeded Goals by Covering 11,000 More 
Uninsured Louisiana Children Since January
At an event with the Children's Coalition for
Northeast Louisiana in Monroe, Governor
Bobby Jindal was joined by Department of
Health and Hospitals (DHH) Secretary Alan
Levine to announce that DHH has surpassed its
enrollment goals for the year and enrolled an
additional 11,000 Louisiana children from lower-
income and working families into health insurance
programs since January. In one of his first acts as
Governor, Jindal secured approval of the expan-
sion of LaCHIP to insure children up to 250 per-
cent of the Federal Poverty Level. As the state has
prepared for implementation of this expansion,
DHH and its community partners have aggres-
sively sought to insure as many qualified children
as possible. With these stepped up efforts in the
ensuing months, DHH has surpassed enrollment
goals for the state fiscal year, which ended June
30. Currently, more than 646,000 children in the
state are now covered by Medicaid/ LaCHIP.  

Since January, outreach efforts around the state,
including several enrollment blitzes, have been
credited with the increase in enrollment.
Department of Health and Hospital (DHH) offices
and contractors/community partners in Lafayette,
Lake Charles, Monroe, and Shreveport have dis-
tributed more than 72,000 applications to more
than 2,300 locations. DHH officials and partnering
community organizations have visited stores,
schools, churches and community centers in
order to raise awareness of the program.

In addition, Governor Jindal announced the suc-
cessful rollout of the LaCHIP Affordable Plan, the
new program covering children between 200-250
percent of the Federal Poverty Level ($53,000 of
annual income for a family of four). The program
began accepting applications April 15, with new
enrollees having access to services beginning in
June. An additional 6,500 children are expected to
be covered by this expansion. Families can also
apply for LaCHIP and Medicaid online with the
recent implementation of an Internet-based appli-
cation. The online application is easy to use and
ensures fast application processing turnaround
time, which has been recently averaging eight cal-
endar days. 

J. Gregory Kinnett, MD, Joins
North Oaks Orthopedic Clinic in Ponchatoula
Board-certified Orthopedic Surgeon J. Gregory
Kinnett, MD, has joined North Oaks Orthopedic
Clinic in Ponchatoula. Dr. Kinnett brings more
than 30 years of experience in the medical and
surgical management of disorders of the bones,
joints, and muscles for all ages to North Oaks. In
addition, he specializes in adult reconstructive
surgery, including hands and orthopedic tumors
involving the extremities. Certified by the
American Board of Orthopaedic Surgery, he has
spent the majority of his career practicing medi-
cine at hospitals in the Greater New Orleans area,
including Touro Infirmary. He comes to North
Oaks from his most recent appointment with 

McLeod Orthopedic Associates and McLeod
Regional Medical Center in Florence, South
Carolina, where he has served as surgeon-in-
chief since 2006. 

Hospitals Applaud
Efforts of Governor, Delegation
East Jefferson General Hospital, Ochsner
Health System, Touro Infirmary, Tulane
University and West Jefferson Medical Center
released a statement applauding the leadership of
Louisiana Governor Bobby Jindal, Department
of Health and Hospitals Secretary Alan Levine,
and the Louisiana congressional delegation as
they attempt to salvage necessary Katrina-related
federal aid for New Orleans area hospitals and the
patients they serve. Despite unanimous support
from the bipartisan Louisiana delegation, the
White House and leaders in the House of
Representatives struck a deal that did not
include funding for the hospitals. Hospital leaders
remain firm in their resolve to continue to work
with the Governor, Senators, White House offi-
cials, and other leaders to protect this critical fund-
ing in any final deal reached with the House,
Senate, and White House. 

In the aftermath of Hurricane Katrina, many hospi-
tals and facilities did not reopen, leaving the
healthcare delivery system in the Orleans,
Jefferson, St. Bernard, and Plaquemines parish
area in a very fragile state. The five hospitals
stepped in and took responsibility as the health-
care providers to the New Orleans region, and
continue to provide more than 90 percent of all
hospital-based healthcare. The hospitals' losses
for 2007 are estimated at $135 million, with com-
bined losses expected to reach $405 million by
the end of 2009. These losses are due to balloon-
ing expenses in excess of revenues and reim-
bursements. Labor expenses have increased by
$140 million, and non-labor expenses, like sup-
plies, utilities, insurance, interest, and bad debts,
have increased by $300 million from before
Hurricane Katrina. Additionally, the hospitals face
a drastic reduction in healthcare professionals in
the area.

The hospitals have worked diligently with all levels
of government to address the immediate and
unresolved healthcare needs of the area. The
guidance and support from Governor Jindal,
Secretary Levine, U.S. Senators Mary Landrieu
and David Vitter, and U.S. Representatives
Rodney Alexander, Charles Boustany, Don
Cazayoux, Bill Jefferson, Jim McCrery, Charlie
Melancon, and Steve Scalise in retaining the
federal aid are critical to the survival and rebirth of
the greater New Orleans area. The five hospitals
continue to strongly urge these leaders to fight to
protect critical funding contained in the Senate
version of emergency funding legislation.  
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Breast Center of Acadiana Will
Deliver Uncommon Benefits to Patients
Lafayette radiologist Gary Mathews, MD has offi-
cially opened the Breast Center of Acadiana offer-
ing women a more personal, convenient choice in 

breast health assessments. The 7,500-square-foot
facility will reduce wait time prior to and following
diagnostic tests, providing a one-of-a kind service
to women in the Acadiana area. The state-of-the-
art center is equipped with imaging technology to
include mammography units for screening and
diagnosis, a breast ultrasound machine, a stereo-
tactic biopsy unit and direct access to a breast MRI
unit. The Center prides itself on providing immedi-
ate appointments and definitive results to patients
and their physicians without unnecessary waiting. 

Ochsner Physician Elected President of ACOG
The American College of Obstetricians and
Gynecologists (ACOG) have announced the elec-
tion of Gerald F. Joseph, Jr., MD, Ochsner Health
Center-Covington OB-GYN, as President Elect at
ACOG's 56th Annual Clinical Meeting in New
Orleans. Dr. Gerald F. Joseph, Jr. is a Senior
Consultant in Gynecology at Ochsner Health
Center-Covington, and clinical assistant professor

of obstetrics and gynecology at Louisiana State
University and Tulane University in New Orleans.
He has been an ACOG Fellow since 1978. Dr.
Joseph has chaired the Committee on Scientific
Program and the task forces on Enhancing
Practice Satisfaction and District and Section
Contributions. He has been a member of ACOG's
Executive Board and has served as the Executive
Board liaison to the Society for Maternal-Fetal
Medicine.

Ochsner Receives National
Recognition for Cancer Research
The Ochsner Cancer Institute has been awarded
the American Society of Clinical Oncology
(ASCO) and The ASCO Cancer Foundation 2008
Clinical Trial Participation Award. Ochsner is one of
only 10 community oncology practices in the coun-
try to be recognized for its efforts to improve cancer
care through participation in clinical trials. Of the
1.3 million people who will be diagnosed with can-
cer this year, only 3 to 5 percent will participate in
cancer clinical trials. Over the past 10 years, the
Ochsner Cancer Institute has enrolled over 2,200
patients into clinical trials. Currently, Ochsner has
103 active oncology trials which are actively
enrolling patients or in the follow-up phase. Clinical
trials are research studies designed to evaluate
whether a new treatment or procedure is safe and
effective compared to the current standard of care.
Thanks in large part to the knowledge gained
through clinical trials, today two-thirds of cancer
patients survive at least five years after diagnosis,
compared with half in the 1970s. This year's award
winners were selected based on many factors,
including patient accrual to clinical trials over a
three-year period. 

DHH Offers Grants to Improve
Primary Health Care Services
The Department of Health and Hospitals'
Bureau of Primary Care and Rural Health is
offering Community-Based Rural Health Program
grants to rural and urban medically underserved
areas to expand access to primary care services.
Up to $75,000 individual awards are available to
public and non-profit groups located in rural areas,
health professional shortage areas, or areas identi-
fied in Act 162 from the 2002 First Extraordinary
Session of the Louisiana Legislature. Proposed
projects should expand, enhance or strengthen
access to quality primary care services or School-
Based Health Centers. Priority will be given to proj-
ects that demonstrate components of the medical
home system of care such as evidence-based,
patient-centered care, coordination of care across
multiple providers, disease management, quality
improvement initiatives, and health information
technology. Other eligible projects include informa-
tion system technology for interoperability, referral
systems and data collection relative to quality
improvement and patient safety; chronic disease
management and care coordination; pharmacy
services and management; and the addition or
integration of mental, dental, or preventive health
services.

LSU Appoints Pack-Hookfin Administrator
of Lallie Kemp Regional Medical Center
The LSU Health Care Services Division (HCSD)
has appointed Sherre Pack-Hookfin, BA, MA,
chief executive officer of Lallie Kemp Regional
Medical Center (LKRMC), a 25 bed critical access
hospital, with numerous outpatient clinics, in
Independence. Pack-Hookfin's career includes 28
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years in healthcare with 23 years in senior hospi-
tal management. She has been serving as acting
chief executive officer for LKRMC since July 2007.
Prior to serving as acting CEO, Pack-Hookfin at
various times was LKRMC hospital associate
administrator, acute care hospital associate
administrator, human resources director and EEO
coordinator, director of materials and plant man-
agement, and EEO coordinator/assistant ancillary
director. 

Louisiana Health Care Quality
Forum Adopts National Standards
for Patient-Centered Medical Homes
The Louisiana Health Care Quality Forum
(Quality Forum) recently adopted a definition and
standards set forth by the major professional med-
ical societies and the National Committee for
Quality Assurance (NCQA) on the Patient-
Centered Medical Home, becoming the first
statewide, multi-stakeholder group in the nation to
do so. The Patient-Centered Medical Home is a
model of primary care where a team led by a pri-
mary care physician partners with the patient and
the community to deliver high quality, cost effec-
tive care. The concept of the medical home puts
the patient at the “center” of healthcare. This
model is also known to improve patient satisfac-
tion and reduce health disparities.

The adopted NCQA standards include expecta-
tions for access and communication, patient track-
ing and registry functions, care management,
patient self-management support, electronic pre-
scribing, test tracking, referral tracking, perform-
ance reporting and improvement, and advanced
electronic communications. The NCQA guidelines
will serve as a voluntary framework for patients,
payers, providers, and purchasers to develop and
certify the medical home. Several payers across
the country and in Louisiana are considering using
them as the foundation for enhanced payments to
practices that meet these standards. The Quality
Forum will work with primary care groups to evolve
into a Patient-Centered Medical Home.

Exemplary Leadership
Recognized with National Award
The National Association of State Directors of
Developmental Disabilities Services (NASD-
DDS) recently recognized Kathy Kliebert,
Assistant Secretary, and staff of the Office of

Citizens with Developmental Disabilities in the
Louisiana Department of Health & Hospitals for
exemplary leadership during and in the aftermath
of Hurricane Katrina. Kliebert was awarded the
Ben Censoni Award for Excellence in Public
Service. NASDDDS' Board of Directors decided
to give the Ben Censoni Award to the state devel-
opmental disability directors and their staff in
Louisiana, Mississippi, and Texas for their exem-
plary leadership during and after the Katrina disas-

ter. The Mississippi recipient is Edwin C.
LeGrand, III, former Deputy Director of
Mississippi's Bureau of Mental Retardation
and his staff. The Texas recipient is Barry C.
Waller, Assistant Commissioner for Provider
Services, and staff of the Texas Department of
Aging and Disability Services. The awards were
presented during the Association's midyear meet-
ing held in Nashville, Tennessee.  

Ochsner Receives
Prestigious Magnet Status
for Nursing Excellence
Ochsner Medical Center on Jefferson Highway
has been re-designated with MagnetTM
Recognition Status, the highest national award for
nursing excellence. Ochsner first received this
prestigious designation in 2003, applied to the
American Nurses Credentialing Center (ANCC)
for re-designation in October 2007 and success-
fully completed a site visit in March 2008. The
Magnet Recognition Program is based on quality
indicators and standards of nursing practice as
defined in the American Nurses' Credentialing
Center (ANCC), an affiliate of the American
Nurses Association. The Magnet designation is
awarded to hospitals that satisfy a set of criteria
designed to measure the strength and quality of
their nursing. A Magnet hospital is a facility where
nursing delivers excellent patient outcomes,
where nurses have a high level of job satisfaction,
and where there is a low staff nurse turnover rate
and appropriate grievance resolution. Magnet sta-
tus also indicates nursing involvement in data col-
lection and decision-making in patient care deliv-
ery. 

LOCAL
Louisiana Health Care Review
Adds Executive Team Members
Louisiana Health Care Review, Louisiana's
Medicare quality improvement organization, has
added three new healthcare veterans to the LHCR
management team. Shaun McIntire, MD, MPH,
FACP has accepted the position of consultant
medical director. Scott Flowers is the new project
director for the Louisiana Quality Improvement
Organization contract with the Centers for
Medicare and & Medicaid Services (CMS). Bob
Johannessen has joined LHCR as corporate
director of communications.

Dr. McIntire assumes many of the quality improve-
ment activities previously led by Dr. Tony Sun,
who recently announced his relocation to Kansas
City, Mo. Dr. McIntire is a native of New Orleans,
and a graduate of Tulane University with a
Doctor of Medicine and a Master's in Public
Health. He completed his Internal Medicine resi-
dency at Earl K. Long Hospital in Baton Rouge,
and worked as an Emergency Room physician
within the area. He then joined Green Clinic in
Ruston, La. and later became Assistant Professor
at LSU Monroe with administrative duties at E.A.
Conway Medical Center, Monroe. He returned to
solo private practice in Ruston, and has been a
strong advocate for quality improvement and
adoption of electronic health records for physician
practices. Dr. McIntire is currently a hospitalist at
St. Francis Hospital in Monroe. He is a fellow of
the American College of Physicians, and has
served on LHCR Clinical Advisory Board since its
inception.

In his role, Flowers is responsible for overseeing
the $20 million contract with CMS and leading tar-
geted quality improvement activities across the
state to improve health care outcomes. He has 10
years of healthcare operations and quality

improvement experience. He most recently served
as the director of Lean Six Sigma at Memorial
Hermann Southwest Hospital, Houston and is
certified as a Black Belt in the Six Sigma
Methodology. Previously, Flowers served as the
administrator of the Operative Care Line at the
Michael E. DeBakey Veterans Affairs Medical
Center. He is a Thibodaux, La. native who gradu-
ated from Louisiana State University in 1997. He
received a Masters of Health Care Administration
and Masters of Business Administration from the
University of Houston in 2000.

Johannessen brings to LHCR more than 25 years
experience in public relations and marketing, most
recently serving as director of communications for
the Louisiana Department of Health and
Hospitals. Johannessen served as DHH's direc-
tor of communications from 1998-2008. Prior to
DHH, he spent 10 years in communications man-
agement positions with the Baton Rouge General
Medical Center, the General Health System and
Mary Bird Perkins Cancer Center, all in Baton
Rouge. Johannessen is a former president of the
Baton Rouge chapter of the Public Relations
Society of America, a past board member of the
Public Relations Association of Louisiana, has
served on the boards of the American Hospital
Association's PR/Marketing society and the
National Public Health Information Coalition.
He is a graduate of Louisiana State University's
School of Journalism and the Baton Rouge
Chamber of Commerce Leadership Class of
1997.

Zen-Bio, Inc and Pennington
Biomedical Research Center
Collaborate to Identify
Therapeutic Agents from Natural Products
Zen-Bio, Inc. and Pennington Biomedical
Research Center (PBRC) are collaborating to
identify natural compounds for the prevention and
treatment of metabolic disease and obesity. The
initial phase of the program includes screening
thousands of botanical extracts for their beneficial
effects on primary human abdominal fat cells and
adult stem cells. The Botanical Research Center
at PBRC, a collaborative center between PBRC
and the Center of Agriculture and the
Environment of Rutgers University, provides a
unique library of botanical extracts. Researchers
from Zen-Bio will screen the compounds with their
human fat-derived stem cell screening system.
This program brings together the expertise of Zen-
Bio and PBRC in metabolic disease research with
that of the Botanical Research Center to discover
natural therapeutics for obesity and diabetes. The
collaboration is funded in part by a Phase I Small
Business Technology Transfer (STTR) grant
awarded by the National Institutes of Health
(NIH).

NovaMed Acquires
Interventional Pain
Management Center
Chicago-based NovaMed, Inc. has acquired a
51% interest in the Interventional Pain
Management Center, an ambulatory surgery cen-
ter with four operating rooms located here in Baton
Rouge. The center currently performs pain man-
agement procedures exclusively, about 15,000 in
the past year, but has the potential to add other
specialties. The state-of-the-art facility is currently
used by five doctors, four of whom will partner with
NovaMed. The company acquires, develops and
operates ambulatory surgery centers in partner-
ship with physicians and now has majority owner-
ship interests in 35 surgery centers located in 18
states. 



62 Healthcare Journal of Baton Rouge | September / October 2008 Issue | healthcarejournalbr.com

Gynecologic/Oncology
Services Welcome Jacob Estes, MD
Giles Fort, MD, APMC, Gynecologic/Oncology Services, is pleased to
announce the arrival of Jacob M. Estes, MD, LLC. Dr. Estes began his
practice on Monday, the 7th of July, and will provide the full complement
of Gynecologic Oncology services including: surgery, chemotherapy,
vascular access and complicated gynecology and Gynecologic
Oncology Group clinical trials. He is robotically qualified and is certified

to proctor. Also, he will be a part-time faculty member of the LSU Ob/Gyn
residency department. Dr. Estes was born in Raceland, grew up in
Gonzales, and attended LSU for undergraduate studies and medical
school. He then completed an Ob/Gyn residency and a Gyn/Oncology
fellowship at the University of Alabama in Birmingham. 

Local Physician Wins American Heart
Association Meritorious Achievement Award
Rani Whitfield, MD was awarded the 2007-2008 American Heart
Association Greater Southeast Affiliate Award of Meritorious
Achievement at the organization's Leadership Summit held in St.
Petersburg, Fla. He was recognized with two other volunteers for being
a leader and major contributor for the association. This award is con-
ferred annually to select individuals who have rendered an important
service to the American Heart Association in the development of its affil-
iate programs. Dr. Rani Whitfield, also known as the “Hip Hop Doc,”
served with various community organizations including the American
Heart Association. He organized Baton Rouge's first ever “Hoopin' For
Health” event. The event offered free health screenings and educated
the community about stroke and cardiovascular disease. Dr. Whitfield, a
Power To End Stroke campaign ambassador for Louisiana, also served
as the keynote speaker at a Power To End Stroke event in Memphis,
Tennessee. At the event, Dr. Whitfield recruited 20 new volunteers to be
ambassadors for the American Stroke Association.

Dr. Whitfield has been affiliated with the organization since 2001. He has
served on the Cultural Health Initiatives board since 2006 and is a
national spokesperson for the American Heart Association. Dr. Whitfield
has been an ambassa

dor for the American Heart Association's Power To End Stroke campaign
since 2006. He is a board certified Family Practice and Sports Medicine
Physician who uses hip-hop mediums to deliver health messages to
youth across the country. He is a Fellow of the American Academy of
Family Physicians, has his Certificate of Added Certification in Sports
Medicine, is a member of Mayor Kip Holden's HIV/AIDS Task Force,
and the Louisiana Governor's Council on Physical Fitness and
Sports. v
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he legislative pay raise controversy overshadowed important achievements and fail-
ings of this last legislative session. The biggest failing was the decision to obligate 40 to
50% of the money used to treat the uninsured in South Louisiana to rebuild Charity
Hospital in New Orleans. 

Twenty percent of Louisianans are uninsured. This includes the middle class
woman with breast cancer who is single due to the death of her husband. When she lost
her husband she lost her health insurance. It includes a doctor with chronic leukemia and
the small business man with diabetes since childhood. No insurance company will sell
either insurance at any cost. In short, the uninsured work with us and go to school and
church with us. They are our neighbors. 

The state treats the uninsured with Disproportionate Share Hospital (DSH)
money. The Federal Government pays 75% and Louisiana pays 25% of DSH. In
Louisiana, some DSH money is given to private and rural hospitals treating the unin-
sured, but most is given to the two LSU Public Hospital Systems. 

LSU Health Care Services Division (LSU-HCSD) administers the Public
Hospitals in South Louisiana (including Charity Hospital New Orleans and Earl K. Long Hospital in Baton Rouge) and
LSU Medical School in Shreveport administers the money for the three North Louisiana Public Hospitals. LSU should
spend this money proportionally to where the uninsured live. For example, if 20% of the uninsured live in the Greater
Baton Rouge region, about 20% of the money for the uninsured should be allocated to the Greater Baton Rouge Region.
This is not done. 

Forty-three percent of the money LSU receives to treat the uninsured of South Louisiana goes to the New
Orleans region even though only 22% of the uninsured live there. If the DSH money paid to community hospitals is includ-
ed, 47% of the money to treat the uninsured in South Louisiana goes to the New Orleans region. Put differently, the New
Orleans region receives $3100 per uninsured person, the Baton Rouge region receives $1100/uninsured life and
Lafayette receives $820/uninsured life. This public policy effectively says that the uninsured living outside of New Orleans
are less deserving of healthcare with the associated improved quality of life and longer life expectancy. 

To address this, I introduced Senate Bill 402 requiring that the Department of Health and Hospitals, in conjunc-
tion with LSU-HCSD, devise a formula, that would allocate DSH money across South Louisiana proportional to where the
uninsured live. It would have allowed Charity Hospital to continue to receive more money if they performed tertiary med-
ical services and provided more medical education. The reallocation of dollars would have occurred over 5 years. As log-
ical as this is, the New Orleans delegation defeated the bill in the House of Representatives. 

The bill was defeated by politics. The New Orleans delegation cast the bill as an attack by the Baton Rouge del-
egation on a New Orleans destroyed by Katrina. After the bill was defeated, I was asked by a lobbyist from Lafayette if
he had just witnessed Lafayette Representatives voting against a bill that would have brought an additional $25 million
per year to the healthcare economy of Acadiana. He had. 

Later in the session, DHH Secretary Alan Levine announced administration approval of the $1.4 billion new
Charity Hospital. The business plan requires DSH money to pay the construction bonds. He admitted in committee that
this preserved the inequity in how DSH money is spent regionally for the care of the uninsured. He also admitted that this
was a New Orleans solution to the problem of the uninsured but that there was no statewide plan to address healthcare
in Louisiana. He also said he is not sure that Charity Hospital can become efficient enough to make a profit and that there
is potential that the state will be left responsible paying the 30 year bond note. He gave the impression that he had doubts
about the project. 

I hope that voters ask the same hard questions regarding this issue as they did of the pay raise. It may be our
last opportunity to affect how the state spends this money for 30 years. v

by:  Sen. Bill Cassidy, MD

T
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federal court rejects request to Dismiss Woman's hospital lawsuit 
A Federal District Court Judge issued his decision to reject a request from officials of the Louisiana Department of Health and Hospitals
to dismiss a lawsuit that Woman's Hospital filed in October, 2007, seeking to compel the defendants to comply with federal Medicaid
law and provide for crucial funding for medical care for women and infants who are enrolled in the Louisiana Medicaid program. 

“The suit was filed last fall because we are no longer willing to burden private patients and employers with a cost that is the responsi-
bility of the state of Louisiana,” said Teri G. Fontenot, President/CEO. According to the hospital, the Louisiana State Medicaid Plan has
repeatedly failed to reimburse physicians and hospitals at an amount to cover the providers' costs, and current rates are substantially
below the southern regional average. The lawsuit specifically requests that the state be held accountable to follow the federal laws and
regulations in place that govern the Medicaid program and to comply with a 2003 state law designed to protect providers who care for
large numbers of Medicaid patients. The decision upholds Woman's Hospital's right to pursue its claims in federal court.

Woman's Hospital and several Medicaid beneficiaries filed their lawsuit in October of 2007 to seek a permanent injunction to require
the officials of the Louisiana Department of Health and Hospitals to bring the Louisiana State Medicaid Plan into compliance with
numerous federal and state laws, regulations, and constitutional provisions. The Plaintiffs alleged nine (9) separate violations of feder-
al and state law, including violations of numerous provisions of the federal Medicaid Act and its implementing regulations, violations
of the Supremacy Clause and the Equal Protection Clause of the U.S. Constitution, and a violation of a Louisiana state law on “maxi-
mized funding” of Medicaid reimbursement rates. In response, the Louisiana state officials named as defendants in the case filed a
Motion to Dismiss, in which they argued that the entire proceeding should be thrown out of Court. The Defendants challenged the rights
of Woman's Hospital and the beneficiaries to bring the suit, claiming that the lawsuit was barred by the doctrine of “sovereign immuni-
ty” protecting a state from suit under the Eleventh Amendment of the U.S. Constitution. The Louisiana state officials also alleged that
neither Woman's Hospital nor the beneficiaries had a private right of action to enforce violations of the Medicaid Act, argued that the
claims were barred because of the existence of administrative remedies and procedural defenses, and challenged the merits of each and
every separately enumerated count in Plaintiffs' Complaint.
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The Motion to Dismiss was argued before Judge Brady at Federal District Court in Baton
Rouge on May 27, 2008. In issuing its ruling, the Court summarily rejected virtually
every argument that had been advanced by the Louisiana state officials in connection
with their Motion. The Court expressly found that the Eleventh Amendment did not apply
to protect the Defendants from suit and unequivocally rejected their claims that certain
alleged administrative remedies and procedural defenses foreclosed litigation of the mat-
ter. The Court further upheld the rights of Woman's Hospital and the beneficiaries to pro-
ceed with their claims, in one fashion or another, under seven of the nine counts articu-
lated in the Complaint–declining to rule on one count awaiting a decision of the U.S.
Supreme Court in a related case, and only dismissing one of the Plaintiffs' claims, an alle-
gation involving one count asserted under the Medicaid Act, which the Court found did
not comply with recent U.S. Supreme Court authority. No trial date has yet been set in
the case, but a Scheduling Order previously issued in the proceedings contemplates that
fact discovery in the matter will be concluded sometime in 2009 and that all other dis-
positive motions in the case will be filed by early 2010, with a trial date expected to short-
ly follow.

cancer program of Our lady of the lake and mary bird perkins earns
three-Year Approval with commendation from the American college of Surgeons
The Cancer Program of Our Lady of the Lake and Mary Bird Perkins recently earned a
three-year approval with commendation from the American College of Surgeons (ACoS)
Commission on Cancer (CoC). Only 25% of all cancer programs across the United States
and Puerto Rico earn this approval. Approval is given only to those facilities that have
voluntarily committed to provide the highest level of quality cancer care and undergo a
rigorous evaluation process. After an on-site visit by a physician surveyor, the Cancer
Program of Our Lady of the Lake and Mary Bird Perkins had zero deficiencies and
earned approval with eleven total commendations in the following areas:  
• Outcomes analysis
• Abstracting timeframe
• Quality of NCDB data submission
• Clinical trial accrual 
• Prevention and early detection
• Cancer-related improvements

Receiving care from an approved cancer program ensures that the patient will have
access to: comprehensive care; a multispecialty team approach to cancer care; informa-
tion about clinical trials and new treatment options; access to cancer-related information,
education and support; a cancer registry that collects data on type and stage of cancers
and treatment results and offers lifelong patient follow-up; ongoing monitoring and
improvement of care and quality care close to home. The Cancer Program of Our Lady
of the Lake and Mary Bird Perkins is one of only 14 sites in the country selected to par-
ticipate in the National Cancer Institute (NCI) Community Cancer Centers Program
(NCCCP) pilot. Competing with renowned cancer centers across the nation, the program
was chosen because of its proven medical leadership, phenomenal community outreach,
and experience in conducting clinical trials. 

Ochsner medical center-baton rouge
recognized for Support of employees in military Service
Members of Ochsner Medical Center-Baton Rouge's administration were recently recog-
nized for their support of employees serving in the United States National Guard and
Reserves. Captain Prentice Massey, RN, BSN, a member of the US Army Nursing Corps
and an Ochsner Critical Care Nurse, recently returned from his annual week-long train-
ing to continue his military medical education. Captain Massey presented certificates and
pins to the hospital's leadership in recognition of their support for his efforts and the mil-
itary services. 
Pictured left to right are:
Barry Chambers–Ochsner Baton Rouge Chief Financial Officer
Wanda Dupuy, RN–OMCBR Critical Care Department Director
Captain Prentice Massey, RN, BSN
Mitch Wasden–Ochsner Baton Rouge Chief Executive Officer
Dawn Pevey, RN, BSN–OMCBR Chief Nursing Officer
Eric McMillen–Ochsner Baton Rouge Chief Operating Officer

Joey McClendon
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baton rouge General names new Director of emergency Services
Baton Rouge General has named Marsha Bond, RN, CEN, as Director of Emergency
Services for both the Mid City and Bluebonnet campuses. Previously, Bond served as a
Nurse Manager for the Mid City Emergency Department. She has been employed by the
General for eight years. Bond is a Registered Nurse and is currently pursuing her
Bachelor of Science degree in nursing. 

OlOl earns national Quality respiratory care recognition
Our Lady of the Lake Regional Medical Center recently earned Quality Respiratory Care
Recognition (QRCR) under a national program aimed at helping patients and families
make informed decisions about the quality of the respiratory care services available in
hospitals. Approximately 15% of hospitals in the United States have received this award.
To qualify for this honor, OLOL provided documentation showing the organization
meets the following criteria: 
• All respiratory therapists delivering bedside care at OLOL hold the CRT or RRT 

credential. 
• Respiratory therapists are available 24 hours a day. 
• A doctor of medicine or osteopathy is designated as medical director of respiratory

care services. 
• OLOL maintains written policy and procedure for all other healthcare professionals

allowed to perform specific respiratory procedures. 

baton rouge General names cathy maher-Griffiths risk manager
Baton Rouge General has named Cathy Maher-Griffiths, RNC, BSN, MSHCM, DNS(c),
as Risk Manager. Previously, Maher-Griffiths served as Director of Women and
Children's Services at the General. Prior to joining the General, she was a Labor and
Delivery Nurse Manager at Woman's Hospital. She also served as the Director of Risk
Management, Patient Safety and Performance Improvement at Memorial Medical Center
in New Orleans. Maher-Griffiths holds a master's degree in Health Care Management
from the University of New Orleans and is a doctoral candidate at LSU Health and
Sciences Center, School of Nursing. She is currently working on her dissertation. Maher-
Griffiths received her Bachelor of Science in Nursing from Loyola University and her
Associate of Science in Nursing from LSU Medical Center in New Orleans.

Woman's hospital breaks Ground on new facility
Woman's Hospital leadership and members of the community recently celebrated the ini-
tiation of construction of the new campus for Woman's Hospital, which will be located
at the corner of Airline Highway and Pecue Lane, the current site of the Briarwood Golf
Course. The new facility will offer numerous healthcare innovations and benefits for
women and infants in the surrounding region, while providing clear growth avenues for
future expansion of services. The current campus, located at the corner of Airline
Highway and Goodwood Boulevard, can no longer provide the space needed for growth
and modification for optimal women's and infants' healthcare. In addition to incorporat-
ing the latest design innovations to provide the best possible experience for patients, the
new facility will be more than 170,000 square feet larger than the current hospital. Two
medical office buildings and a support services building will be connected to the hospi-
tal. 

Woman's Hospital will remain in full operation at its existing site until relocation to the
new campus, which is anticipated to take place in early 2011. No determination has been
made regarding the use of the existing location once vacated, although inpatient servic-
es will not be provided there by Woman's Hospital. Hospital officials are willing to dis-
cuss opportunities with any interested parties. The Briarwood Golf Course will continue
to operate for the foreseeable future as a nine-hole golf course and driving range. 

Our lady of the lake Announces new positions
Our Lady of the Lake recently announced various appointments for leadership positions
within the organization: 
Richard Vath, MD was named the Vice President of Medical Affairs for OLOL.
Previously, Dr. Vath held the position of Medical Director of Patient Safety for OLOL.
Dr. Vath earned his medical degree from LSU School of Medicine in New Orleans and
completed his residency in internal medicine at the University of Alabama located in

Cathy Maher-Griffiths, RNC, BSN

Marsha Bond, RN

Richard Vath, MD
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Birmingham, where he also completed his fellowship in pulmonary and critical care med-
icine. Dr. Vath is Board Certified in internal, pulmonary, and critical care medicine. 

Paul Murphree, MD was recently named the Medical Director of Patient Safety and
Quality. Previously, Dr. Murphree held the position of Chief Medical Information Officer
at OLOL. Dr. Murphree earned his medical degree from University of North Texas
Health Science Center at Ft. Worth and completed a residency in internal and family
medicine at the Ochsner Medical Foundation in New Orleans. 

the cancer program of Our lady of the lake and mary bird perkins
receives One of five nationwide Grants to Develop patient navigation program
Patients participating in free cancer screenings provided by the Cancer Program of Our
Lady of the Lake and Mary Bird Perkins and its partners will ultimately have additional
help when an abnormality is found. The Ralph Lauren Center for Cancer Care and
Prevention in Harlem, New York has awarded a $105,000 grant to the Cancer Program to
develop a Patient Navigation Program. The Patient Navigation Program will enable the
Cancer Program to take patient follow up to the next level by providing a dedicated team
member to assist screening patients when an abnormality is found. When an abnormali-
ty is found during a screening, a Patient Navigator will be assigned to the particular
patient. The Patient Navigator will be responsible for making sure the patient understands
the abnormality and will ensure the patient receives timely follow up. This includes
answering questions, reminding patients of appointments, addressing barriers to care
such as transportation, and resolution of the abnormality. 

The Cancer Program operated a pilot Patient Navigation Program for breast screening
patients at the LSU Mid-City Clinic and Leo Butler Community Center through August
31, 2008. An evaluation of the pilot will be completed in September 2008 and the formal
Patient Navigation Program for all breast cancer screening patients will begin in October
2008. Programs for prostate, skin, and colorectal screening participants will be in place
by June 2009. Breast screenings are available to the underserved through a partnership
with Woman's Hospital. 

Grant funding provided by the Ralph Lauren Center for Cancer Care and Prevention
through the Pfizer Foundation will be used to support a full-time patient navigator, a data
tracking system, and other miscellaneous costs associated with the program. 

caroline conerly Appointed examiner for
2008 malcolm baldrige national Quality Award
Caroline Conerly, MS, RN, NE-BC, Assistant Vice President of Quality/Risk of St.
Elizabeth Hospital located in Gonzales, has been appointed by Dr. James M. Turner,
Acting Director of the National Institute of Standards and Technology (NIST), to the
2008 Board of Examiners for the Malcolm Baldrige National Quality Award. The award,
created by public law in 1987, is the highest level of national recognition for perform-
ance excellence that a U.S. organization can receive. As an examiner, Conerly is respon-
sible for reviewing and evaluating applications submitted for the award. The board is
composed of approximately 500 leading experts selected from industry, professional, and
trade organizations, education and healthcare organizations, and government. Those
selected meet the highest standards of qualification and peer recognition. All members of
the board must take part in a preparation course based on the Baldrige Criteria for
Performance Excellence and the scoring and evaluation processes for the Baldrige
Award. Awards may be given annually in each of six categories: Manufacturing, Service,
Small Business, Education, Health Care, and Non-profit. Awards have been presented to
74 organizations, including the (2007) Award recipients: PRO-TEC Coating Co., Mercy
Health System, Sharp HealthCare, City of Coral Springs, and U.S. Army Armament
Research, Development and Engineering Center (ARDEC). The Award Program is man-
aged by NIST, a program of the Commerce Department's Technology Administration, in
close cooperation with the private sector. The American Society for Quality (ASQ) in
Milwaukee, WI, administers the program.  

four baton rouge General nurses honored
At the recent Baton Rouge District Nursing Association Banquet, four Baton Rouge
General nurses were honored for their contributions to the nursing profession in the
Baton Rouge community. The honorees included: Deb Charnley, RN, MN, Chief Nursing

Paul Murphree, MD

Dr. Judith and Alan Fishbein

Caroline Conerly, MS, RN
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Officer; Julie Whitaker, RN, Intensive Care Unit; Kimberly Hendricks, BSN, RN,
PCCN, CCRN, Cardiology; and Laurie Hood, RN, CWOCN, Enterostomal Therapy. 

baton rouge General Dedicates neonatal unit to fishbein
Baton Rouge General's Neonatal Intensive Care Unit was recently dedicated in honor
of Judith Turchen Fishbein, MD. The dedication was in honor of a generous gift Dr.
Fishbein, and her husband, Alan, made to the Baton Rouge General Foundation.  

mbpcc and St. elizabeth hospital celebrate partnership
Board members of Mary Bird Perkins Cancer Center (MBP) and St. Elizabeth Hospital
gathered at MBP in Baton Rouge to celebrate their joint cancer care initiative for
Ascension Parish and the surrounding areas. The two organizations have partnered to
build a new outpatient cancer treatment facility in Gonzales, LA. Todd Stevens, pres-
ident and CEO of Mary Bird Perkins; Sheldon Johnson, MD, Mary Bird Perkins; and
Dee LeJeune, president and CEO of St. Elizabeth Hospital, all spoke about the impor-
tance of this partnership for the Ascension community and surrounding parishes. They
expressed excitement about the opportunity to work together to increase local and
regional access to advanced cancer care, affording more people with the opportunity
to receive quality care at home, in their own community. Members of Mary Bird
Perkins' medical physics and radiation oncology staff gave technology tours of the
Center's patient treatment areas, including the TomoTherapy and BrainLab suites and
state-of-the-art treatment planning area.

baton rouge General is first in region with endoscopic ultrasound
Baton Rouge General's Endoscopy Department is the first hospital in the region to
offer Endoscopic Ultrasound (EUS), one of today's most minimally invasive, effective
methods in the assessment and diagnosis of benign and malignant disease within and
around the GI tract. EUS combines ultrasound technology with endoscopic instrumen-
tation, allowing doctors to diagnose patients without surgery. During the procedure, the
EUS is inserted into the mouth then through the esophagus to the stomach. The end of
the scope is equipped with a camera and sends sound waves through the body reflect-
ing off the organs, creating a 360-degree cross-sectional view of the GI tract. This
image provides useful diagnostic information to determine if suspicious tumors are
malignant. The information from EUS is also useful in diagnosing and assessing the
depth and extent of cancer before or after treatments. In addition to advanced imaging
capabilities, EUS can be used to determine the most effective means to manage certain
GI diseases, including cancer of the esophagus, stomach, pancreas, and rectum.  

Dr. David thomas earns certification
Our Lady of the Lake announced that David Thomas, MD, PhD, recently became
Board Certified in Pediatric Sleep Medicine. This is a new certification offered by the
American Academy of Pediatrics. Before becoming board certified, physicians are
required to complete specialized training and an extensive competency exam. In addi-
tion to Pediatric Sleep Medicine, Dr. Thomas is also Board Certified in Adult Sleep
Medicine, Pediatric Pulmonology, and Pediatrics. Dr. Thomas leads the only Joint
Commission Accredited Sleep Medicine Lab in Baton Rouge, which is made up of a
team of specially trained sleep technicians and specialists that can diagnose disorders
in their earliest, most treatable stages and help prevent medical consequences. Dr.
Thomas earned a PhD in Pharmacology and Toxicology from Louisiana State
University in Baton Rouge and completed his medical training at Louisiana State
University in Shreveport. Dr. Thomas completed his pediatric residency at the Naval
Hospital in San Diego and completed his fellowship in pediatric pulmonary medicine
and allergy at the University of North Carolina, Chapel Hill. 

baton rouge General honors nurses at Annual Awards program
Baton Rouge General honored its nurses at the hospital's annual Nurse Excellence ban-
quet on May 7 at Boudreaux's. Deb Charnley, RN, MN, chief nursing officer, wel-
comed nurses and other hospital staff members and Edgardo Tenreiro, executive vice
president and chief operating officer, offered opening remarks.  Award winners includ-
ed:  
(Pictured) Back row, l-r,:  Erin Michel, RN, Community Nurse of the Year; Paulette
Faul, BSN, RN, Edith LoBue Leadership Award; Monique Magee, RN, OCN, Charge
Nurse of the Year; Rachael Bryant, RN, RN Rookie of the Year; Miranda Waddell, RN,

BR General Nurse

Val Firmin, RN

David Thomas, MD, PhD

Excellence Winners
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OCN, RN of the Year-Traditional Role; and Jan Whiteknact, RN, CNOR, RN Mentor of
the Year.  Front row, l-r,:  Tiffany Tessier, MSW, Social Services, Allied Health Friend of
Nursing; Barbara Johnson, Unit Clerk of the Year; and Laurie Hood, CWOCN, RN of
the Year-Non Traditional Role.
(Not Pictured) Gwendolyn Gocha, LPN, Unit Clerk of the Year; Shaquita Morgan,
PCA/Technician of the Year; Patsy Rusk, Hall of Fame; and Ronald Leo, MD, Physician
Friend of Nursing.

free program can help families live healthier lifestyles
Families with children ages 6 to 10 years old may sign up for Healthy Heartbeats, a free
program beginning September 22 designed to educate children and their families on how
to lead fit and wholesome lives. Healthy Heartbeats is sponsored by Baton Rouge
General's Kirk's Kids Pediatric Center and includes kid-friendly group exercise sessions
and helpful educational programming for families on topics such as nutrition, physical
activity, and body image. The program contains three components:
• Exercise: Children and their parents will attend two exercise sessions each week under
the direction of a physical therapist.  
• Nutrition: A dietician will facilitate education for children and parents on a range of
nutritional topics such as grocery shopping, cooking, understanding the food pyramid,
and nutrition labels.  Children and parents will attend two classes each month.
• Social: Social workers will lead sessions for children and parents on such topics as
body image, self-esteem and socio-cultural.  Children and parents will attend two class-
es each month.  

The Healthy Heartbeats program runs for 12 weeks from September 22-December 19,
with a week off for Thanksgiving. The overall time commitment averages approximate-
ly three hours per week, spread over two or three nights during the week with a sched-
ule allowing ample flexibility for participating families. 

Our lady of the lake updates progress in livingston parish 
Our Lady of the Lake Regional Medical Center (OLOL) continues site preparation on
the 200 acre land purchase in Livingston Parish. The next step in development of the
property will be approval from the Army Corps of Engineers so that the land is devel-
oped according to the Corps' directive for wetlands. The hospital will seek approval this
Fall. During the site preparation, OLOL will continue its programming and design for
the first phase of actual construction. Final designs and building commitments are not
anticipated until 2009 with a groundbreaking tentatively scheduled for Summer, 2009.
Construction is expected to be complete by Spring, 2011.

Gibbons elected AApm Secretary 
John Gibbons Jr., PhD, was recently elected by members of the American Association of
Physicists in Medicine (AAPM) to serve a three-year term as Secretary commencing
January 1, 2009. The secretary is part of the AAPM Executive Committee, which
includes the President, President-elect, Chairman of the Board, Treasurer, and Executive
Director. Dr. Gibbons currently serves as Chief of Clinical Physics at Mary Bird Perkins
Cancer Center and Adjunct Associate Professor in the Department of Physics and
Astronomy at Louisiana State University. 

baton rouge General names Director of care 
management and Social Services
Baton Rouge General has named Christina Wagner, RN, Director of Care Management
and Social Services. Previously, Wagner served as Manager of Care Management at the
General. Prior to joining the General, she served as the Strategic National Stockpile
Director for the Office of Public Health, Louisiana Department of Health and Hospitals
and was also an Emergency Room nurse. Wagner has Bachelor and Associate of Science
degrees in nursing.

pennington cancer center receives $25,000 Grant
The National Breast Cancer Foundation has presented Baton Rouge General's
Pennington Cancer Center with a $25,000 grant for mammograms for underserved
women. The grant will provide screening and diagnostic mammograms, helping to edu-
cate those in need. The mission of the National Breast Cancer Foundation is to save lives
by increasing awareness of breast cancer through education and providing mammograms
for the underserved.  

John Gibbons, Jr., PhD

Christina Wagner, RN
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Woman's hospital names new
Vice president/chief Development Officer
Lynn Weill has been named Vice President/Chief Development Officer at Woman's
Hospital. Prior to joining Woman's, Weill served as Vice President for Development and
Chief Development Officer at Mary Bird Perkins Cancer Center. Her earlier experience
includes working with the Capital Area United Way as Vice President of
Leadership/Major Gifts, and serving in several managerial roles at the Baton Rouge
General Medical Center. She received her Bachelor of Science degree in Education from
Louisiana State University. Weill is a member of the Baton Rouge Chapter of the
Association of Fundraising Professionals, where she served as President in 2006. She is
also a member of the Association of Healthcare Professionals and the Planned Giving
Council of Greater Baton Rouge.

firmin named Director of perioperative Services
The Baton Rouge General has named Val Firmin, RN, MS, CNOR, as Director of
Perioperative Services.  Previously, Firmin served as Manager of the Operating Room
for the hospital. Firmin received her Bachelor of Science in Nursing from a local nurs-
ing school and Master’s degree in Health Service Administration from the University of
St. Francis.

baton rouge General names mcclendon Director of Accounting
The Baton Rouge General has named Joey McClendon Director of Accounting.
Previously, he served as Audit Manager for Faulk & Winkler, L.L.C.  He also served as
Medicare Auditor for TriSpan Health Services. He graduated from Southeastern
Louisiana University with a Bachelor of Science in Accounting and a Minor in
Management and is a Certified Public Accountant. In his new position at the General,
Joey is responsible for the strategic planning, direction, and overall accountability for

Accounting for General Health Systems. v

Lynn Weill
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Sara frank, rn, bSn
baton rouge cardiology center

“Sara Frank, RN, BSN, is the nursing supervisor at
Baton Rouge Cardiology Center (BRCC) and has  been with
the practice since February 2003. She is a dedicated nurse,
exceptional team leader, respectful supervisor, helpful co-worker,
and loyal friend.  

“Sara possesses all the qualities that define a great nurse.
She goes above and beyond to make sure every patient receives the
most comprehensive and exceptional care. Sara has excellent com-
munication skills that include speaking and listening to both patients
and staff. She easily communicates with patients and their families
to understand their needs and explain treatments. No matter what
the task or what is asked of her, Sara is committed to always deliv-
ering the best patient care.  

“Sara is not only a great nurse, but she is also an extraor-
dinary leader for her nursing department and an asset to the entire
BRCC team. As the nursing supervisor, Sara mentors, teaches, and
coaches her team of nurses to deliver exceptional patient care and
customer service to each patient. Sara has great problem-solving
skills, is always mindful of her surroundings, thinks quickly, and
addresses problems before they arise. She pays excellent attention
to detail and is careful not to skip steps or make errors.  

“In addition, Sara collaborates and works together with the
physicians, staff, and other departments to improve work efficiency.
She helps develop, teach, and implement programs that result in sig-

nificantly improved patient outcomes, increased patient satisfaction,
and increased excellence in nursing practice. Sara demonstrates,
promotes, and exemplifies the core values and true definition of a
Nurse of Excellence.”

Allison Dupont, rn
Woman's hospital

“My wife and I were admitted to Woman's Hospital on the
morning of July 3rd. She officially went into labor on July 4th, a
holiday weekend. The hospital was almost empty and I can't imag-
ine the staff was particularly happy to be there. Despite the timing,
all of the staff treated us with caring and respect even though it was
obvious we were first-time parents and on a holiday weekend to
boot.

“One nurse was particularly helpful and caring. Her name
was Allison Dupont. Allison checked on us without waiting for a
call, brought us items we did not ask for because she thought we
might be able to use them, and in general displayed a level of care 
and compassion far above our expectations.

“For her exceptional care, we recommend her for a HJBR 

Daniel Fontenot, M.D., F.A.C.C., Interventional Cardiology

Ken Walker, Office Administrator; Sara Frank, RN, BSN, Nursing Supervisor

If you would like to nominate a nurse for Healthcare Journal of Baton Rouge
Nurses of Excellence, let us know why at NursesOfExcellence@
HealthcareJournalBR.com. Please provide the name, title, and supervisor contact
information. Your favorite nurse just might be chosen next.
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Nurse of Excellence award and sincerely hope she receives it.
We'd also like to thank all of the nurses and staff who helped us
get through a very stressful (and exciting) time in our lives. Each
and every one of them was a pleasure to be around.” 

Sally Davis, rn 
Synergy home care

“A 1976 graduate of St. Joseph's Hospital School of
Nursing in Memphis, Tenn., Sally Davis is an extremely caring
and compassionate individual. She finds great joy in providing
medical care to patients in the home because she is able to see the
patient in a way that isn't evident in the hospital. She enjoys
assisting patients to relearn ways to become as independent as
they can be in their own environment. She also teaches family
members that they are capable of helping their loved ones. 

“With an immense dedication to improving the lives of
others, Sally works hard to reassure her patients and their care-
givers that they are doing things correctly. In addition to serving
as Branch Manager at our Baton Rouge office, she makes time to
continue her work directly with patients in order to maintain a
good perspective of what their needs are and how the agency can
best fulfill them.  

“In her current role with Synergy, Sally firmly believes
in leading by example, often volunteering on weekends to make
sure patients are admitted and taken care of as quickly as possi-
ble. Having dedicated herself to helping others for over thirty
years, she feels that her career in nursing has been both a bless-
ing and a privilege…and it's certainly not over yet.”

Wendy W. Singleton, MSN, APRN, ANP-BC, Mother/Baby Department; Allison Dupont, RN, Staff Nurse
Mother/Baby Department; Karrie R. Delise, BSN RNC, Mother/Baby Nurse Manager



or about a month, we were witness to
some strange behavior around Baton
Rouge. A small group of locals, many
of them in the healthcare field, were
speaking bad Franglais, others were
rapidly running through their reper-
toire of Cajun/Creole classic recipes,
while still others were brushing up on
the specifics of celebrating Bastille
Day. At the same time, staff at local
hospitals and clinics reported sight-

ings of young men and women with exotic accents, all
sporting crisp, new lab coats. Could there be a connec-
tion? Ah, mais oui, the French Connection! For the past
two years Baton Rouge has played host to a very special
group of visitors from Grenoble, France. It may seem like
a cruel joke to lure youngsters from this quaint European
town nestled in the foothills of the Alps to Baton Rouge in
July, but they seemed to have few complaints. 

This was not your average group of tourists of course.
They were, with one exception, third-year medical stu-

dents from the Université Joseph Fourier in Grenoble
(one was a fifth year pharmacy student from the same
school). And while they took time to see the sights, the
bulk of their four weeks here was spent working at med-
ical facilities around town. The twelve students arrived
with a dual mission: to learn all they could about medi-
cine and how it is practiced in America and to brush up
on their English, both conversational and medical. 

The mastermind behind the trip was Dr. Emmanuel Colle,
who sought a new host site after Hurricane Katrina made
his collaboration with Tulane Medical School difficult to
continue. His initial contact here was Don Varnado, COO
of Vascular Surgery Associates, who put out requests to
local clinics and hospitals to see if anyone might be inter-
ested in hosting students either in their homes or in their
workplaces. The first year, six students spent a month
here. This year, 20 students applied for the program, but
eventually only 12 were able to make the trip. They were
hosted by Baton Rouge families, many with ties to the
medical field or to families that had hosted in the past.
Hosts included: Harriet and Mike Palombo, Greg and

F
by: Karen Stassi



Terri Erwin, Tom and Laura Fereday, Dr. John and Lolly
Frusha, Dr. Andrew and Tereasa Olinde, Dr. Jorge and
Ana Isaza, and Enrique and Kelly Hurtado. 

For most of the students, this was their first trip to the
United States. Once selected for the program, the stu-
dents had to cover their own air fare and expenses,
although the host families and offices helped by providing
meals, transportation, and entertainment. While some of

the students had participated in other exchange programs,
they told their Baton Rouge hosts that this was the most
fun yet. “They take good care of us,” said Pierre Rebound,
one of two students staying with Dr. Frusha. “This year's
students had also talked to those who came last year and
had a much clearer idea of what they wanted to do and
see,” said Lolly Frusha. Some of the requested highlights
were shopping malls, Alligator Bayou, New Orleans, and
Destin–to see the aqua water and white sand.
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While at work, the students operated in an “observation
only” role, but were exposed to a wide variety of practices
and techniques. “Our main goal was to give them a broad
brush feel for what's going on in medicine here, rather than
just one aspect,” said Don Varnado. To keep the students
engaged and to maximize their exposure during their visit,
students completed one-week rotations at participating
facilities, including: the Baton Rouge Clinic, Baton Rouge
Family Medical Clinic, Baton Rouge General, Vascular
Associates Lab, Vascular Surgical Associates,
Hematology and Oncology Group, the Neuromedical
Center, and the Baton Rouge Orthopedic Clinic at the
Surgical Specialty Center. 

“Like any kids, they were more excited by the procedures
and the gadgets than by sitting down and talking with the
patients,” said Dr. Ed Vinci of the Baton Rouge Clinic,
where visiting students were cycled through rotations in
several different areas, including pediatrics, dermatology,
and internal medicine. Some of the students spoke excel-
lent English, while others struggled initially to keep up with
everything that was said to them. “Even with the language
barrier, I think their experience has been very good,” said
Dr. Vinci. “They seem to want to see it all and they ask very

appropriate questions. They have been a joy to have
here.” 

Host families have provided group meals, shopping trips,
visits to neighboring areas, a Fourth of July
celebration/fundraiser on the Diversion Canal, and much
more to keep the students entertained in their down time.
While the students enjoyed the Fourth of July, they
announced to their hosts that they planned no work for
their own independence celebration, Bastille Day, on July
14. Instead, the students arrived en masse at Dr. Isaza's
home and cooked an authentic French feast for their host
families, complete with hors d'oeuvres and homemade
crepes. “It was wonderful,” said Lolly Frusha, who also
turned on Bastille Day television coverage for her students
and had them explain details of the celebration.

Pierre Rebound, who stressed that he could speak only for
himself, indicated that the food here tastes very different,
a little spicy, and even the rhythm of the meals here is dif-
ferent than in France. Laura Fereday indicated that prior to
her visit, guest Marie Laure thought Americans ate mostly
hamburgers. Not only were the students urged to try
Louisiana specialties (which probably accounted for
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Rebound's assessment), but they also had the opportu-
nity to experience “delicacies” like watermelon and
pecan pie for the first time, said Fereday. When asked
what he felt was the biggest difference he had noticed
in his first week here, Rebound said that here the doc-
tors consider what treatment they will try based on what
the patient can afford. “In France, we do not do it this
way; it is all paid for,” referring to the socialized health-
care system in his country. Based on some of the
homes they visited, they also thought that American
doctors were much wealthier than those in France. “We
tried to explain to them that is not always the case,” said
Lolly Frusha. “We wanted to give them a true picture of
American life.” Rebound also indicated that he was not
homesick and wanted to see everything he could as this
may be his only opportunity to come to the United
States. 

“Having Marie Laure stay with us has been an enriching
experience for all of us,” said Laura Fereday. “We're
learning about another culture and the children are
learning an important life lesson in sharing their home
with someone outside of our family.” She also comment-
ed that the most interesting part of the experience has

been the sudden transformation of her husband's com-
munication style since Marie came to stay. “He speaks
English with what he perceives as a French accent, and
with a curiously increased volume. He's also added to
that a form of sign language, motioning wildly as he
speaks,” she joked. Joking aside, the hosts hope they
are doing their part for international relations. “I really
think we are doing a good job in letting them know we
are nice people, not ugly Americans,” said Lolly Frusha.
“It also gives us great insight into how they see us in
France.”

There is a standing invitation to make the program work
both ways and to send some of our medical students to
Grenoble, but as yet it has not been pursued. Some of
last year's host families, including the Frusha's, did trav-
el to Grenoble to visit the school and the families of the
students they hosted. “We loved that,” said Lolly
Frusha, “they were so welcoming and warm.” This
year's students included: Laura Porcene, Marion
Chapuis, Romain Ferlay, Pierre Rebound, Marie Laure,
Sanderine Clot, Benedict Guillune, Valerie Tatinaud,
Romain Roche, Yvan Herenger, Audrey Chapuis, and
Agetha Mullie. v
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Airport

Baton Rouge

Metropolitan Airport 225.355.0333

9430 Jackie Cochran Dr. 

Baton Rouge, LA 70807

www.flybtr.com

Audio Visual

Audio Video Results 225.755.2100

11931 Industriplex Blvd.

Suite 700, Baton Rouge, LA 70809

www.avresults.com

Woofers Home Theater 225.757.6615

14241 Airline Hwy.

Suite 108, Baton Rouge, LA 70817

www.woofershometheater.com

Art Gallery

Elizabethan Gallery 225.924.6437

680 Jefferson Hwy.

Baton Rouge, LA 70806

www.elizabethangallery.com

Attorneys

McGlinchey Stafford 225.383.9000

14 One American Place

Baton Rouge, LA 70825

www.mcglinchey.com

Taylor, Porter, Brooks

& Phillips, LLP 225.387.3221

8th Floor - Chase Tower South

451 Florida St., Baton Rouge, LA 70801

www.taylorporter.com

Automotive (Dealers)

Paretti Jaguar of

Baton Rouge 225.756.5247

11977 Airline Hwy.

Baton Rouge, LA 70817

www.paretti.com

Automotive (Tire and 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

Cancer Services

The Total

Woman Boutique 225.924.4531

9244 Florida Blvd.

Baton Rouge, LA 70815

www.thetotalwomanboutique.net

Catering

Southern Belle Catering 225.927.4670

1969 N. Lobdell Ave.

Baton Rouge, LA 70806

www.southernbellesandwich.com

Cleaners

Sunshine Cleaners 225.753.4060

16645-A Highland Rd.

Baton Rouge, LA 70810

www.sunshinecleaners.net

Community College

Baton Rouge

Community College 225.216.8000

201 Community College Dr.

Baton Rouge, LA 70806

www.mybrcc.edu

Consulting

HealthCare + Business Consulting,

Phillip H. Rees 225.767.9577

7474 Highland Rd.

Baton Rouge, LA 70808

www.HCBconsulting.com

Custom Clothier

Manuel Martinez 225.928.9107

7280 Corporate Blvd.

Suite A, Baton Rouge, LA 70809

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

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

Hospitals

Baton Rouge General 

Medical Center 225.387.7000

8585 Picardy Ave.

3600 Florida Blvd., Baton Rouge, LA

www.brgeneral.org

Lane Regional

Medical Center 225.658.4000

6300 Main St., Zachary, LA 70791

www.lanermc.org

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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Promise Healthcare, Inc. 225.621.1419

615 East Worthey Rd., Gonzales, LA 70737

www.promisehealthcare.com

Woman's Hospital 225.927.1300

9050 Airline Hwy., Baton Rouge, LA 70815

www.womans.org

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

Blue Cross Blue Shield

of Louisiana 800.495.2583

5525 Reitz Ave., Baton Rouge, LA 70809

www.bcbsla.com

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 

Jewelry

Diamandel Diamonds 225.291.3580

4531 Durham Place, Suite D

Baton Rouge, LA 70816

www.diamandel.com

Medical Research

The Elliot, Elliot, Head

Breast Cancer Research

and Treatment Center 225.755.3070

17050 Medical Center Dr., 4th Flr.

Baton Rouge, LA 70816

www.breastoncology.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

Neuromedical

The NeuroMedical Center

Clinic and Hospital 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

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

Quality Improvement

Louisiana Health

Care Review 225.926.6353

8591 United Plaza Blvd., Suite 270

Baton Rouge, LA 70809

www.LHCR.org

Real Estate

C.J. Brown Realtors-

Tom Bhramayana 225.933.8942

4314 S. Sherwood Forest Blvd.

Suite 100, Baton Rouge, LA 70816

www.tombahama-mama.com

Rogillio Real Estate 225.927.3960

444 Wooddale Blvd.

Baton Rouge, LA 70806

www.rogilliorealestate.com

Restaurants

French Market Bistro 225.753.3500

6645 Highland Rd.

Baton Rouge, LA 70810

www.frenchmarketbistro.com

Mansurs on the Boulevard 225.923.3366

5720 Corporate Blvd.

Baton Rouge LA 70808

www.mansursontheboulevard.com

Schools

Episcopal High School

of Baton Rouge 225.753.3180

3200 Woodland Ridge Blvd.

Baton Rouge, LA 70816

www.ehsbr.org

Skilled Nursing Facility

CommCare Corporation 877.277.3859

5550 Thomas Rd.

Baton Rouge, LA 70811

www.commcare.com

Urology

MaxiFlex 866.629.4359

LSU - Louisiana Emerging

Technologies Center

Bldg. 340, East Parker St.

Baton Rouge, LA 70803

www.maxiflexllc.com

Vascular Clinic

CVT Surgical Center 225.766.0416

7777 Hennessy Ave., Suite 1008

Baton Rouge, LA 70808

www.cvtsc.com

Total Vein Care 225.761.8119

8595 Picardy Ave., Suite 320

Baton Rouge, LA 70809

www.totalveincarelouisiana.com

Wines and Spirits

Calandro's Select Cellars

4142 Government St.

Baton Rouge, LA 70806 225.383.7815

12732 Perkins Rd.

Baton Rouge, LA 70810 225.767.6659

www.calandros.com
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